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inside  as  well  as  outside  the  hospital . . . 
staphylococci  usually  remain  sensitive  to 


CHLOROMYCETIN 


(chloramphenicol,  PaPke-Davis) 
That  the  sensitivity  patterns  of  “street”  staphylococci  differ  widely  from  thosfesjf 
“hospital”  staphylococci  is  a well-established  clinical  fact.1-5  Although  strains  of 
staphylococci  encountered  in  general  practice  have  remained  relatively  sensitive  to 
a number  of  antibiotics,6  the  problem  of  antibiotic-resistant  staphylococci  appears 
to  be  a threat  to  all  patients  in  hospitals  today.  It  is  encouraging  to  note,  however, 

. . that  a relatively  small  percentage  of  strains  develop  resistance  to  chloram- 
phenicol, despite  the  consumption  of  large  amounts  of  this  antibiotic.”7 


In  one  hospital,  for  example,  CHLOROMYCETIN  “...was  the  only  widely  used 
antibiotic  to  which  few  of  the  strains  were  resistant.”8  In  another  hospital,  despite 
steadily  increasing  use  of  CHLOROMYCETIN  since  1956,  “...the  percentage  of 
chloramphenicol-resistant  strains  has  actually  been  lower  in  subsequent  years.”1 
Elsewhere,  insofar  as  hospital  staphylococci  are  concerned,  it  appears  that  “. . . the 
problem  of  antibiotic  resistance  can  be  regarded  as  minimal  for  chloramphenicol.”2 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 


See  package  insert  for  details  of  administration  and  dosage. 


Warning : Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  short-term  and  with  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms! 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less! 
potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influ-  j 
enza,  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 


Precautions : It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While] 
blood  studies  may  detect  early  peripheral  blood  changes  such  as  leukopenia  or  granulocytopenia,  before] 
they  become  irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to 
development  of  aplastic  anemia. 


IN  VITRO  SENSITIVITY  OF  250  STRAINS  OF  STAPHYLOCOCCI 
ITO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


Antibiotic  C 


45  % 


Antibiotic  D 


21  % 


These  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
large  county  hospital  during  the  year  1959.  Sensitivity  tests  were  done  by  the  disc  method. 

Adapted  from  Bauer,  Perry,  & Kirby1 


References:  (1)  Bauer,  A.  W.;  Perry,  D.  M„  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475, 1960.  (2)  Fisher,  M.  W.: 
Arch.  Int.  Med.  105:413,  1960.  (3)  Cohen,  S.:  Circulation  20:96,  1959.  (4)  Edwards,  T.  S.:  Am.  J.  Ophth. 
18,  Part  11:19, 1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  The  Year  Book  Publishers,  Inc., 
11958,  p.  148.  (6)  Petersdorf,  R.  G.;  Rose,  M.  C.;  Minchew,  H.  B.;  Keene,  W.  R.,  & Bennett,  I.  L„  Jr.: 
Arch.  Int.  Med.  105:398,  1960.  (7)  Editorial:  J.A.M.A.  173:544,  1960.  (8)  Finland,  M.;  Jones,  W.  F„  Jr..  & 
Bennett,  I.  L.,  Jr.:  Arch.  Int.  Med.  104:365,  1959.  su«i 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof” of  fine  NTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HC1,  0.5% 

- dependable  vasoconstrictor 
and  decongestant. 

Thenfadil®  HC1,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof  o \ 
pocket  size 
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NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 


RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  RICHMOND  26,  VA. 


Richmond,  Virginia 


Whatever  the  cause . . . 

belbarb  soothes 

the  agitated  mind  and 
calms  G-l  spasms 
through  the 
central  effect 
of  phenobar- 
bital  and  the 
synergistic  action 
of  fixed  proportions 
of  natural  belladonna 
alkaloids  on  the 
G-l  tract. 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  / gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 min.  Belbarb 
No.  2 same  as  Belbarb  except 
Vi  gr.  phenobarbital  for  more 
sedative  action. 

HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


Sedative— Antispasmodlc 
20  years  of  clinical  satisfaction 

belbarb 


Charles  C 
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WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigesttojj^^ 

biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1 .2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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Our  primary  responsibility  to  the  public 
we  serve  is  the  accurate  dispensing  of 
modern  drugs  to  the  physicians’  exact 
specifications.  Fresh,  potent  ingredients 
are  always  used  . . . and  each  step  is 
checked  for  accuracy.  At  Peoples,  you  are 
assured  skilled,  professional  service  . . . 
in  keeping  with  the  highest  ethical 
standards. 


/ 


PEOPLES  SERVICE  DRUG  STORES 
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YOU  GET  ALL  3 
ONLY  WITH  Mrs.  FILBERTS 
CORN  OIL  MARGARINE! 


COMPARE  WITH  OTHER  MARGARINES  CONTAINING  CORN  OIL 


100% 

CORN 

OIL 

CONTAINS 
LIQUID 
CORN  OIL 

OFFERS 

MONEY-BACK 

GUARANTEE 

MRS.  FILBERT’S 

V 

V 

v' 

BRAND  “B” 

V 

BRAND  “C” 

Mrs.  Filberts 

CORN  OIL  MARGARINE 

“The  only  one  that  gives  all  3” 
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. . . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you  really 
come  to  appreciate  the  meaning  of  “True-to- 
Dial”  accuracy  with  the  G-E  Patrician  “200” 
combination.  Film  comparison  is  easier  be- 
cause of  guaranteed  consistent  x-ray  output. 
Performance  holds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit  to 
another!  And  with  it  you  get  so  many  more 
Patrician  features:  full-size  81"  tilting  table 
. . . independent  tubestand  . . . counterbal- 
anced, not  counterpoised,  fluoroscopic  screen 
or  spot-film  device  . . . radiation  confined  to 
screen  area  by  automatic  shutter  limiting 


BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

Room  707,  Medical  Tower  Bldg.  • 400  Gresham  Drive 
MAdison  5-0561 

RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-6069 


device . . . economy  of  purchase  and  operation. 
You  can  rent  the  Patrician.  G-E  Maxiserv- 
ice® plan  provides  an  attractive  alternative 
to  outright  purchase.  Included,  for  a con- 
venient monthly  fee,  are  installation,  mainte- 
nance, parts,  tubes,  insurance,  local  taxes. 
Contact  your  G-E  x-ray  representative  listed 
below  for  details. 

T^ogress  Is  Our  Most  Important  Product 

GENERAL  ^ ELECTRIC 

BRANCHES 

ROANOKE 

515  Norfolk  Ave.,  S.W.  • Diamond  3-6209 

WASHINGTON.  D.  C. 

Silver  Spring,  Md„  8710  Georgia  Ave.,  N.W. 

JUniper  9-4355 


DIRECT  FACTORY 


12 


Virginia  Medical  Monthly 


for  more  satisfactory  relief  of  anxiety 


ravatei 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.1 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.2 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  (2^  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (x/4  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers.  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray. 
R.  J.:  N.  Y St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

14  GR.  (16.2  mg.)  Phenaphen  No.  2 
PHENAPHEN  with  CODEINE  PHOSPHATE 

Vi  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

q does  not  produce  ataxia,  stimulate  the 
^ appetite  or  alter  sexual  function 

0 no  cumulative  effects  in  long-term  therapy 

a does  not  produce  depression,  Parkinson-like 
^ symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
^ normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.I.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate). 

•trade-mark 


Miltown* 

meprobamate  (Wallace) 


#•  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-4730 


14 


Virginia  Medical  Monthly 


in  bacterial 
tracheobronchitis 

Panalba 

promptly 

to  gain  precious 
therapeutic  hours 

3analba  Q your  broad-spectrum 

i antibiotic  of  first  resort 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  agranulocytosis  have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  side  effects  usually 
disappear  upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 


-Trademark,  Reg.  U.S.  Pat.  Off. 
The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


For  full  information, 
ere  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'RAUOIXIN'®,  ‘RAUTRAX*®  ANO  'NATURETIN*®  ARE  SQUIBB  TRADEMARKS 
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ow  would  you  design 
a tranquilizer 
specifically  for  the 
tense  working  adult? 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be : advantages  meet  your  standards 


versatile  and 
remarkably 
well  tolerated 


atarax  “...was  used  in  higher-than-usual  dosages  (200  to  1600  mg. 
daily). . . . Because  of  its  clinical  efficacy  and  lack  of  toxicity,  [atarax]  is 
useful  to  both  the  psychiatrist  and  the  general  practitioner. . . .”2 


efficacious 


“. . . hydroxyzine  [atarax]  is  of  considerable  therapeutic  value  in  the 
treatment  of  psychoneurosis. . . .”  Most  patients  “. . . with  commonly  en- 
countered neuroses  such  as  anxiety  states  occurring  in  business  executives, 
in  laborers  dissatisfied  with  their  jobs,  in  patients  experiencing  emotional 
upheavals  caused  by  disturbed  family  situations,  and  in  those  with  asso- 
ciated organic  disease  . . .”  were  treated  successfully.1 


calming,  seldom 
' impairing 
mental  acuity 


Working  adults  “. . . seldom  experience  drowsiness  or  impairment  of  in- 
tellectual function  with  therapeutic  doses.”3 


Nor  is  that  all  that  atarax  has  to  offer.  In  one  of  the  most  crippling  mani- 
festations of  anxiety  — alcoholism  — atarax  controls  both  acute  and  chronic 
stages  without  risk  of  injury  to  already  damaged  livers.4  In  fact,  though 
outstandingly  useful  in  working  adults,  atarax  equally  well  meets  the 
needs  of  disturbed  pediatric  and  geriatric  patients  (because  of  its  usual 
lack  of  toxicity  and  convenient  syrup  form).  Why  not  extend  its  benefits 
to  all  your  tense  and  anxious  patients? 

Dosage:  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
50  mg.  daily;  over  6 years,  50-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References:  1.  Garber,  R.  C.:  J.  Florida  M.  A.  45:549  (Nov.)  1958.  2.  Lipton, 
M.  I.:  Pennsylvania  M.  J.  64:60  (Jan.)  1961.  3.  Ayd,  F.  J.,  Jr.:  Psychotropic 
Drugs,  S.  Garattini  and  V.  Ghetti,  eds.,  New  York,  Elsevier  Publishing  Co.,  1957, 
p.  548.  4.  McGettigan,  D.  L.:  West.  Med.  1:8  (Jan.)  1960. 


PASSPORT 
TO  TRANQUILITY 

(brand  of  hydroxyzine  HCI) 
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VITERRA  Capsules— Tastitabs 
Therapeutic  Capsules  for 
vitamin-mineral  supplementation 
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HONEY-CILLIN 
’400’  (RED) 

8UFFERE0 

PENICILLIN  POWDER 
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CONTENTS 
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TRIF0NACIL-250 
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PETERSBURG  VIRGINIA 


K.P.G.  - 400 

I 400,000  Units  Potassium  Penicillin 
G Buffered,  in  each  yellow,  scored 
tablet. 


HONEY-CILLIN  300' 

300,000  Units  Buffered  Penicillin  G 
4 in  each  5 cc.  Honey  flavor.  Yellow 
color.  60  cc.  size  bottles. 


HONEY-CILLIN  400' 

~ 400,000  Units  Buffered  Penicillin  G 

L in  each  5 cc.  Honey-Cherry  flavor. 
Red  color.  60  cc.  size  bottles. 

TRIFONACIL — 250  LIQUID 


TRIFONACIL — 250  TABLETS 

Triple  sulfas  0.5  Gm.,  Buffered  Peni- 
5 cillin  G,  250,000  units  in  each 
scored,  pink  tablet. 


Triple  sulfas  0.5  Gm.,  Buffered  Peni- 
3 cillin  G,  250,000  units  in  each 
5 cc.  Strawberry  flavored,  liquid. 


PETERSBURG.  VIRGINIA 

t 


requires  deep  relief  analgemul  provides  the  recognized 

benefits  of  vasodilative,  analgesic  and  counter-irritant  actions,  for 
deep  relief  in:  neuralgias,  arthralgias,  muscle  pains  and  soreness 
due  to  fatigue,  overexertion  or  strain. 


analgemul  analgesic  liquid 

Active  Ingredients:  camphor,  menthol  and  methyl 
salicylate,  in  a special  vegetable  base. 

analgemul  ointment  (with  histamine) 

Active  Ingredients:  methyl  nicotinate  1%,  hista- 
mine dihydrochloride  0.1%,  methyl  salicylate  10%. 

Advertised  only  to  the  medical  profession 


liquid 


analgesic  — hyperemi  c 

SUPPLIED:  Bottles  of  2 fl.  oz.  and  1 pt. 


NEW  LEBANON.  N Y 


THE  OLDEST  PHARMACEUTICAL  MANUFACTURING  HOUSE  IN  AMERICA  * FOUNDED  IN  1824 

A DIVISION  OF  TEXTRON  PHARMACEUTICALS,  INC. 


new!  analgemul  ointment 


(with  histamine) 


SUPPLIED:  Tubes  of  IV3  oz. 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  . . . all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 

Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand , where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 


DR, 


ADDRESS 

CITY 

ZONE 

STATE 

! 


Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
-stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  fall  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 

1 TABLET  Q.I.D. 


0 (carisoprodol,  Wallace ) 

\^//  Wallace  Laboratories,  Cranbury,  New  Jersey 


It  takes  so  little  to  trigger  an  asthmatic  attack 


it  takes  so  little  MOR€  to  control  it... 
the  simple  addition  of  <3771 RJX  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

Hiffirillt  nJltiPntQ  Each  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.-an 

Ul 1 1 ll/UI  l |JCl  LICII  iO  antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.1 

Ephedrine  sulfate  25  mg. -to  reduce  congestion.  Theophylline  130  mg. 
— for  bronchospasmolysis. 


“Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates."2  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  "...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved.”3 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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How  to  help  your  patient  stick  to  a 
diabetic  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

A diabetic  diet  that  contains  measured  amounts  of  pop- 
ular foods  is  sure  to  win  the  cooperation  of  the  patient. 

All  the  more  so  if  the  variety  of  dishes  is  great.  Bouillon 
or  soup  might  start  the  meal.  Chops,  chowder,  stews, 
broiled  tomatoes,  even  spaghetti  and  meat  balls  can  be 
adapted  as  tempting  main  dishes  in  a diabetic  diet.  Sugar- 
free  preserves,  water- packed  fruits  and  sorbitol  ice  cream 
make  delicious  stand-ins  for  sweets.  For  parties,  low- 
calorie  wafers  and  raw  vegetables  make  good  nibbling. 


A glass  of  beer 
can  add  zest  to  a 
patient’s  diet 

Carbohydrate  9.4  Gm;  Protein  0.8  Gm; 
Fat,  0 Gm;  Calories  104/8  oz.  glass 
(Average  of  American  Beers) 


Appetizing  foods  are  good  reason  to  stay  on  a diet 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  635  Fifth  Avenue,  N.Y.  17,  N.Y. 
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“The  experience  to  date  with 
griseofulvin  has  been  so  promising 
for  the  management  of  Microsporum 
audouini,  Trichophyton  tonsurans 
and  Trichophyton  violaceum  that  it 
has  become  the  treatment 
of  choice  for  these  in- 
fections of  the  scalp.  ” 


r/©  oral  ^ 

lithium 


griseofulvin 


Supplied:  Fulvicin  Tablets  (scored),  500  mg.,  in  bottles  of  20  and  100;  250  mg., 
in  bottles  of  30,  100  and  500.  Reference:  Sulzberger,  M.  B.,  et  al.:  Dermatology; 
Diagnosis  and  Treatment,  ed.  2,  Chicago,  Year  Book  Publishers,  1961,  p.  350.  For 
complete  details,  consult  latest  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  N.  J. 
SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY  S- 


Tinea  capitis  due  to  T.  tonsurans  cleared  after  7 weeks  of  therapy  with  Fulvicin. 

FROM  WEINER,  M.  A.;  GOULD,  A.  H.,  AND  GANT,  J.  0.,  JR.:  GRISEOFULVIN  IN  RINGWORM  INFECTIONS.  SCIENTIFIC  EXHIBIT 
PRESENTED  AT  A.M.A.  CLINICAL  MEETING,  DECEMBER,  I960,  WASHINGTON.  D.  C. 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer1 


Neutralization 
with  standard 
aluminum  hydroxide 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes 


40 


60 


100 


120 


New  PPCA| 

MAI  ILTANTACID 

OlftHI 

VI  HUN  tablets 

New  York  18.  N.  Y. 


New  proof  in  vivo1  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid2  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  "acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.:  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384.  July,  1959. 

for  peptic  ulcer  ■ gastritis  agastric  hyperacidity 

1467M 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride  — 7 -ch loro -2  -methylammo- 
ROCHE  ^’Pheny* -benzodiazepine  4*oxide  hydrochloride 

laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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*New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 


(paramethasone  acetate,  Lilly) 


/Esculapius 


Haldrone  is  a potent  synthetic  corticosteroid  with  marked  anti- 
inflammatory activity  In  steroid-responsive  conditions,  it  pro- 
vides predictable  anti-inflammatory  effects  with  a minimum  of 
untoward  reactions.  Gratifying  response  has  been  observed  in 
patients  transferred  from  other  corticosteroids  to  Haldrone.  There 
is  relatively  little  adverse  effect  on  electrolyte  metabolism.  With 
Haldrone,  sodium  retention  is  unlikely,  psychic  effects  are  mini- 
mal, and  there  appears  to  be  freedom  from  muscle  weakness  and 


cramping. 


Haldrone,  2 mg., 
is  approximately 
equivalent  to 


Cortisone 25  mg. 

Hydrocortisone 20  mg. 

Prednisone  or  prednisolone  ...  5 mg. 

Triamcinolone  or 

methylprednisolone 4 mg. 

Dexamethasone 0.75  mg. 


Although  the  incidence  of  significant  side-effects  is  low,  the  usual 
contraindications  to  corticosteroid  therapy  apply  to  Haldrone. 

Supplied  in  bottles  Tablets  Haldrone,  1 mg.,  Yellow  (scored) 
of  30,  100,  and  500  Tablets  Haldrone,  2 mg.,  Orange  (scored) 


ELI  LILLY  AND  COMPANY*  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


140049 
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Guest  Editorial . . . . 


Medical  Teaching  in  the  Orient 

THE  AMERICAN  UNIVERSITY  of  Beirut  in  the  Lebanon  sits  at 
the  crossroads  of  East  and  West.  The  campus  rises  to  a dominating 
position  above  the  sea  in  Ras  Beirut.  The  blue  waters  of  the  Mediter- 
ranean lap  at  the  northern  edge  of  the  campus,  and  the  9,000  foot  peak 
of  Mt.  Sannin  in  the  Lebanese  Mountains  rises  out  of  its  back  yard  to  the 
east.  In  winter  the  mountains  are  cloaked  in  a mantle  of  snow  while 
the  students  swim  and  water  ski  in  the  warm  sea  below  the  university 
hospital.  This  is  the  resort  land  for  the  Middle  East. 

The  American  University  Medical  School  and  Hospital  are  consulting 
centers  for  rich  and  poor  from  India  and  Egypt,  from  Syria  and  Iraq, 
from  Saudi  Arabia  and  the  Jordan.  The  medical  school  is  a member  of 
the  American  Association  of  Medical  Colleges  chartered  under  the  State 
of  New  York. 

The  student  body  is  made  up  of  students  from  21  countries,  all  of 
them  Arabic  speaking.  Their  religion  is  predominantly  Moslem,  although 
we  have  Buddhists  from  India,  Coptic  Christians  from  Abyssinia,  Druse 
from  Syria,  and  Zoastrians  from  the  hinterlands  of  Iran,  not  to  mention 
the  numerous  Christian  sects  of  Maronite  Catholic,  Greek  Catholic,  Ar- 
menian Catholic,  and  suprisingly  enough,  around  the  corner  on  Rue 
Abdule  Azziz  is  a very  neat  little  sign  on  the  second  floor  of  an  apartment 
house  which  reads,  "Ras  Beirut  Baptist  Church.”  Many  students  are 
from  the  upper  classes  and  the  best  families  of  the  Orient  since  medical 
education  here,  like  in  the  States,  is  very  expensive.  However,  many 
others  come  with  support  from  Point  Four  and  the  United  Nations. 
Each  year  brings  more  and  more  girl  students  and  on  campus  the  veil 
has  been  discarded.  Until  a few  years  ago  the  orthodox  Moslem  families 
would  not  permit  the  girls  out  of  their  households.  There  are  many  girls 
from  India  gay  and  colorful  in  their  saris.  Incidently,  they  are  excellent 
students.  Integration  is  no  problem.  Some  of  our  top-flight  students  are 
Ethiopians  and  Sudanese.  I have  a young  lady  Junior  Assistant  Resident 
from  Addis  Ababa  who  is  most  competent.  Parenthetically,  it  should 
be  noted  that  Ethiopia  is  the  only  predominantly  Christian  country  in 


the  entire  Orient.  Their  Coptic  Christianity  goes  back  to  the  days  of 
St.  Paul. 

Our  medical  curriculum  is  five  years  and  based  on  the  French  system. 
The  Lebanese  government  does  not  permit  the  granting  of  an  M.D.  degree 
until  the  fifth  year  is  completed.  The  last  year  corresponds  to  the  rotating 
internship  in  the  States.  Furthermore,  the  candidate  with  his  M.D.  may 
not  take  the  Lebanese  examination  for  registration  until  after  the  years 
of  approved  internship.  It  is  interesting  that  the  requirements  for  the 
practice  of  medicine  and  the  standards  of  practice  are  in  some  respects 
higher  in  Lebanon  than  they  are  at  home.  This  is  a part  of  the  thorough- 
going French  system  of  education  which  has  left  its  mark  on  this  country 
while  under  the  French  mandate  from  the  first  world  war  until  1947. 

The  pathology  comes  to  the  hospital  in  a never-ending  stream.  From 
all  over  this  vast  area  exceptional  teaching  cases  are  sent  here  for  study. 
With  the  exception  of  the  Embassy  people  and  others  such  as  American 
Arabian  Oil  Company  personnel  who  come  into  the  hospital  for  normal 
obstetrics  and  for  the  routine  gynecologic  procedures,  the  hospital  beds 
cater  in  large  part  to  advanced  pathology. 

Sixty-five  per  cent  of  our  patients  are  free  patients.  They  come  in 
from  far  places  sometimes  after  one  and  two  days  of  labor  and  after  the 
futile  attempts  of  several  midwives  to  deliver  them.  They  come  in  by 
donkey,  Cadillac,  and  sometimes  airplane. 

One  group  of  patients  not  presenting  advanced  pathology  are  those 
coming  to  the  hospital  seeking  relief  for  their  infertility.  This  is  one  of 
the  big  problems  in  Middle  East  countries  because  failure  of  conception 
may  be  automatic  grounds  for  divorce.  It  should  be  remembered  that 
divorce  out  here  is  quite  a different  thing  from  at  home. 

The  hospital  is  magnificently  equipped  for  all  major  procedures.  Open 
heart  surgery  is  done  regularly,  and  renal  dialysis  is  a frequent  procedure. 

The  teaching  is  of  the  highest  order.  The  chairman  of  the  depart- 
ments, both  clinical  and  preclinical,  are  for  the  most  part  Americans.  All 
of  the  clinical  departments  are  headed  by  Americans.  The  native  staff 
members  who  have  grown  up  through  this  university  and  have  been  sent 
to  the  States  for  their  specialty  work  return  here  as  full  or  part-time 
instructors  and  associates.  In  the  Department  of  Obstetrics  and  Gyne- 
cology we  have  four  associates  all  of  whom  have  received  their  training 
in  our  best  institutions  at  home. 

The  hospital  gets  going  early  here.  We  make  rounds  in  the  morning  at 
7 a.m.  with  the  Resident  Staff.  There  is  a didactic  lecture  from  7:30  to 
8:30.  These  lectures  are  assigned  to  various  members  of  the  staff.  From 
8:30  to  9:30  the  class  is  divided  into  sections  and  the  OB-Gyn  section 
comes  to  the  Women’s  Pavilion  for  a seminar.  From  9:30  until  12:30 
the  students  are  divided  between  the  delivery  suite,  the  O.P.D.  and  ward 
care.  In  the  afternoons  they  have  a full  schedule  of  history  taking,  dystocia 
clinic  two  afternoons  a week,  and  responsibility  for  delivering  all  the 
multipara.  Each  medical  student  will  average  18  to  20  deliveries  during 
his  eight-weeks  assignment  to  the  Department  of  Obstetrics  and  Gyne- 
cology. In  addition  each  student  will  deliver  about  five  patients  on  the 
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district.  We  maintain  this  home  delivery  service  since  we  feel  that  it  is 
good  training  for  these  boys,  many  of  whom  will  go  into  remote  corners 
of  the  Orient  to  practice. 

The  university  now  has  about  2 500  students  drawn  from  all  of  the 
countries  in  the  East.  The  student  body  in  the  school  of  medicine  num- 
bers 164.  They  are,  for  the  most  part,  an  eager,  intelligent,  and  resource- 
ful group.  In  addition,  they  are  very  much  interested  in  athletics.  The 
athletic  program  at  the  university  is  a most  active  one.  On  Saturday 
afternoons  we  frequently  sit  for  an  hour  or  two  and  watch  the  football 
match  on  the  beautiful  university  athletic  field  down  near  the  sea.  Foot- 
ball here,  of  course,  is  the  English  soccer,  and  this  is  a rugged  game. 

Saturday  noon  is  the  regular  weekly  clinical  pathology  conference. 
This  is  always  well  attended  not  only  by  faculty  and  students  but  phy- 
sicians in  town  and  many  from  basic  science  departments.  At  a recent 
conference  one  of  our  young  interns  gave  a brilliant  performance.  It 
was  an  interesting  case  of  caseous  tuberculosis  of  the  lungs  complicated 
by  acute  poliomyelitis. 

I am  kept  busy  preparing  and  giving  talks  before  medical  groups  in 
the  area.  I addressed  the  Ordre  des  Medicins  de  Beirut  a few  nights  ago 
on  the  subject  "Leucorrhea — Its  Diagnosis  and  Treatment.”  This  was 
illustrated  with  case  histories  from  our  own  wards  and  outpatient  clinics. 
The  A.U.B.  Medical  Alumni  of  Damascus  invited  me  to  dinner  and  lec- 
ture recently.  The  subject  was  "Pelvic  Endometriosis.”  To  illustrate 
the  pathology  I drew  a parallel  between  ectopic  endometrial  implants 
taking  residence  outside  of  the  normal  habitat  and  "French  Colonialism.” 
Both  cause  trouble  as  these  people  well  know  and  as  evidenced  by  their 
response. 

I have  just  returned  from  Saudi  Arabia  to  consult  on  several  ladies 
of  the  Royal  family.  This  is  the  month  of  Ramadan,  holy  season  in  Islam. 
They  fast  all  day  from  the  time  one  can  distinguish  "a  white  thread  from 
a black  thread”  until  sundown — no  food  and  no  water.  It  is  blistering 
hot  so  everyone  stays  at  home  and  sleeps  during  the  day.  Fast  is  broken 
at  the  sound  of  a cannon  at  6 p.m.  with  a light  meal.  Then  we  go  to 
work.  Work  stops  about  2 a.m.,  and  then  we  celebrate  with  a big  feast 
until  sunrise.  This  consisted  of  the  wide  variety  of  Arabian  dishes  served 
on  the  floor  in  the  center  of  which  is  a great  mound  of  rice  covering  the 
roast  lamb.  Of  course,  there  is  no  socializing  in  company  with  the  Harem. 
The  ladies  eat  in  their  own  palace.  We  came  away  laden  with  scimitars 
of  silver  and  gold,  royal  robes  from  the  Prince,  a Jeddah  chest,  rugs 
from  Medinah,  silver  censers  from  Mecca.  The  greatest  thrill  of  all  was 
the  privilege  of  being  allowed  within  a few  miles  of  the  Holy  City  of 
Islam,  the  Kaaba  at  Mecca,  to  which  3 50  million  devout  Moslems  turn 
daily  for  prayer  when  the  muezzin’s  call  is  heard  from  the  minaret. 

The  American  University  is  proud  of  its  role  as  American  ambassador 
of  good  will  to  the  Middle  East. 

William  Bickers,  M.D. 

Dr.  Bickers  is  serving  as  Professor  and  Chairman  of  Obstetrics  and  Gynecology  at 
the  American  University  Hospital,  Beirut,  Lebanon. 
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Virginians  and  “Calenture” 

I.  The  Problem 


GORDON  W.  JONES,  M.D. 
Fredericksburg,  Virginia 


Almost  forgotten  is  the  terror  of 
the  catastrophic  yellow  fever  epi- 
demics of  the  last  century.  Here 
is  an  interesting  account  of  the 
dread  disease  and  of  the  great 
men  who  solved  its  mystery  and 
brought  it  under  control. 

'T'O  AN  ANTIQUARIAN  the  roll  of 
"calenture”  on  the  tongue  has  more  of 
the  savor  of  long-ago  centuries  than  the 
more  chilling  term  "yellow  fever”  with  its 
connotations  of  terror.  Calenture,  from  the 
Spanish  calentura  means,  literally,  fever. 
The  Oxford  Dictionary  restricts  the  use  of 
the  word  to  that  febrile  illness  of  sailors  in 
the  tropics  which  often  causes  a delirium 
with  an  attendant  desire  to  jump  overboard. 
That  is  consistent  with  the  picture  of  yel- 
low fever,  and  thus  by  usage  calenture  and 
yellow  fever  are  synonymous.  However, 
that  they  were  synonymous  three  centuries 
ago  is  doubtful.  Bullock,  for  instance,  wrote 
in  1649  of  field  hands  in  Virginia  dying  of 
"a  calenture”.1  Thus,  the  usage  was  likely 
general  rather  than  specific,  and  use  of  the 
term  in  early  writings  is  by  no  means  evi- 
dence per  se  that  yellow  fever  had  been  seen. 

Whether  you  call  it  calenture,  yellow 
fever,  yellow  jack,  fievre  jaune,  vomito 
nigro,  or  many  other  sinister  nicknames, 
you  will  recall  it  as  a disease  with  a some- 
times fabulous  mortality. 

The  first  and  only  contact  Virginians  had 
with  this  fearful  disease  in  colonial  times 


was  as  volunteer  soldiers  in  Admiral  Ver- 
non’s 1741  expedition  against  Cartagena. 
There  were  four  hundred  Virginians  among 
the  three  thousand  Americans.  Of  the 
American  total,  seventeen  hundred  are  said 
to  have  died  of  the  yellow  fever.1  John 
Cathcart,  British  hospital  director  on  that 
expedition,  praised  the  humane  endeavors 
of  the  personnel  on  his  hospital  ship  but 
noted  a fifty  percent  mortality  from  what 
must  have  been  that  disease.3 

Stay-at-home  Virginians,  however,  had 
no  noted  contact  with  the  disease  until  well 
after  the  Revolution.  From  the  1790’s  until 
1900,  when  the  problem  was  solved,  how- 
ever, our  people  knew  well  the  annual  men- 
ace of  the  pestilence  and  died  by  the  thou- 
sand. Against  this  disease  Virginia  doctors 
fought  a noble,  self-sacrificing,  and  finally 
victorious  part.  The  roll  of  honor  is  long: 
it  begins  with  Andrew  Feiper  and  ends  with 
Walter  Reed,  Henry  Rose  Carter,  and  Rob- 
ert P.  Cooke. 

Since  few  doctors  living  today  have  ever 
seen  yellow  fever,  let  us  review  the  symp- 
toms, signs,  and  pathology  of  this  horror  of 
the  nineteenth  century.  Parenthetically,  air 
travel  being  what  it  is,  it  is  not  unreasonable 
to  imagine  that  we  may  find  this  unwelcome 
import  in  our  midst  again  one  day.  Aedes 
aegypti  mosquitoes  still  lurk  about  Norfolk 
just  awaiting  some  unsuspecting  soul  fresh 
from  the  tropics  who  unexpectedly  turns 
yellow  and  delirious. 

Fa  Roche  in  his  vast  treatise4  (there  are 
over  a thousand  references  in  his  bibliogra- 
phy which  antedates  Reed’s  work  by  forty- 
five  years;  this  shows  the  fascination  the 
ailment  has  always  evoked)  goes  into  great 
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detail  over  the  symptoms  and  pathology. 
We  can  be  much  briefer. 

The  onset  is  very  acute.  The  patient,  go- 
ing about  his  normal  activities,  suddenly 
realizes  an  intense  malaise.  The  face  flushes, 
there  may  be  a chill,  there  is  often  a severe 
headache  and  backache,  indeed,  more  than 
an  ache,  even  an  excruciating  pain.  There 
is  next  an  extreme  irritability  and  restless- 
ness. The  patient  is  simply  unable  to  lie  still, 
unable  to  endure  the  bedclothes,  unable  to 
sleep  more  than  a few  minutes  at  a time.  He 
may  actually  say  that  he  would  rather  die 
than  lie  still.5 

After  about  three  days  of  this  high  fever 
and  misery,  with  or  without  nausea,  vomit- 
ing, nosebleeds,  there  is  frequently  a remis- 
sion. If  the  patient  is  lucky,  and  the  attack 
is  mild,  this  may  be  the  end  of  the  illness. 
More  frequently  the  interval  is  just  the  eye 
of  the  hurricane.  After  a few  hours  of  calm, 
the  evidence  of  the  toxic  virus  returns  with 
terrible  vigor.  Jaundice  begins  and  may 
even  become  of  an  orange  hue.  Ecchymoses, 
tarry  stools,  and  oliguria  are  universal.  There 
may  be  hallucinations  and  even  a maniacal 
terror1’ — as  the  calenturic  sailors  who  dive 
overboard.  The  last  and  most  terrifying 
symptom  to  observers  is  el  vomito  nigro,  the 
black  vomit.  The  patient  collapses,  prob- 
ably from  septic  shock  or  adrenal  failure, 
and  dies  quickly. 

Observers  were  all  struck  by  the  obnox- 
ious odor  of  those  sick  with  this  disease.  The 
loyal  Reverend  Mr.  Armstrong  many  a time 
had  to  hasten  from  a Norfolk  sickroom  to 
relieve  his  own  overwhelming  nausea  caused 
by  this  characteristic  stench.' 

These  major  signs  of  foetor,  jaundice,  and 
black  vomit  are  associated  with  the  pathol- 
ogy. There  is  extensive  midzonal  necrosis 
of  the  liver,  necrosis  of  the  renal  epithelium, 
and  evidence  of  gastro-intestinal  hemor- 
rhage. The  most  striking  gross  feature  is, 
of  course,  the  yellow  color  of  skin  and  fat, 
that  herald  of  liver  damage. 

Where  did  this  liver  insulting  disease  orig- 
inate? The  best  modern  scholarship  is  con- 
vinced that  it  was  first  an  endemic  disease 


of  the  African  West  Coast.  There  it  is  a 
comparatively  trifling  disease  among  the  na- 
tives, but  a deadly  one  to  foreigners.  Carter 
was  convinced  that  the  mortality  in  Drake’s 
1 5 8 5 expedition  after  leaving  the  Azores 
could  have  been  due  to  none  other  than  yel- 
low fever. s Presumably,  the  disease  was  im- 
ported to  America  in  the  slave  ships. 

Kelley,  earlier,  expressed  a different  opin- 
ion. He  was  certain  that  Cortes  had  found 
it  in  Mexico.  He  claimed  that  the  ancient 
Aztecs  had  a name  for  it,  matzlahuatt.  His 
statement  loses  much  of  its  punch  when  a 
careful  search  of  Molina’s  profound  Aztec 
dictionary  of  1 571 10  finds  no  such  word. 

Also  tending  to  confirm  the  African  ori- 
gin of  the  disease  is  the  fact  that  even  in  the 
West  Indies  it  was  not  especially  important 
until  the  second  half  of  the  seventeenth  cen- 
tury. Apparently  our  Aedes  enemy  had  to 
become  established. 

As  noted  above,  the  simmering  pestilence 
to  the  far  south  did  not  afflict  Virginia  until 
after  the  Revolution.11  The  first  proven 
yellow  fever  began  with  a Norfolk  epidemic 
in  1795.  Trade  with  the  West  Indies  had 
greatly  increased,  and  fast,  large  ships  were 
in  favor.  These  big  ships  stood  leisurely  at 
dock  for  days  while  the  mosquito  immi- 
grants established  themselves  about  Norfolk. 
It  is  conceivable  that  the  insect  had  to  ac- 
climate itself  to  Norfolk  and  become  a per- 
manent resident  before  any  really  big 
epidemics  could  develop,  or  spread  beyond 
the  flight  pattern  of  ship-based  mosquitoes. 
The  Aedes  hibernates  in  the  egg  stage  and 
Norfolk  is  the  northernmost  point  of  such 
hibernation  on  our  Atlantic  coast.  The 
ships  that  brought  the  disease  had  to  be  rea- 
sonably fast  since  a two-month  voyage 
might  automatically  quarantine  the  vessel, 
although  the  mosquito  can  live  and  infect 
for  at  least  seventy  days.  It  cannot,  how- 
ever, survive  more  than  five  days  without 
access  to  water.1" 

After  1795  the  colonial  blissful  ignorance 
of  yellow  fever  was  replaced  by  terror.  Year 
after  year  Norfolk  was  more  or  less  afflicted. 
The  rest  of  the  State  watched  Norfolk  with 
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bated  breath  and  held  her  at  arm’s  length, 
so  great  was  their  fear  of  finding  the  disease 
in  Richmond,  Fredericksburg,  Alexandria, 
and  elsewhere.  Norfolk  residents,  in  their 
almost  pathetic  dismay  at  being  isolated  from 
the  rest  of  the  State,  tried  always  to  mini- 
mize the  disease.  That  took  some  doing! 
One  Thomas  Newton,  writing  in  1795  to 
the  governor,  thus,  made  light  of  it  and 
enclosed  the  signed  opinion  of  several  doc- 
tors that  yellow  fever  was  a disease  of  stran- 
gers and  the  destitute.13  Newton  staunchly 
and  frequently  defended  Norfolk.  Several 
years  later  he  was  still  maintaining,  quite 
correctly,  that  the  disease  was  an  import.14 

Import  or  not,  the  rest  of  Virginia  was 
not  interested  in  any  such  re-exports  from 
Norfolk.  In  these  our  safe  days  of  superior 
knowledge  the  letters  from  Petersburg, 
Richmond,  Fredericksburg,  and  Alexandria 
all  seem  a bit  strident  and  hysterical  in  their 
yearly  demands  that  the  governor  proclaim 
emergencies  and  quarantine  the  general  citi- 
zenry against  the  Norfolk  malignancy.  Per- 
haps we  really  cannot  blame  them.  Two 
cases  in  Petersburg  in  179  5 were  startling.1" 
It  was  present  there  in  1798. 16  In  the  same 
latter  year  one  sixth  of  the  inhabitants  of 
City  Point  were  swept  away  in  twenty  days. 
However,  Norfolk  was  not  to  blame  for  this 
catastrophe.  The  ship  Nestor,  which  had 
buried  four  yellow  corpses  at  sea  on  the  way 
from  Philadelphia,  had  brought  the  conta- 
gion. Many  people  at  City  Point  besides 
all  the  dock  hands  concerned  with  pumping 
out  her  fetid  bilge  water  came  down  with 
the  fever.1. 

This  same  year  saw  several  vessels  quaran- 
tined at  the  Port  of  Richmond.  By  Septem- 
ber Richmonders  were  looking  with  dismay 
at  the  twelve  to  fourteen  vessels  anchored 
incommunicado,  with  the  dreaded  yellow 
flag  warning  all  of  what  was  a-foot.  Not 
all  of  these  ships  were  infected,  but  the  ter- 
ror was  great  enough  for  the  authorities  to 
be  very  suspicious.18 

It  was  during  this  Richmond  port  quaran- 
tine and  scare  that  our  first  Virginia  medi- 
cal martyrdom  to  yellow  fever  occurred. 


Dr.  Andrew  Leiper,  a respected  physician 
and  medical  teacher,  had  been  appointed 
port  physician  of  Richmond.  He  took  his 
duties  very  seriously  during  the  hot  summer 
and  fall  of  1798,  visiting  as  many  as  a dozen 
vessels  a day,  inspecting  all  aboard,  and 
treating  the  sick.  Living  conditions  for 
crews  aboard  ships  even  as  late  as  that  were 
not  of  the  best,  and  the  terror  the  well  felt 
toward  the  jaundiced,  restless  wild-eyed  vic- 
tims was  such  that  the  latter  had  usually 
to  endure  the  ultimate  in  neglect.  Seeing  this, 
Dr.  Leiper  did  his  best,  acting  as  friend  and 
physician,  to  give  not  only  what  limited 
medical  care  he  could,  but  also  hours-long 
ordinary  nursing  care.  He  treated  a total 
of  twelve  persons  during  those  months.  Of 
these  ten  died.11' 

As  indicated  in  his  first  report  to  George 
Nicholson,  superintendent  of  quarantine, 
his  experiences  began  with  the  arrival  from 
City  Point  of  a sloop  with  a "corpse  aboard, 
very  yellow,  with  large  purple  marks  . . . 
another  (still  living)  with  yellow  eyes  and 
neck  . . . vomitus  like  coffee  grounds  . . . 
distressing  hiccough  . . . will  probably  die.”'0 

After  many  weeks  of  this  arduous  service 
the  "faithful,  kindly  physician”,  who,  inci- 
dentally, never  rendered  a bill  to  the  city 
for  his  services,  sickened  and  died  October 
17,  1798.  From  yellow  fever?  From  over- 
exertion? He  was  eighty-one  years  old!31 
Sixteen  years  beyond  that  magical  modern 
social  security  age  of  sixty-five,  he  was  still 
doing  full  duty. 

Except  for  incidental  or  shipboard  cases 
Dr.  Leiper’s  Richmond  did  not  endure  an 
epidemic  then,  or  later.  Every  year  when 
the  fever  rose  in  Norfolk  the  authorities  in 
Richmond  begged  the  governor  for  protec- 
tive proclamation,  that  no  Norfolk  resident 
might  arrive  in  Richmond  by  land  or  water. 

Virginians  in  general  had  good  apparent 
reason  to  fear  Norfolk.  Richmond  was  not 
alone  in  her  distrust.  James  Allan  wrote 
from  Fredericksburg  in  August,  1800,  tell- 
ing the  governor  that  his  fellow  citizens 
demanded  that  all  Norfolk  vessels  be  quar- 
antined. His  request  for  an  enabling  proc- 
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lamation  was  granted.  Early  in  September, 
Allan  reported  his  speedy  enforcement  of 
the  desired  rigid  quarantine,  noting  that  on 
the  schooner  William  and  Mary,  recently 
arrived,  thirteen  days  from  Norfolk,  two 
men  had  died." 

Dr.  E.  C.  Dick  of  Alexandria  reported 
similar  dangerous  Norfolk  imports,  and  said 
that  a quarantine  hospital  had  been  estab- 
lished as  far  out  as  possible  on  a point  of 
land.'3  This  arm’s-length  hospital  was  prob- 
ably the  result  of  the  1798  experience  in 
which  a student  of  Dr.  Dick  and  two  mem- 
bers of  his  family  had  contracted  yellow 
fever  from  an  excess  of  hospitality  to  a few 
cases  who  had  arrived  in  a vessel  from  Phila- 
delphia.'4 

All  the  cases  and  epidemics  thus  far  noted 
have  been  in  seaport  towns.  Most  certainly 
yellow  fever  is  a disease  of  seaports  and  of 
ships  sailing  from  such  infested  spots.  Time 
after  time,  yellow  fever  reported  in  any  but 
such  places  has  been  shown  to  be  some  other 
disease.  Any  report  of  our  disease  in  the 
early  records  has  to  be  examined  critically 
because  a number  of  other  diseases  have  been 
confused  with  it.  A few  of  these  are:  relaps- 
ing fever,  catarrhal  jaundice,  Weil’s  disease, 
malaria.  It  is  a fascinating  coincidence  that 
in  earlier  times  yellow  fever  was  often  con- 
sidered a variant  of  malaria;  they  finally 
proved  to  be  spread  in  a similar  fashion. 
Yellow  fever  has  even  been  mis-diagnosed 
pernicious  anemia.'1 

With  an  index  of  suspicion  thus  built  up, 
let  us  examine  a non-seaport  epidemic  wide- 
ly and  uncritically  accepted  by  authorities 
as  having  been  yellow  fever.  Dr.  Robert 
Dunbar  reported  an  1804  epidemic  of  the 
disease  in  Winchester,  Virginia.2'1  It  occurred 
in  the  summer  and  fall.  He  noted  the  acute 
onset  of  symptoms,  changes  in  the  senso- 
rium,  oliguria,  coffee-ground  vomitus,  and 
a "sallow”  countenance  as  the  major  char- 
acteristics. However,  the  acute  first  stage 
lasted  only  two  days  or  so.  He  did  not 
describe  the  striking  yellow  color.  Dunbar 
finally  torpedoed  his  own  diagnosis  by  de- 
tailing the  relapsing  nature  of  the  disease 


he  saw,  "Some  relapsed  regularly  for  several 
times.”  Was  this  relapsing  fever?  Severe 
malaria?  Assuredly  not  yellow  fever! 

Physicians  in  the  seaport  towns  were  more 
experienced.  Year  after  year  they  and  their 
neighbors  awaited  dire  news  from  Norfolk. 
Probably  few  years  went  by  without  an 
occasional  case  there.  Apparently,  only  in 
1821,  1822,  and  1826'“  were  there  true  epi- 
demics until  18  5 5. 

That  was  a scorcher.  Nearly  everyone 
who  did  not  flee  developed  the  disease;  over 
two  thousand  died.  Even  taking  care  of  the 
orphans  of  that  epidemic  posed  a major 
social  problem. Norfolk  has  likely  had  the 
most  turbulent  history  of  any  Virginia  city: 
small-pox  vaccination  riots,  burnings  in 
wartime,  floods,  and  yellow  fever  epidemics. 

The  terrible  1 8 5 5 Summer  of  the  Pesti- 
lence began  after  and  because  the  steamer 
Ben  Franklin  was  allowed  to  put  into  Gos- 
port for  repairs.  Gosport  and  its  yards  were 
south  of  Norfolk  and  east  of  Portsmouth. 
The  steamer  concerned  had  been  en  route 
from  fever-ridden  St.  Thomas  to  New  York 
when  it  was  forced  into  Hampton  Roads 
in  distress.  During  the  passage  there  had 
been  two  deaths  from  fever.  Accordingly 
she  had  had  to  submit  to  the  yellow  flag 
treatment  for  twelve  days.  After  that  quar- 
antine period  she  was  allowed  to  move  into 
Gosport  where  her  "hold  was  broken  up”. 
Perhaps  the  carelessness  of  the  Norfolk  au- 
thorities can  be  accounted  for  by  the  fact 
that  no  epidemic  had  resulted  in  18  54  after 
a French  vessel  had  stopped  in  Hampton 
Roads  with  seventy  cases  of  yellow  fever 
aboard.'1  Their  luck  did  not  hold  in  18  5 5 ! 

The  hold  of  the  Ben  Franklin  must  have 
been  well  stocked  with  vicious,  hungry  mos- 
quitoes. A laborer  soon  had  yellow  fever. 
Next  a few  neighbors  came  down  with  it. 
All  were  in  the  slum  area  near  the  yards. 
When  the  possibility  of  yellow  fever  was 
brought  to  their  attention,  the  Norfolk 
Board  of  Health  felt  that  this  slum  inci- 
dence confirmed  their  opinion  that  the  dis- 
ease was  filth-borne.  More  impressive  yet, 
to  them,  was  the  finding  by  a health  inspec- 
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tor  of  a rotting  calf  in  a yellow  fever 
tenement.  They  smugly  felt  that  their  well- 
drained,  mostly  hygienic  city  was  quite  safe. 
Furthermore,  the  distemper  seemed  trifling 
since  the  Gosport  mortality  was  "only” 
about  twenty  percent.00 

From  Gosport,  the  infection  moved,  still 
in  July,  to  Portsmouth  and  into  the  Barry’s 
Row  slum  area  of  Norfolk.  The  physician 
working  mostly  in  this  latter  area,  Dr. 
George  L.  Upshur,  apparently  having  hid- 
den his  head  in  the  sand  for  a few  days, 
announced  during  the  last  week  in  July  that 
he  had  been  treating  yellow  fever,  and  that 
it  was  spreading.  Until  that  time,  appar- 
ently, the  deaths  had  been  kept  quiet,  be- 
cause, quite  frankly,  a scare  might  hurt 
business.  Indeed,  many  business  men  laugh- 
ed at  "Upshur’s  Fever”  and  were  outraged 
that  this  young  physician  would  jeopardize 
their  finances.  Upshur’s  fever  killed  Up- 
shur, finally,  as  well  as  many  of  his  critics.'51 

In  August  the  disease  spread  slowly.  The 
mortality  gradually  increased.  True  to  form, 
the  rest  of  the  State  and  the  nation  slammed 
their  doors  and  tried  to  keep  the  Norfolk 
people  stewing  in  their  own  pestilence,  this 
despite  the  recognized  fact  that  refugees  had 
not  spread  the  disease  in  1822.  However, 
many  people  from  both  Norfolk  and  Ports- 
mouth, by  some  means  or  other,  did  manage 
to  flee.  These  were  mostly  the  well-to-do. 

By  the  end  of  the  month,  among  those 
who  remained  in  Norfolk  alone,  there  were 
about  four  hundred  cases.  Then  there  arose 
a chill  northeastern  storm  which  lasted  a 
few  days.  This  was  followed  by  a wildfire 
spread  of  the  disease  so  that  by  the  first  of 
September  there  were  fifteen  hundred  cases. 
Portsmouth  was  equally  heavily  affected. 

From  a dozen  or  more  publications  about 
this  deadly  plague  year,  written  by  awe- 
struck observers,  we  can  derive  little  vi- 
gnettes of  the  mounting  terror.  Complete 
absence  of  bustle  about  the  usually  busy 
cities  ...  no  hawking  of  food  in  the  streets, 
no  gay  carriages  or  commercial  drays,  no 
ships  in  the  harbor  except  an  occasional  boat 
feverishly  unloading  coffins  . . . the  only 


business  in  the  streets  that  of  the  doctors 
and  ministers  making  their  exhausting 
rounds,  and  of  hearses,  loaded  with  as  many 
as  four  bodies  at  a time,  rutting  the  streets 
in  one  direction  ...  a citizenry  desperately 
awaiting  the  death  or  deliverance  of  selves 
or  loved  ones,  having  lost  all  interest  in 
business,  pleasure,  and  finance,  their  whole 
existence  centered  about  yellow  fever: 
watching  loved  ones  die  . . . seven  out  of 
nine  in  one  household  ...  a frantic  mother 
watching  two  children  die  in  another  home, 
and  then  in  a few  hours  dead  herself  . . . 
empty  business  establishments  but  feverish 
activity  in  the  graveyard  where  often  two 
were  buried  in  one  coffin,  or,  as  coffins  gave 
out,  numerous  ones  in  their  blankets  . . . 
no  time  for  funeral  services  ...  a man,  left 
alone  and  ill  in  a boarding  house  feels  well 
enough  to  seek  hospital  care,  staggers  drunk- 
enly  down  the  street,  and  dies  at  the  foot  of 
the  steps  to  the  physician’s  office  . . . another 
victim  races  maniacally  down  the  street  and 
has  to  be  restrained  with  difficulty;  soon 
dies  . . . whole  families  so  destroyed  that 
finding  legal  heirs  to  property  will  be  well- 
nigh  impossible  . . . some  noted  a sinister 
disappearance  of  birds  from  the  city  ...  all 
vaguely  annoyed,  disquieted,  or  frightened 
by  the  enormous  numbers  of  "plague  flies” 
during  the  height  of  the  epidemic.  Smaller 
than  house  flies,  they  had  long  wings  and 
yellow  bodies.  One  observer  noted  that  when 
they  died  they  reduced  to  the  tiniest  specks 
of  dust  . . . courage  of  the  physicians,  nurses, 
ministers,  who  stayed  and  died  . . . courage 
of  the  lamplighter  who  faithfully  made  his 
rounds  and  helped  dispel  a little  of  the  gloom 
. . . courage  of  the  printer  at  the  newspaper 
office,  as  he  stayed  at  his  post  . . . courage 
of  the  gravediggers  who  toiled  on  at  their 
dismaying  task.'1" 

There  was  a terrible  mortality  among 
these  loyal  souls.  The  Reverend  Mr.  Arm- 
strong lost  his  wife,  a daughter,  a beloved 
sister-in-law.  He  himself  became  ill  after 
two  more  children  had  begun  to  convalesce." 
During  his  illness  his  doctor,  William  Moore, 
who  had  broken  down  carriage  after  car- 
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riage  on  his  rounds  lasting  fifteen  hours  a 
day,  got  the  fever  but  survived.  4 

Less  fortunate  were  many  other  doctors. 
Of  the  thirty-one  resident  physicians  of 
Norfolk  and  Portsmouth,  all  contracted  yel- 
low fever  and  fourteen  died. " 

The  mortality  was  also  great  among  the 
volunteers  who,  in  typical  American  fash- 
ion tried  to  soften  the  impact  of  the  anti- 
Norfolk  quarantines,  poured  in  from  every- 
where. Druggists,  nurses,  medical  students, 
physicians,  came,  labored,  and  often  died. 
Their  traveling  and  living  expenses  only 
were  paid  by  the  quickly  established  How- 
ard Association  which  collected  contribu- 
tions, set  up  hospitals,  procured  food  and 
coffins.  It  received  more  $157,000  from  all 
over  the  United  States.  It  made  prepara- 
tions to  care  for  the  scores  and  scores  of 
orphans.31' 

This  is  the  last  we  hear  of  yellow  fever 
in  Virginia  except  for  a possible  outbreak 
in  the  Soldier’s  Home  in  Hampton.  How- 
ever, any  outbreak  limited  to  an  institution 
would  seem  more  likely  to  be  some  other 
disease.  Before  Norfolk  and  Portsmouth 
could  grow  another  large  generation  of 
non-immunes  the  cause  and  prevention  of 
the  disease  were  understood. 

Was  anything  learned  from  the  Norfolk- 
Portsmouth  experience?  Not  much.  The 
time  was  not  right.  The  three  thousand 
people  who  died  in  that  one  terrible  trimes- 
ter died  in  vain. 

Bewilderment  was  universal.  Some  people 
still  thought'  the  disease  was  spread  by  hu- 
man contact,  although  the  sudden  disap- 
pearance of  yellow  fever  in  Philadelphia 
after  1822  when  water  lines  were  run  to  the 
wharves,  thus  eliminating  water  barrels, 
should  have  eliminated  this  consideration.3' 

No  one  suspected  insects,  of  course.  It 
is  a little  surprising  that  the  reflective  Mr. 
Armstrong  did  not  somehow  incriminate 
the  plague  fly  which  fascinated  him  so  much. 

During  the  balance  of  the  nineteenth 
century  medical  and  general  opinion  leaned 
toward  the  danger  of  fomites.  Even  the 
uselessness  of  the  act  of  arson  committed  on 


Barry’s  Row  early  in  the  Norfolk  epidemic 
carried  no  weight.  Instead,  attention  was 
paid  to  the  well-publicized  18  54  tragedy 
of  a Virginia  family  who  had  salvaged  cot- 
ton thrown  overboard  from  a ship  infected 
with  yellow  fever.  All  who  had  handled 
the  soggy  cotton  had  developed  yellow 
fever. 3N  Similarly,  two  people  who  had 
picked  up  and  cleaned  jars  discarded  by  an- 
other such  ship  developed  the  fever,39  as  did 
many  ’way  back  in  1800  who  had  had  con- 
tact with  putrified  fruit  unloaded  from  a 
yellow  fever  ship.40 

A few  suggestions  as  to  prevention  did 
arise.  A Philadelphia  group  advised  that  no 
wharf  be  built  unless  the  dock  on  either  side 
were  so  deep  as  to  be  covered  by  water  at 
low  tide.41  Vastly  more  important  was  the 
rigid  quarantine  of  all  vessels  from  the  West 
Indies  in  hot  weather.  Most  astute  of  all  was 
the  emphasis  on  isolation  of  patients  at  as  far 
a distance  as  possible  from  a crowded  city.43 

Thus  things  stood  in  the  1800’s.  The  fu- 
ture for  American  seaport  towns  must  have 
looked  black.  It  is  a wonder  that  they  were 
not  deserted.  However,  while  the  killing 
disease  was  raging  in  Norfolk  and  Ports- 
mouth two  Virginia  boys  were  enjoying  an 
antebellum  childhood.  They  were  two  boys 
who  one  day  would  dwell  among  the  im- 
mortals: Walter  Reed,  by  far  the  more 

famous,  and  Henry  Rose  Carter  whose  keen 
observations  established  a starting  point  for 
Reed. 
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Heartburn  Caused  By  Stomach  Reflux 


Heartburn  is  not  associated  with  pressure 
changes  in  the  stomach  or  esophagus.  It  is 
cased  by  the  regurgitation  of  stomach  con- 
tents into  the  esophagus.  These  conclusions 
were  drawn  from  one  of  the  few  studies 
made  on  patients  while  they  were  experi- 
encing intermittent  heartburn  attacks.  The 
study  was  reported  in  the  May  13  th  Journal 
of  the  American  Medical  Association.  The 
subjects  were  12  men  ranging  in  age  from 
26  to  66. 

All  of  the  patients  consistently  com- 
plained of  heartburn  during  regurgitation, 
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and  the  heartburn  disappeared  whenever  the 
reflux  stopped. 

No  pressure  changes  could  be  correlated 
with  the  regurgitation. 

Although  stomach  acids  were  regurgi- 
tated in  the  study,  it  was  assumed  that  an 
alkaline  solution  might  have  served  as  an 
equally  potent  stimulus  to  produce  heart- 
burn. Other  factors  also  may  be  involved 
in  producing  heartburn. 

The  study  was  made  by  Drs.  Stewart  G. 
Tuttle,  Agostinho  Bettarello,  and  Morton 
I.  Grossman,  Los  Angeles. 
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Changing  Concepts  of  Pilonidal  Disease 


A new  light  is  thrown  on  pilonidal 
disease.  With  improved  under- 
standing of  its  etiology , there  will 
be  better  control  of  this  trouble- 
some condition. 


PILONIDAL  DISEASE  has  been  recog- 
nized as  a clinical  entity  for  over  a 
century.  Despite  a mammoth  accumulation 
of  literature  depicting  various  theories  as  to 
its  etiology,  treatment,  and  cause  of  recur- 
rence, it  remains  today  as  a serious  problem 
with  which  the  surgeon  has  to  frequently 
wrestle;  and  unfortunately  with  which  he 
often  feels  inadequate  to  cope.  The  number 
of  operative  procedures  which  have  been 
described  is  legion.  Indeed,  there  are  about 
as  many  different  techniques  described  as 
there  are  surgeons  operating.  This  probably 
is  indicative  of  the  failures  occasionally  re- 
ported with  all  methods  of  management.  It 
is,  therefore,  with  no  apology  that  I bring  a 
discussion  of  this  cantankerous,  but  non- 
lethal  lesion  before  you  today.  If  the 
surgeon’s  reputation  in  a given  community 
were  predicated  upon  his  invariable  ability 
to  permanently  eradicate  pilonidal  disease 
quickly,  it  would  surely  suffer. 

In  that  division  of  philosophy  known  as 
logic,  one  learns  quite  early  that  in  order  to 
arrive  at  a valid  conclusion  the  initial  prem- 
ise must  be  unquestionably  correct;  other- 
wise, he  finds  it  impossible  to  extricate  him- 
self from  the  dilemma.  It  would  seem,  there- 
fore, that  time-honored  failure  to  appreciate 
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the  true  etiology  of  this  condition  is  mainly 
responsible  for  the  abysmal  results  so  often 
attending  surgical  attack,  and,  further,  for 
our  failure  to  realize  that  unless  the  funda- 
mentally unhealthy  predisposing  factors  are 
improved  "recurrence”  is  inevitable  regard- 
less of  technique  employed.  One  must,  of 
course,  realize  that  there  is  apparently  an 
occasional  pilonidal  sinus  which  virtually 
defies  cure  and  which,  regardless  of  the  op- 
erating surgeon  or  his  technique,  will  con- 
tinue to  give  trouble.  These  refractory  cases 
are  most  likely  due  to  our  inability  to  cor- 
rect, or  failure  to  appreciate  the  essential 
role  of  the  multiple  non-congenital  facets 
of  the  problem. 

In  the  past  decade  there  have  been  a num- 
ber of  surgeons  and  pathologists  who  have 
seriously  questioned  the  older  concepts  of 
etiology,  treatment  and  recurrence,  and 
who  have  evolved  more  or  less  independent- 
ly a much  more  acceptable  and  logical  thesis. 
The  British  have  led  this  onslaught  on  the 
time-worn  precepts,  but  more  and  more 
there  is  concurrence  in  this  country  with 
these  modern  principles  now  being  elab- 
orated. 

I should,  therefore,  like  to  review  this 
topic  from  the  multiple  perspectives  of  eti- 
ology, treatment,  and  recurrence,  emphasiz- 
ing some  of  my  personal  experiences  which 
over  a period  of  time  have  confirmed  my  be- 
lief that  our  thinking  must  be  modernized 
as  to  etiology,  and  possibly  as  to  therapy. 

Etiology 

According  to  Raffman,14  Anderson  in 
1847  in  the  Boston  Medical  and  Surgical 
Journal  described  an  ulcer  containing  hair 
over  the  sacrococcygeal  region,  and  both  he 
and  Hodges,  a later  writer,  noted  jhat  the 
sinus  healed  by  firm  cicatrix  if  it  were 
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opened  and  the  hair  extracted.  Despite  such 
cogent  observations  by  these  pioneers  there 
developed  over  a period  of  time  the  theory 
of  congenital  origin.  This  was  distinctly 
stated  by  Gage5  in  Christopher’s  Textbook 
of  Surgery  (19  50)  when  he  said,  "pilonidal 
sinus  is  a congenital  stratified  squamous  epi- 
thelial lined  sinus,  with  or  without  cystic 
formation,  occurring  in  the  soft  tissues  over- 
lying  the  site  of  the  sacrococcygeal  hiatus.” 
This,  then  is  the  essence  of  the  congenital 
origin  theory,  and  despite  an  occasional  weak 
voice  crying  in  the  wilderness  to  the  con- 
trary, this  prevalent  concept  embodying 
neuro-canal  remnants  and  ectodermal  mal- 
fusion  held  sway  until  this  past  decade.  Dur- 
ing the  last  ten  years,  possibly  given  impetus 
by  the  frightful  incidence  noted  during 
World  War  II  in  military  personnel,  inquiry 
began  in  many  areas  as  to  whether  this  disease 
might  be  of  an  acquired  nature. 2,4,,,’s’10, 14  In- 
deed, one  may  raise  very  strong  and  logical 
objections  which  render  the  congenital 
theory  untenable. 

The  salient  objections  to  this  hypothesis 
are: 

1.  To  be  congenital  a lesion  would  have 
per  necessity  had  to  be  present  since  birth 
and  these  are  virtually  unheard  of  in  pedi- 
atric practice,  rarely  being  seen  before  the 
fourteenth  year.  In  addition  they  do  not 
conform  to  the  anticipated  curve  of  other 
congenital  lesions.10 

2.  They  invariably  contain  hair  of  the 
adult  type,  not  the  lanugo  of  embryonic  life 
such  as  is  seen  in  a dermoid  cyst.  Further, 
the  hair  is  detached,  stiff,  and  usually  has 
the  pointed  end  lying  downward  enmeshed 
in  granulation  tissue.  Hair  follicles  are 
rarely  seen.  The  condition  is  most  prevalent 
in  races  inherently  hirsute,  particularly 
those  of  Mediterranean  and  Semitic  extrac- 
tion. It  is  virtually  unknown  in  the  Ameri- 
can Indian  and  the  Oriental.  The  incidence 
is  very  low  in  the  Negro.14 

3.  A large  number  contain  no  epitheli- 
um.11 When  seen  it  can  well  be  explained  on 
the  basis  of  downward  epithelization  of  the 
sinus  tract,  a well  demonstrated  fact  occur- 


ring in  other  types  of  sinuses.  The  occasion- 
al presence  of  hair  follicles  can  be  explained 
satisfactorily  on  this  same  basis. 

4.  There  is  no  connection  with  the  dura 
contrary  to  the  so-called  congenital  dermal 
sinus,  a rare  lesion  occurring  indiscrimi- 
nately from  skull  to  coccyx.  The  later  lesion 
has  such  an  association,  has  well  developed 
epithelium,  and  well-defined  numerous  hair 
follicles.  Furthermore,  meningitis  does  not 
occur  no  matter  how  frequent  or  serious  the 
inevitable  infection  in  the  pilonidal  sinus. 

5.  There  is  a strong  predilection  for 
males.  If  congenital,  this  sex  difference 
would  not  occur.  Statistically,  the  age  in- 
cidence is  earlier  in  girls  than  boys  which 
would  be  expected  since  they  reach  ado- 
lescence approximately  two  years  sooner.2 

6.  There  is  a tendency  for  the  disease  to 
occur  in  the  obese,  the  hypertrichotic,  and 
the  unclean  where  there  is  poor  local  hygi- 
enic management  of  the  area.12  Certainly 
this  would  preclude  a congenital  origin. 

7.  There  is  rapidly  accumulating  a large 
bulk  of  evidence  purporting  to  show  that 
most  can  be  cured  by  unroofing,  evacuation 
of  hair,  epilation  of  the  region,  and  diligent 
attention  to  promote  wound  healing.4,7,8,15  In 
short,  it  is  felt  by  many  that  it  is  no  longer 
necessary  to  excise  the  entire  area,  but  sim- 
ply to  remove  the  causative  foreign  ma- 
terial and  then  pay  unusually  diligent  care 
to  the  wound  to  promote  smooth  healing. 

8.  Histologically  similar  identical  sinuses 
have  been  observed  in  the  interdigital  folds 
on  the  hands  of  barbers3,9,13  and  Australian 
sheep  shearers.14  They  have  also  been  de- 
scribed in  the  axilla,1  the  anterior  perineum, 
and  elsewhere.14  These  are  unquestionably 
acquired  lesions.  Furthermore,  they  are 
cured  by  extraction  of  the  hair  and  modest 
care  of  the  wounds. 

It  is  readily  seen,  therefore,  that  no  long- 
er can  one  accept  the  time-honored  precept 
of  congenital  origin.  A more  modern  and 
logical  concept  as  to  etiology  embraces  the 
thesis  that  these  are  invariably  foreign  body 
granulomatous  sinuses  with  loose  detached 
hair  from  the  individual  as  the  "villain  of 
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the  piece”,  so  aptly  described  recently  by 
Raffman.14  And,  that  furthermore,  simple 
elimination  of  the  hair,  increase  in  personal 
hygiene,  and  careful  wound  attention  will 
usually  eliminate  this  condition. 

Treatment 

Over  the  years  the  techniques  evolved 
have  been  fantastic  both  as  to  number  and 
type,  and  are  continuing  to  be  elaborated. 
The  complexity  of  many  of  these  would 
negate  their  value  even  in  a region  remote 
from  the  anus,  and  where  there  was  not  in- 
herent infection  in  the  lesion  itself.  Graft- 
ing procedures,  special  intricate  sutures  of 
different  types,  techniques  involving  mobili- 
zation of  large  skin  flaps,  and  a host  of 
others  seem  to  have  little  to  recommend 
them.  As  is  always  true  in  surgery,  the 
simpler  the  procedure  the  more  apt  it  is  to 
meet  the  necessary  requirements.  The  most 
argumentative  point  for  years  as  to  therapy 
has  been  the  use  of  open  methods  which 
are  time-consuming  in  healing,  versus  pri- 
mary closure  which  heals  more  quickly, 
but  with  less  certainty.  In  line  with  the 
modern  concept  of  etiology  Hardaway,6,  ‘ 
Dwight,4  Raffman,14  Swinton,15  Kloss,10  and 
others11  have  shown  that  simple  elimination 
of  the  hair  and  granulation  tissue,  scrupu- 
lous attention  to  wound  healing,  elimination 
of  regional  hair,  and  improvement  of  the 
local  hygiene  will  result  in  almost  invariable 
healing.  Although  unquestionably  con- 
vinced of  the  efficacy  of  these  principles  in 
most  cases,  I believe  that  primary  closure, 
where  possible,  has  the  advantages  of  rapidi- 
ty of  healing,  plus  the  not  insignificant  fac- 
tor of  a finer,  less  sensitive  scar  which  favors 
better  hygiene,  and  "wears”  better.  The 
difficulties  encountered  with  primary  closure 
by  all  surgeons  has  been  related  to  the  prox- 
imity to  the  anus,  the  inherent  infection  in 
the  lesion  per  se,  and  inability  to  obliterate 
dead  space.  One  is  forced  to  now  raise 
the  question  as  to  the  propriety,  surgically 
speaking,  of  excision  of  an  acquired  infected 
foreign  body  sinus.  In  those  selected  for 


primary  closure  in  which  there  is  inability 
to  overcome  these  hazards,  partial  closure 
seems  preferable  to  the  completely  open 
method  with  resultant  interminably  slow 
healing. 

The  one  area  in  which  there  is  general 
agreement  is  incision  and  drainage  of  the 
acute  abscess.  From  this  point  onward, 
there  is  wide  divergence  as  to  the  proper 
technique.  I utilize  the  following  methods 
of  management: 

1.  Those  with  protracted  continued 
heavy  suppuration  are  admitted  to  the  hos- 
pital and  under  anesthesia  the  entire  area  is 
unroofed,  removing  the  hair  and  granula- 
tion tissue,  and  packing  the  wound.  The 
patient  is  followed  quite  closely  in  the  of- 
fice, and  repacked  several  times  a week  or 
even  daily  if  necessary.  It  is  amazing  how 
rapidly  good  sound  cicatrix  forms  and  epi- 
thelization  occurs  in  some,  and  how  frus- 
tratingly  slow  it  is  in  others.  As  Dwight4  has 
so  convincingly  stated,  virtually  all  will  heal 
under  this  program  provided  that  hair  is 
kept  from  the  wound,  that  the  wound  edges 
are  not  allowed  to  invert,  and  that  personal 
hygiene  is  improved.  After  healing  is  com- 
plete in  order  to  give  the  patient  a much 
less  sensitive  and  finer  scar  which  is  easier 
to  keep  clean,  and  in  which  loose  hairs  are 
not  as  apt  to  collect,  I then  do  excision  with 
primary  closure  as  a second  procedure. 

2.  In  those  which  are  clinically  quiescent, 
I excise  and  close  primarily.  When  one  en- 
counters unexpected  heavy  infection  in  the 
depths  of  the  wound,  is  unable  to  oblit- 
erate dead  space,  or  cannot  close  without 
undue  tension,  partial  closure  is  employed. 
In  these  I close  the  upper  and  lower,  and 
possibly  the  lateral  segments  of  the  wound 
and  pack  a small  area  centrally.  This,  of 
course,  results  in  a longer  period  of  healing 
and  a slightly  broader  scar  in  the  central 
portion  of  the  wound. 

The  adjunctive  measures  of  pre-operative 
chemo-therapeutic  and  antibiotic  drugs 
plus  intensive  improvement  of  local  hygiene 
and  frequent  shaving  of  the  area  is  quite 
important.  These  hairs  should  always  be 


Volume  88,  July,  1961 


399 


brushed  away  from  the  wound.  Swinton1, 
and  others  have  advocated  epilation  to 
further  this  objective. 

“•Recurrences” 

For  many  decades  inadequate  excision  has 
been  considered  the  main  cause  of  recur- 
rence. I believe  that  most  so-called  "recur- 
rences” represent,  on  the  contrary,  a new 
sinus  or  sinuses  occurring  for  the  same  basic 
etiological  reasons  that  produced  the  first 
one.  I do  not,  therefore,  feel  that  the  stigma 
of  "recurrence”  can  often  be  laid  at  the  door 
of  the  surgeon’s  technique,  but  is  part  and 
parcel  of  the  factors  which  produced  this 
tenacious  lesion  in  the  first  place.  The 
surgeon  usually  removes  the  sinus  tract  com- 
pletely and  rarely  indeed  leaves  a small  nidus 
of  the  original  sinus  to  remain  behind  as  a 
focus  for  renewed  infection.  New  sinuses  do 
develop  quite  quickly  unless  hair  can  be 
eliminated  and  the  area  kept  clean.  This 
may  be  impossible  to  accomplish  in  an  occa- 
sional patient.  Healing  must  be  made  to 
progress  smoothly  and  this  demands  unusu- 
ally frequent  inspection.  Sinuses  develop 
again  more  frequently  in  the  obese,  the 
hirsute,  and  the  unclean.  The  use  of  ad- 
junctive measures  such  as  the  injection  of 
methylene  blue  is  discouraged  since  there  is 
generally  no  problem  in  en  bloc  complete 
removal  and  furthermore  the  injection  of 
this  foreign  material  tends  to  spread  the  in- 
fection to  uninvolved  tissue.  Every  surgeon 
probably  has  several  people  in  his  practice 
whose  pilonidal  disease  defies  every  method 
that  he  has  employed  and  one  sees  patients 
occasionally  who  have  been  previously 
treated  by  perfectly  competent  surgeons 
with  poor  results.  It  is  possible  often  to  ac- 
complish healing  in  these  if  one  utilizes  im- 
provement in  local  care,  and  can  successful- 
ly change  the  hygienic  philosophy  of  the 
patient. 


Statistics 

In  an  effort  to  evaluate  my  personal  ex- 
periences with  this  troublesome  lesion  a sur- 


vey of  all  patients  seen  by  me  over  approxi- 
mately a ten  year  period  with  this  as  the 
primary  complaint  was  carried  out. 

Table  I reveals  the  total  number  seen  in 
the  office  as  133  with  108  being  ultimately 
TABLE  I 

Pts. 

Definitive  Surgery 108 

f Carcinoma 1] 

No  Definitive  Surgery  I Under  Treatment  .21 25 

| Refused  Further 
[ Treatment 22  j 

Total 133 


treated  definitively.  The  reasons  for  re- 
jection of  25  is  shown.  Interestingly 
enough,  the  one  case  with  carcinoma  orig- 
inating in  a pilonidal  sinus  eventually  suc- 
cumbed to  his  disease  after  many  surgical 
procedures  performed  by  the  Resident  Staff 
of  the  Norfolk  General  Hospital.  There  can 
be  found  only  nine  previously  reported  car- 
cinomata of  this  origin. 

Table  II  shows  the  age  incidence  which 
is  considerably  higher  than  most  reported 


TABLE  II 

Total  Group  (133)  Definitive  Surgery  (108) 

Average  Age  27  Yrs.  Average  Age  26^  Yrs. 

(Oldest  60  Yrs. 
Youngest  14  Yrs.) 

Sex 

Males  66  (61%) 
Females  42  (39%) 

cases,  as  well  as  the  relatively  high  ratio  of 
females. 

The  types  of  techniques  as  well  as  the  re- 
sults appear  in  Table  III  (A  and  B).  The 

TABLE  III  (A) 

Type  of  Surgery 

Preliminary  Surgery  JIncision  and  Drainage 54 

[Unroofing  and  Removal  of  Hair.  15 

Definitive  Surgery  (Excision  with  Primary  Closure.  .85 
[Excision  with  Partial  Closure. . .23 


TABLE  III  (B) 
Results 


Patients 


Operations 


Single  Procedure. . . . 
Multiple  Procedures 


Total  Pts. 


100 100 

1 (4  Ops.) 4 

1 (3  Ops.) '. . . . 3 

6 (2  Ops.) 12 

108  Total  Ops 119 


Good  Results 100  (92.6%) 

Poor  Results 8 ( 7.4%) 
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patient,  a college  student,  who  has  under- 
gone four  operations  is  scheduled  for  a fifth 
procedure.  Her  total  office  visits  over  an 
eight  year  period  is  296!  It  probably  would 
have  been  even  higher  save  for  the  fact  that 
she  has  been  attending  school  in  a distant 
community  for  the  past  three  years!  This 
case  may  well  belong  in  the  refractory 
group,  and  is  testimony  to  the  frustration  as- 
sociated with  an  occasional  case. 

Because  of  the  controversial  nature  of 
many  aspects  of  pilonidal  disease,  it  was 
thought  that  a survey  of  the  members  of 
The  Virginia  Surgical  Society  might  prove 
of  interest.  Accordingly,  a questionaire  was 
mailed  to  all  of  its  members  and  the  highly 
interesting  results  are  revealed  in  the  last 
three  tables.  (Table  IV.  [i,  ii,  and  iii ] ) 
The  most  significant  revelations  were  the 

TABLE  IV  (I) 

Results  of  Questionnaire  on  Pilonidal  Disease 
Sent  to  Members  of  Virginia  Surgical  Society 


Number  Treating  Pilonidal  Disease 109 

Number  Not  Treating  Pilonidal  Disease 6 

No  Reply 18 

Total 133 


TABLE  IV  (II) 

Results  of  Questionnaire  on  Pilonidal  Disease 
Sent  to  Members  of  Virginia  Surgical  Society 

Etiology 


Congenital 80 

Acquired 18 

Both 10 

Undecided 1 

Total 109 


' TABLE  IV  (III) 

Results  of  Questionnaire  on  Pilonidal  Disease 
Sent  to  Members  of  Virginia  Surgical  Society 

Surgery  Employed. 


Excision  with  Primary  Closure 71 

Never  Do  Primary  Closure 0 

Marsupialization  or  Variation  Thereof 13 

Excision  with  Packing  of  Defect 4 

Other  Techniques 2 

Multiple  Techniques , 19 

Total 109 


large  number  favoring  the  traditional  con- 
genital etiology,  and  the  high  percentage 
utilizing  excision  with  primary  closure  as 
the  preferred  method  of  management. 


Conclusion 

The  modern  theory  of  pilonidal  disease 
etiologically  is  that  of  a foreign  body  granu- 
lomatous sinus  caused  by  detached  hair, 
aided  and  abetted  often  by  obesity,  and  usu- 
ally occurring  in  those  not  careful  as  to  local 
hygiene.  Most  can  be  cured  by  elimination 
of  the  hair,  great  attention  to  healing,  and 
improvement  of  the  hygienic  regime.  Al- 
though this  is  a more  logical  approach  than 
elaborate  complex  techniques,  and  results 
in  healing  in  a large  proportion  of  the  indi- 
viduals harboring  this  disease,  excision  with 
primary  closure  has  the  advantage  of  a more 
acceptable  scar  and  heals  much  more  quick- 
ly and  comfortably.  "Recurrences”  repre- 
sent usually  a new  sinus  due  to  the  factors 
which  precipitated  the  original  disease.  Un- 
fortunately, there  is  an  occasional  individual 
who  probably  cannot  be  cured  by  surgical 
means  due  to  inability  to  overcome  the  in- 
surmountable local  factors.  However,  if  the 
surgeon  is  endowed  with  great  perseverance, 
utilizes  the  modern  concepts  of  the  disease, 
and  has  patients  of  unquestionable  loyalty 
and  great  courage,  it  is  possible  to  control 
this  condition  in  the  majority  of  cases. 
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Formula  Diets 


Total  dependence  on  complete  formula 
diets  does  not  constitute  a rational  approach 
to  weight  reduction  and  weight  control  on 
a long-term  basis,  according  to  the  Ameri- 
can Medical  Association. 

A statement  by  the  A.M.A.  Council  on 
Foods  and  Nutrition  concerning  the  medical 
value  of  such  products  was  published  in  the 
May  6th  A.M.A.  Journal. 

"The  formula  diet  appears  to  be  an  ef- 
fective means  of  weight  reluction,  if  adhered 
to.  Despite  this  fact,  there  is  reason  to  be- 
lieve that  such  a program  does  not  con- 
stitute a rational  approach  to  weight  control 
in  the  seriously  overweight.” 

The  council  said  extensive  weight  reduc- 
tion should  be  carried  out  only  with  a phy- 
sician’s guidance,  and  with  diets  which  are 
tailored  to  the  individual  patient’s  needs. 

"The  formula  per  se  is  certainly  not  a 
panacea  for  obesity.  Furthermore,  self- 
medication  has  no  more  place  in  the  treat- 
ment of  extreme  obesity  than  in  any  other 
medical  disorder.  A physician  is  better  qual- 
ified than  the  patient  to  recognize  the  fac- 
tors which  play  a part  in  a given  weight 


problem,  including  psychological  factors, 
and  to  handle  problems  that  occur  during 
a weight  reduction  program  as  they  arise. 

"When  weight  reduction  must  be  consid- 
ered a long-term  procedure,  education  of 
the  individual  to  the  faults  of  his  past  die- 
tary practice  is  essential.  Only  the  dietary 
program  which  results  in  permanent  weight 
loss  and  lifetime  control  of  weight  will  be 
a satisfactory  one.” 

In  an  accompanying  editorial,  Philip  L. 
White,  Sc.D.,  secretary  of  the  council,  said 
in  a self-prescribed  weight  reduction  pro- 
gram the  patient’s  psychological  manage- 
ment and  education  toward  correct  dietary 
habits  is  "impossible.” 

"Many  users  of  the  formula  diets  thus 
are  doomed  to  the  on-again,  off-again, 
down-again,  up-again  paradox  of  self  treat- 
ment.” 

In  the  opinion  of  the  council,  "excessive 
rates  of  weight  loss  or  large  fluctuations  in 
weight  in  obese  individuals  who  restrict  their 
caloric  intake  excessively  or  spasmodically 
may  be  undesirable.” 
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Carcinoma  of  the  Colon  and  Rectum 


J.  SHELTON  HORSLEY,  III,  M.D. 
Richmond,  Virginia 


Carcinoma  of  the  colon  and  rec- 
tum remains  a major  concern  of 
all  physicians.  A series  of  176 
cases  is  analyzed. 


THIS  IS  AN  ANALYSIS  of  176  cases  of 
adenocarcinoma  of  the  colon  and  rec- 
tum and  a review  of  some  methods  of  diag- 
nosis and  treatment,  both  old  and  new. 

These  cases  were  all  treated  at  St.  Eliza- 
beth’s Hospital  from  1937  through  195  5. 
All  cases  had  the  diagnosis  of  adenocarci- 
noma confirmed  by  histological  study. 

Results 

Table  # 1 shows  the  location  of  the  lesions 
in  this  series.  The  left  colon  was  the  most 

TABLE  1 
Location 

Rectum 64  (36.4%) 

Left  Colon 72  (40.9%) 

Right  Colon 40  (22.7%) 

Total 176  (100.0%) 

common  location  with  two- thirds  of  these 
lesions  in  the  sigmoid  colon. 

The  sex  incidence  was  96  females  and  80 
males.  The  males  predominated  slightly  in 
the  rectal  malignancies.  The  age  range  was 
from  18  to  91  years.  Seventy-two  per  cent 
were  between  the  ages  of  50  and  75  years. 
There  were  four  patients  younger  than  25 
years  of  age,  three  with  rectal  carcinoma  and 
one  with  the  lesion  in  the  left  colon. 

The  predominant  symptoms  are  listed  in 
Table  #2.  The  length  of  symptomatology 

Presented  at  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia,  Virginia  Beach,  October  9-12, 
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from  onset  until  hospitalization  was  from 
two  weeks  to  nine  months,  with  an  average 
of  approximately  four  months,  in  73  per 
cent  of  the  patients.  This  ranged  from  sev- 
TABLE  2 

Symptomatology  of  176  Cases 


Change  in  bowel  habits 110  (62.5%) 

Pain 96  (54.5%) 

Anemia 84  (47.7%) 

Bleeding 66  (37.5%) 

Weight  loss 57  (32.4%) 

Intestinal  obstruction 49  (27.8%) 


eral  diagnosed  on  routine  physical  examina- 
tion with  no  symptoms  to  four  years.  The 
most  common  symptom  was  change  in 
bowel  habits,  usually  increasing  constipa- 
tion. Pain  was  mostly  abdominal  and  sec- 
ondary to  intestinal  obstruction  or  invasion 
of  surrounding  structures.  Patients  were 
considered  anemic  when  their  hemoglobins 
fell  below  80  per  cent  (12.4  gms.  in  male 
and  11.4  gms.  in  female).  The  bleeding  in 
these  cases  was  noticeable  to  the  patient  and 
varied  from  bright  red  blood  to  melena. 
Weight  loss  was  considered  significant  when 
it  exceeded  ten  pounds. 

Intestinal  obstruction,  acute  or  chronic, 
was  difficult  to  evaluate  in  reviewing  these 
cases,  and  only  those  cases  with  definite 
symptoms  and  physical  signs  were  listed, 
many  requiring  temporary  decompression 
procedures.  The  actual  true  figure  may  be 
higher,  particularly  for  the  cases  of  chronic 
partial  obstruction. 

Table  #3  gives  the  significant  results  of 


TABLE  3 

Physical  Examination 


Sigmoid- 

Location 

Cases 

Rectal 

oscopy 

Sigmoid 

48 

16 

22 

Rectum 

64 

62 

62 

44.3%  rectal  examination  alone. 
47.7%  rectal  plus  sigmoidoscopy. 
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digital  rectal  examination  and  sigmoidos- 
copy. It  is  interesting  that  16  sigmoid  le- 
sions were  palpable  on  rectal  examination. 
Two  rectal  lesions  were  overlooked  on  digi- 
tal and  sigmoidoscopic  examinations,  and 
these  were  both  obscured  by  rather  marked 
hemorrhoidal  pathology  and  were  diagnosed 
at  the  time  of  hemorrhoidectomy. 

In  ten  of  132  resected  cases  associated 
polyps  were  found.  A second  primary  was 
found  in  two  cases.  One  was  diagnosed  at 
the  time  of  the  original  operation  and  the 
other  developed  in  the  right  colon  several 
years  following  an  abdominoperineal  resec- 
tion for  rectal  carcinoma.  Both  were  adeno- 
carcinomas and  neither  was  polypoid. 

Of  the  45  rectal  adenocarcinomas  re- 
sected, 39  (86.7%)  were  treated  by  abdom- 
inoperineal resection,  two  (4.4%)  with  an 
abdominal  resection  and  turn  in  of  the  rectal 
stump  and  four  (8.9%)  by  anterior  resec- 
tion. There  were  56  left  colon  lesions  re- 
sected, all  taking  the  left  colic  artery  at  or 
near  its  origin  from  the  inferior  mesenteric 
artery.  In  no  rectal  or  left  colon  resection 
was  the  inferior  mesenteric  artery  itself 
ligated.  Of  the  few  right  and  left  colon 
lesions  in  the  transverse  colon,  the  mid  colic 
artery  was  always  sacrificed.  The  right  colon 
lesions  were  treated  with  right  colectomy  as 
commonly  performed  today  with  removal 
of  the  terminal  few  inches  of  ileum,  cecum, 
ascending  colon,  and  hepatic  flexure,  taking 
the  right  colic  and  ileocolic  vessels. 

In  this  series,  132  of  176  cases  were  re- 
sected, a resection  rate  of  75  per  cent.  The 
44  cases  not  resected  had  exploratory  lapa- 
rotomy, a by-pass  procedure,  or  a proximal 
colostomy  or  cecostomy,  all  with  a biopsy 
preoperatively  or  at  the  time  of  operation 
for  histological  confirmation  of  the  diag- 
nosis. The  operative  mortality  from  1937 
through  1945  was  23.3  per  cent  and  fell  to 
4.8  per  cent  from  1946  through  195  5,  with 
an  overall  operative  mortality  of  17.7  per 
cent. 

Table  jfi 4 lists  the  results  of  the  132  cases 
resected.  Only  one  case  was  lost  to  follow 


up  and  2 died  of  other  causes  before  5 years, 
so  129  cases  were  suitable  for  analysis  for 
five-year  survivals  and  79  cases  for  ten-year 
survivals. 

TABLE  4 


Survival  Rates  of  Resected  Cases 


5 Years 

10  Years 

Cases 

Per 

Cent 

Cases 

Per 

Cent 

Node  metastases. . . . 
No  node  metastases. 

4 of  35 
55  of  94 

11.5 

58.5 

2 of  28 
24  of  51 

7.1 

47.1 

Totals 

59  of  129 

45.7 

26  of  79 

32.9 

The  resected  specimen  was  placed  in  for- 
malin and  on  removal  only  those  nodes 
grossly  evident  were  dissected  out  and  sec- 
tioned. The  definitely  poorer  prognosis  in 
those  cases  with  lymph  node  metastases  is 
clearly  demonstrated  in  these  figures. 

Discussion 

The  best  diagnostic  tools  are  still  a good 
history  and  physical  examination.  In  this 
series  of  cases  approximately  one-half 
(44.3%)  of  all  the  cases  were  diagnosed  by 
rectal  examination  alone.  Sigmoidoscopy 
confirmed  all  of  these  and  picked  up  a few 
lesions  beyond  the  reach  of  the  examining 
finger.  Certainly  a physical  examination  is 
incomplete  without  digital  examination  of 
the  rectum.  Any  suspicion  should  then  lead 
to  sigmoidoscopy  and  barium  enema. 

In  an  attempt  to  obtain  earlier  diagnosis, 
routine  sigmoidoscopy  on  all  patients  re- 
gardless of  symptoms  was  done  on  2000 
patients  at  the  Columbus,  Ohio,  Cancer 
Clinic1  and  one  patient  in  every  100  was 
found  to  have  frank  carcinoma  of  the  rec- 
tum or  rectosigmoid  or  carcinoma  in  situ  of 
a colonic  polyp.  Seventy  cases  of  benign 
adenomatous  polyps  were  also  found. 

Cytologic  smears  were  taken  and  showed 
good  correlation  with  the  frankly  malignant 
lesions  but  poor  correlation  with  benign  and 
malignant  polyps.  Their  conclusions  were 
that  routine  sigmoidoscopy  was  beneficial 
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but  for  the  time  being  cytological  examina- 
tion with  smears  had  little  to  offer  since 
these  lesions  were  nearly  all  easily  accessible 
to  direct  biopsy  through  the  sigmoidoscope. 
At  the  present  time  a method  of  recovering 
exfoliated  malignant  cells  from  enema  re- 
turns is  being  investigated. 

The  x-ray  examinations  are  of  three  types: 
the  straight  abdominal  film  particularly  use- 
ful in  intestinal  obstruction,  barium  enema, 
and  air-contrast  studies.  Although  the  lesion 
may  be  palpated  or  easily  visualized  and 
biopsied  through  the  sigmoidoscope,  barium 
enema  should  also  be  done  to  rule  out  co- 
existing polyps  or  second  primaries.  An 
attempt  at  routine  barium  enemas,  using 
only  roentgenograms  14x17  in.  and  photo- 
fluorograms  without  fluoroscopy,  was  made 
and  yielded  approximately  1 per  cent  posi- 
tive results  for  carcinoma  in  each  group.' 
The  photofluorogram  was  ruled  unaccept- 
able in  large  numbers  of  people  because  of 
the  relatively  high  dose  of  radiation  delivered 
to  the  patient’s  skin  and  requirement  of 
meticulous  bowel  preparation. 

In  the  past  few  years  some  every  interest- 
ing work  has  been  done  on  recovering  malig- 
nant cells  in  the  venous  blood  directly 
draining  an  area  of  malignancy  and  in  the 
peripheral  blood.3,4  A greater  number  of 
cancer  cells  has  been  found  in  the  venous 
return  directly  from  the  involved  area  and 
in  peripheral  venous  blood  in  that  group  of 
patients  with  evidence  of  widespread  disease 
to  the  extent  that  the  operator  knows  it  is 
"incurable”  'as  opposed  to  being  a possible 
"curable”  lesion.  It  was  also  shown  that 
manipulation  of  any  type;  i.e.,  examination, 
operative  manipulation,  etc.,  all  increased 
the  number  of  cancer  cells  present.  The  re- 
lationship of  "cure”  with  the  presence  and 
number  of  malignant  cells  present  in  the 
blood  stream  has  not  been  established.  At 
the  present  time  it  is  not  applicable  as  a 
method  for  clinical  diagnosis  but  with  more 
refinement  might  become  most  helpful. 

The  realization  of  the  relationship  of  car- 
cinoma of  the  colon  to  other  pathological 


processes  has  been  of  help  in  making  an 
earlier  diagnosis. 

Wangensteen'  states  that  one-third  of  all 
cases  of  colon  and  rectal  carcinoma  present 
as  intestinal  obstruction,  acute  or  chronic. 
The  greatest  number  occur  in  the  sigmoid 
colon  where  the  lumen  is  the  smallest  and 
annular  growths  frequently  occur.  The  rec- 
tum has  the  lowest  incidence  of  obstruction. 

The  fact  that  carcinoma  of  the  colon  and 
diverticulitis  can  and  do  co-exist  in  the  same 
segment  of  colon,  usually  sigmoid,  is  impor- 
tant.1' A thorough  diagnostic  work  up,  close 
follow  up,  and  aggressive  surgical  attitude 
will  lead  to  early  detection  and  treatment. 

The  close  relationship  of  polyps  to  malig- 
nancy in  the  colon  has  been  definitely  estab- 
lished. Whether  or  not  polyps  are  premalig- 
nant  has  not  been  proved.  The  important 
fact  is  that  you  cannot  tell  whether  a polyp 
is  benign  or  a polypoid  carcinoma  unless  you 
remove  it  and  study  it  histologically.  In- 
terestingly enough  the  only  characteristic  of 
small  polypoid  tumors  beyond  the  range  of 
the  sigmoidoscope  that  correlates  with  the 
presence  of  cancer  is  size.  Ackerman'  found 
only  one  malignancy  in  91  polypoid  tumors 
less  than  1.2  cms.  in  diameter  while  in  2 65 
polypoid  tumors  larger  than  1.2  cms.  there 
were  227  cancers  (85.7%).  The  high  in- 
cidence of  malignancy  in  papillary  (villous) 
adenomas,  one  out  of  three  cases,  as  opposed 
to  adenomatous  polyps,  2.3  per  cent,  has 
been  stressed/ 

A careful  follow  up  must  be  emphasized 
as  a most  important  diagnostic  tool.  In  a 
series  of  1788  consecutive  cases  of  carcinoma 
of  the  rectum  and  colon  McGregor  and 
Bacon1'  reported  that  9.2  per  cent  had  mul- 
tiple cancers.  Multiple  primary  large  bowel 
malignancies  alone  were  found  in  5.3  per 
cent.  Based  on  the  results  of  this  work,  any 
patient  with  carcinoma  of  the  colon  or  rec- 
tum has  an  increased  risk  of  developing 
other  sites  of  malignancy  simultaneously  or 
at  different  time  intervals. 

There  have  been  many  recent  advances  in 
the  treatment  of  carcinoma  of  the  rectum 
and  colon.  The  use  of  non-absorbable  anti- 
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biotics  in  the  intestinal  tract  preoperatively 
has  been  a great  advance.  It  gives  improve- 
ment in  bowel  healing,  decreased  mortality 
and  morbidity,  and  reduces  wound  infec- 
tion.1" 

The  problem  of  prevention  of  intralu- 
minal spread  of  cancer  cells  leading  to  im- 
plantation at  the  anastomosis  and  recurrence 
has  been  emphasized  by  Cole.11,1''10  Imme- 
diate placement  of  tapes  tied  securely  on 
either  side  of  the  neoplasm  to  prevent  spread 
of  shedded  cells  in  the  lumen,  early  ligation 
of  the  major  venous  return,  and  less  manipu- 
lation of  the  tumor  have  been  stressed.  Re- 
cent studies  show  that  0.5  per  cent  sodium 
hypochlorite  buffered  with  sodium  bicar- 
bonate is  the  most  effective  and  least  toxic 
solution  in  preventing  spread  of  tumor 
cells.14 

There  has  been  an  extension  of  the  limi- 
tations of  resection  by  some  surgeons.  Wan- 
gensteen1, has  advocated  total  colectomy  be- 
cause of  the  high  incidence  of  associated 
polyps  (38%)  and  other  primary  carci- 
nomas (4%)  in  portions  of  the  bowel  left 
behind  by  the  standard  resections. 

Still  others16,17,18  have  advocated  high  liga- 
tion of  the  inferior  mesenteric  artery  at  the 
aorta  with  removal  of  the  entire  left  colon 
down  to  the  pelvic  colon  at  the  peritoneal 
reflexion  for  lesions  of  the  left  colon  and 
the  same  extended  resection  with  abdomino- 
perineal resection  for  lesions  of  the  rectum. 

The  principal  advantage  of  ligation  of  the 
inferior  mesenteric  artery  is  removal  of  more 
lymphatics.  The  disadvantages  are  a more 
difficult  operation  technically,  prolonged 
operative  time,  and  a more  insecure  blood 
supply  if  used  in  all  patients.  Whether  this 
extension  or  that  of  total  colectomy  will 
give  better  results  with  an  acceptable  mor- 
bidity and  mortality  awaits  the  test  of  time. 

An  acceptable  operative  procedure  for 
cancer  should  fulfill  three  criteria:  (1)  offer 
a good  chance  for  cure  in  the  presence  of  a 
favorable  lesion,  (2)  have  a low  morbidity 
and  mortality,  and  (3)  maintain  as  normal 
a physiologic  function  as  possible.1" 

A problem  arises  in  the  lesions  found  be- 
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tween  6 cms.  and  1 5 cms.  from  the  anus  as 
to  whether  abdominoperineal  resection  or 
low  anterior  resection  should  be  performed. 
By  "anterior  resection”  I refer  to  the  opera- 
tion consisting  of  resection  of  the  sigmoid 
and  part  of  the  rectum  with  anastomosis  of 
the  colon  carried  out  entirely  through  the 
abdomen.  Abdominoperineal  refers  to  com- 
plete removal  of  the  rectum  and  anus  com- 
bining the  abdominal  and  perineal  ap- 
proaches with  an  end  colostomy  of  the  left 
colon.  In  considering  the  previously  men- 
tioned criteria  for  a good  cancer  operation, 
the  two  procedures  are  equally  good  except 
that  anterior  resection  gives  you  unques- 
tionably the  best  physiologic  function;  how- 
ever, does  it  lead  to  recurrences  in  the  anas- 
tomoses of  cases  otherwise  "curable”  by  an 
abdominoperineal  resection? 

At  the  Mayo  Clinic1'1  in  a careful  sum- 
mary of  98  cases  of  local  recurrence  of  car- 
cinoma after  anterior  resection,  76  cases 
were  in  all  probability  shedded  cancer  cells 
in  the  lumen  implanted  at  the  suture  line 
at  the  time  of  surgery.  Forty-seven  of  these 
cases  had  no  evidence  of  lymph  node  metas- 
tases.  Similar  results  were  reported  by  Mc- 
Kittrick11  who  had  a 10  per  cent  recurrence 
at  the  suture  line.  His  conclusions  were  that 
anterior  resection  should  be  used  only  with 
a 10  cm.  margin  distally  and  when  tapes 
could  be  placed  distally  and  proximally  to 
the  tumor  early  in  the  operation.  Certainly 
I believe  in  comparing  the  two  operations, 
if  this  anastomotic  recurrence  rate  could 
be  decreased,  anterior  resection  would  be  the 
treatment  of  choice  for  these  low  lesions  6 
to  1 5 cms.  from  the  anus. 

The  abdominoperineal  resection  as  origi- 
nated by  Miles  and  brought  to  its  present 
day  state  of  refinement  is  the  operation  of 
choice  for  lesions  of  the  rectal  ampulla.21 

Mention  should  be  made  of  the  pull- 
through  procedures,  preserving  the  sphinc- 
ter. Good  results  have  been  reported  by 
some,23  but  it  is  the  general  feeling  of  most 
surgeons  that  lesions  amenable  to  this  could 
be  done  as  an  anterior  resection  while  lower 
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lesions  should  have  an  abdominoperineal  re- 
section. 

Dr.  Wangensteen  4 has  reported  some  en- 
couraging results  from  "second  look”  opera- 
tions in  carcinoma  of  the  colon  and  rectum. 
These  are  re-exploration  operations  on  pa- 
tients with  lymph  node  metastases  approxi- 
mately six  months  after  the  original  excision 
and  while  they  are  asymptomatic  and  have 
no  clinical  evidence  of  residual  cancer.  This 
is  continued  until  no  residual  cancer  is 
found.  Once  a negative  exploration  has  been 
done,  no  further  operations  are  performed. 
He  reported  5 of  16  patients  with  colon 
cancer  with  residual  cancer  at  the  second 
operation  now  free  of  cancer  on  their  last 
exploration.  Four  of  these  were  free  on  their 
third  exploration  and  one  after  his  sixth. 
At  the  time  of  this  report  one  had  just  been 
found  to  be  "free”  and  the  other  four  were 
from  two  to  four  years  following  their  neg- 
ative exploration.  Rectal  cancer  had  been 
disappointing  in  this  procedure. 

The  advent  of  cancer  chemotherapy  has 
given  us  another  helpful  and  hopeful  mode 
of  therapy.  These  drugs  have  been  admin- 
istered systemically  and  locally  to  combat 
various  malignant  neoplasms.  More  recently 
regional  perfusion,  utilizing  an  extracor- 
poreal circuit,  has  been  employed. 20,26  This 
promises  to  be  a fertile  field,  but  at  the  pres- 
ent time  no  definite  conclusions  can  be 
drawn  regarding  cancer  of  the  colon  and 
rectum. 

The  group^  at  Memorial  Center  for  Can- 
cer and  Allied  Diseases""28  have  recently 
advocated  preoperative  x-ray  therapy  for 
cancer  of  the  rectum.  In  reviewing  their 
experience  they  found  no  apparent  influence 
on  survival  rate  of  patients  without  lymph 
node  metastases;  however,  in  those  cases 
with  lymph  node  involvement  it  was  bene- 
ficial. The  five-year  survival  rate  without 
preoperative  x-ray  was  23  per  cent  and  with 
x-ray  37  per  cent.  The  ten-year  survival 
rate  without  x-ray  was  10  per  cent  and  with 
x-ray  27  per  cent,  even  more  striking  statis- 
tics. 


Summary 

A series  of  176  cases  of  carcinoma  of  the 
rectum  and  colon  have  been  analyzed.  A 
number  of  diagnostic  and  therapeutic  meth- 
ods have  been  discussed  briefly.  Although 
some  are  still  in  their  infancy,  they  give 
promise  of  continuing  to  better  our  results. 
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Radiation  for  Ulcer  Patients 


The  substitution  of  radiation  therapy  for 
surgery  in  patients  with  complicated  duo- 
denal ulcer  has  produced  encouraging  re- 
sults. Drs.  Harold  C.  Klein  and  Norman  E. 
Berman,  Cleveland,  said  39  of  5 0 patients 
treated  with  radiation  were  "cured”  of  their 
ulcer  disease.  Of  the  remaining  patients,  five 
were  able  to  avoid  surgery  while  six  were 
not  benefited  and  underwent  operations. 

Following  radiation  treatment,  no  diet 
restrictions  were  imposed  or  medication 
given,  the  two  physicians  said  in  reporting 
their  findings  in  the  April  15  th  Journal 
of  the  American  Medical  Association. 


Patients  were  given  10  to  14  treatments. 
Their  condition  was  checked  for  periods  up 
to  eight  years  following  the  therapy. 

"Complications  arising  from  the  radiation 
were  minor  and  infrequent.” 

Radiation  offers  the  possibility  of  a better 
and  safer  method  of  treating  the  compli- 
cated ulcer  despite  the  many  refinements 
that  have  been  made  in  surgical  manage- 
ment. 

The  authors  are  associated  with  the  de- 
partments of  medicine  and  radiology, 
Mount  Sinai  Hospital. 


408 


Virginia  Medical  Monthly 


Eventration  of  the  Diaphragm 


This  rare  congenital  anomaly  may 
be  so  severe  as  to  cause  death  in 
the  infant  or  may  be  so  mild  as  to 
go  unnoticed  throughout  a nor- 
mal life  span.  It  can  be  corrected 
by  surgical  treatment  and  such  a 
case  is  reported  here. 

P VENTRATION  of  the  diaphragm  is  a 
-■^rare  congenital  anomaly  in  which  there 
is  a redundancy  of  either  the  right  or  the 
left  leaf  of  the  diaphragm,  or  both.  It  oc- 
curs more  frequently  on  the  left  side.  This 
redundancy  is  due  to  an  attenuation  or 
thinning  out  of  the  structure,  mostly  in  the 
form  of  an  excess  of  the  central  tendinous 
portion.  The  condition  results  from  defec- 
tive development  of  the  muscle  in  the  sep- 
tum transversum  from  the  embryonal  tis- 
sue of  the  cervical  myotomes  before  the 
20mm.  stage.  There  is  no  impairment  of 
the  nerve  supply  to  the  affected  diaphragm. 
The  phrenic  nerve  has  been  found  to  be  un- 
affected in  all  cases  that  have  been  investi- 
gated at  autopsy.  However,  due  to  the  rela- 
tive deficiency  of  contractile  muscular  tis- 
sue the  hemi-diaphragm  rides  high  in  the 
thoracic  cavity  and  on  chest  x-ray  has  an 
appearance  almost  identical  to  that  seen  in 
phrenic  nerve  paralysis.  The  exact  inci- 
dence of  this  anomaly  is  not  known  but  it 
has  been  estimated  to  exist  in  one  in  ten 
thousand  of  the  adult  population.  However, 
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it  probably  occurs  more  frequently  than 
this.  Severe  cases  of  eventration  can  be  the 
cause  of  death  in  the  newborn.  The  exact 
cause  of  death  in  these  instances  may  go  un- 
detected unless  an  autopsy  is  performed. 
The  less  severe  form  of  this  anomaly  may 
exist  and  go  undetected  throughout  a nor- 
mal life  span  and  may  never  be  the  source  of 
any  difficulty.  Fatalities  occurring  early  in 
infancy  are  most  often  due  to  cardio-respir- 
atory  deficiency.  This  is  due  to  compression 
of  the  lungs  and  heart  by  the  high  dia- 
phragm, which  compresses  the  lung  on  the 
same  side  and  also  displaces  the  heart  and 
mediastinum  toward  the  opposite  side.  The 
other  cardinal  manifestation  of  this  condi- 
tion is  that  of  pyloric  obstruction,  which  re- 
sults from  displacement  of  the  stomach  into 
the  pocket  of  the  eventrated  left  hemi-dia- 
phragm. This  displacement  of  the  stomach 
upward  and  to  the  left  may  not  ever  occur, 
or  it  may  occur  at  any  age.  It  may  occur 
in  one  of  three  ways.  First,  the  fundus  alone 
may  rise  into  this  empty  space.  Two,  the 
mid  portion  of  the  greater  curvature  of  the 
stomach  may  be  drawn  upward,  causing  a 
folding  of  the  stomach  on  its  lesser  curva- 
ture, pulling  the  pylorus  over  to  the  left. 
Finally,  there  may  occur  a partial  or  com- 
plete volvulus  of  the  stomach,  with  rotation 
of  the  antrum  upward  beneath  the  dia- 
phragm, the  cardia  then  being  in  an  inferior 
position.  This  latter  position  is  the  so-called 
upside  down  stomach.  The  symptomatology 
then  will  be  those  symptoms  resulting  from 
decreased  cardio-pulmonary  reserve,  main- 
ly exertional  dyspnea,  or  intractile  vomiting 
from  pyloric  obstruction — either  of  these 
or  both.  As  indicated  above,  these  symp- 
toms may  be  present  at  birth  or  they  may 
occur  at  any  age  or  they  may  never  occur. 
The  diagnosis  is  made  by  x-ray  studies.  In 
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the  asymptomatic  cases,  an  eventrated  dia- 
phragm may  be  accidentally  discovered  on 
a routine  anterior-posterior  chest  x-ray.  In 
eventration  of  the  left  diaphragm  with  ro- 
tation of  the  stomach  upward  into  the  dia- 
phragmatic pocket  it  may  be  difficult  to 
differentiate  this  condition  from  herniation 
of  the  stomach  through  the  foramen  of 
Bochdalek  (postero-lateral  pleuro-peritone- 
al  canal) . These  two  conditions  present  an 
identical  picture  on  routine  anterior-pos- 
terior chest  x-ray.  Lateral  or  oblique  x-ray 
projections  of  the  chest  may  distinguish  be- 
tween the  two  conditions  by  demonstrating 
the  shadow  of  the  diaphragm  completely 
covering  the  stomach.  If  these  x-ray  projec- 
tions do  not  make  the  distinction,  barium 
introduced  into  the  stomach  through  a naso- 
gastric tube  will  outline  the  stomach  wall 
and  in  cases  of  eventration  one  can  then  see 
the  pale  soft  tissue  shadow  of  the  diaphragm 
covering  the  stomach.  In  gastric  hernia 
through  the  diaphragm  this  shadow  of  the 
diaphragm  will  not  be  observed.  Another 
means  of  establishing  the  diagnosis  between 
these  two  conditions  is  by  use  of  pneumo- 
peritoneum. Air  is  introduced  into  the  peri- 
toneal cavity  and  then,  with  the  patient  in 
an  erect  position,  a routine  anterior-poster- 
ior chest  x-ray  in  eventration  will  demon- 
strate an  air-shadow  between  the  stomach 
and  the  diaphragm.  This  latter  method 
carries  some  slight  hazard  and  is  not  usually 
necessary  in  order  to  make  the  definitive 
diagnosis.  Of  course,  in  either  instance  with 
pyloric  obstruction  operative  treatment  is 
necessary.  However,  in  herniation  through 
the  foramen  of  Bochdalek,  strangulation 
with  gangrene  of  the  stomach  may  occur 
and  emergency  surgery  is  indicated,  whereas 
this  threat  of  strangulation  and  gangrene 
apparently  does  not  exist  in  cases  of  even- 
tration. Therefore,  if  diagnosis  of  eventra- 
tion can  be  established  as  opposed  to  hernia- 
tion one  can  take  more  time  to  bring  the 
patient  to  optimum  condition  for  the  op- 
eration. This  was  of  definite  value  in  the 
case  presented  here. 


Case  Report 

M.  L.,  white  male,  age  2 years,  7 months, 
was  admitted  to  the  Virginia  Baptist  Hospi- 
tal on  April  13,  1959,  with  a 20-hour  his- 
tory of  recurring  epigastric  pain  and  nausea 
and  vomiting.  These  symptoms  had  begun 
suddenly  while  the  child  was  playing  in  the 
yard  the  day  before  admission.  The  pain 
had  remained  localized  in  the  epigastrium. 
The  time  intervals  between  the  attacks 
varied  from  30  minutes  up  to  one  or  two 
hours.  There  was  no  history  of  any  similar 
episode  in  the  past. 

Further  history  on  admission  revealed 
that  the  patient  had  had  a chronic  harsh, 
non-productive  cough  virtually  all  his  life 
and  that  he  also  had  rather  severe  chronic 
constipation.  The  history  was  otherwise  es- 
sentially negative.  On  physical  examination 
at  the  time  first  seen  he  did  not  appear  to 
be  extremely  ill,  but  was  in  a moderate  de- 
gree of  discomfort.  There  was  a rapid  pulse, 
slight  fever  of  100.6  rectally.  On  inspec- 
tion of  the  abdomen  there  was  moderate 
distention,  which  was  more  predominant  in 
the  left  upper  quadrant  and  along  the  left 
half  of  the  abdomen  down  to  below  the  um- 
bilicus. There  was  absence  of  breath  sounds 
and  vocal  fremitus  in  the  left  lower  lung 
field.  Fine  and  coarse  rales  were  heard 
throughout  the  rest  of  the  lung  fields. 

The  routine  laboratory  studies  were 
normal,  except  for  a white  blood  count  of 
14,200  with  a predominance  of  polymor- 
phonuclear leukocytes  and  a two  plus  al- 
buminuria and  two  plus  glycosuria. 

X-rays  were  obtained  soon  after  admis- 
sion. A plain  film  x-ray  of  the  abdomen 
(fig.  1)  showed  a large  air  pocket  in  the  left 
upper  quadrant,  which  was  apparently  due 
to  gastric  distention.  The  anterior-posterior 
chest  x-ray  (fig.  2)  established  this  fact. 
This  chest  x-ray  does  not  differentiate  be- 
tween eventration  of  the  left  leaf  of  the 
diaphragm  with  displacement  of  the 
stomach  upward  and  herniation  of  the 
stomach  through  the  foramen  of  Bochdalek. 
The  stomach  was  then  emptied  by  the  inser- 
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Fig.  1 


tion  of  a naso-gastric  tube.  Barium  was 
then  introduced  through  the  tube  into  the 
stomach,  which  outlined  the  border  of  the 
stomach  (fig.  3)  and  on  this  x-ray  one  can 
see  the  soft  tissue  shadow  of  the  diaphragm 
completely  covering  the  stomach,  which 
established  the  diagnosis  of  eventration. 

Surgery  was  delayed  for  two  days  in  order 


Fig.  2 


to  try  to  improve  his  general  condition, 
particularly  the  wet  lungs,  which  was  severe 
enough  to  markedly  increase  the  hazard  of 
anesthesia.  The  gastric  tube  was  left  in 
place  for  continuous  decompression.  He  was 
maintained  on  intravenous  fluids  and  given 
penicillin  and  streptomycin  intramuscular- 
ly. This  resulted  in  some  improvement  and 
about  40  hours  after  admission  operation 
was  performed. 

The  approach  was  through  a left  tho- 
racotomy incision,  entering  through  the 


Fig.  3 


sixth  intercostal  space.  Upon  entering  the 
thorax  the  redundant,  markedly  thinned  out 
left  diaphragm  was  seen  to  be  riding  high  in 
the  thorax,  compressing  the  lung  into  the 
upper  half  of  this  cavity.  The  diaphragm 
was  depressed  manually,  following  which  it 
was  found  that  the  lung  would  not  re-ex- 
pand  with  positive  pressure.  It  was  then  dis- 
covered that  the  lung  was  now  being  held  in 
its  position  in  the  upper  half  of  the  chest  by 
numerous  filmy  pleural  adhesions.  On 
further  inspection  of  the  diaphragm  it  was 
found  that  it  contained  a well  developed 
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muscular  ridge  around  the  periphery  and 
that  the  redundant  diaphragm  was  com- 
posed almost  entirely  of  the  central  tendo- 
nous  portion,  which  was  very  thin.  The 
phrenic  nerve  appeared  to  be  normal  on 
gross  inspection.  The  diaphragm  was  then 
incised  transversely  in  its  central  part  from 
a point  just  lateral  to  the  insertion  of  the 
phrenic  nerve  laterally  over  to  the  lateral 
thoracic  wall.  This  exposed  the  stomach 
lying  beneath  the  diaphragm  and  it  was 
found  to  be  rotated  upon  itself  with  the 
antrum  uppermost.  There  was  moderate 
edema  of  the  tissues  in  the  region  of  the  py- 
lorus. A segment  of  the  splenic  flexure  of 
the  colon  was  seen  posterior  and  lateral  to 
the  stomach  and  was  attached  to  the  dia- 
phragm by  adhesions.  The  spleen  was  at- 
tached to  the  diaphragm  relatively  high  up 
in  the  eventrated  portion.  The  spleen  and 
colon  were  freed  of  adhesions  and  displaced 
downward.  There  were  no  adhesions  to  the 
stomach  and  it  was  freely  movable.  It  could 
be  held  down  manually  in  a relatively  nor- 
mal position  but  upon  release  it  tended  to 
ride  upward  again  under  the  diaphragm.  It 
was  necessary  to  hold  it  down  while  the  dia- 
phragm was  being  repaired.  The  reconstitu- 
tion of  the  diaphragm  was  accomplished  by 
two  rows  of  interrupted  00  silk  sutures, 
which  were  placed  under  direct  vision  ap- 
proximating the  anterior  and  posterior  rela- 
tively normal  muscular  components  of  the 
diaphragm.  The  excessive  tendinous  por- 
tion, which  remained  above  the  suture  line, 
was  used  to  reinforce  this  repair.  The  an- 
terior half  of  the  excess  was  cut  away  and 
the  posterior  half  was  then  folded  down  an- 
teriorly and  sutured  onto  the  anterior  mus- 
cular ridge  near  the  anterior  thoracic  wall. 
The  left  lung  was  then  freed  of  its  pleural 
adhesions,  following  which  it  easily  filled 
the  entire  left  thorax.  The  incision  was 
closed  without  drainage.  The  patient  began 
taking  fluids  by  mouth  the  day  after  opera- 
tion and  had  an  uneventful  recovery.  Post- 
operative x-rays  while  still  in  the  hospital 
(fig.  4)  showed  some  clouding  of  the  left 
base.  Repeat  barium  study  of  the  stomach 


Fig.  4 


showed  some  pooling  of  barium  in  the  fun- 
dus but  satisfactory  gastric  emptying.  Since 
discharge  from  the  hospital  he  has  gained 
weight  and  developed  normally. 

Follow-up  Study 

Follow-up  x-ray  studies  done  about  a year 
later  showed  the  diaphragm  to  be  still  in 
normal  position  and  the  appearance  of  the 
stomach  on  barium  contrast  study  was  es- 
sentially normal. 

Discussion 

The  first  successful  operative  repair  of 
this  type  of  defect  was  carried  out  in  this 
country  in  1922.  In  a review  article  by  Lax- 
dol,  McDougall  and  Mellin  in  1954,  they 
were  able  to  find  only  20  case  reports  of 
operative  repair  of  this  defect  in  the  Ameri- 
can Literature  from  1922  to  the  time  of 
publishing  their  article.  They  added  two 
more  cases  of  their  own.  Since  that  time  a 
few  more  case  reports  of  operative  treat- 
ment of  this  condition  have  appeared  in  the 
literature  but  the  overall  clinical  experience 
with  this  operation  has  been  very  small. 

The  case  which  has  been  presented  here  is 
representative  of  the  most  common  type 
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of  diaphragmatic  eventration.  It  can  oc- 
cur on  the  right  side  but  far  less  frequently. 
It  is  estimated  to  occur  in  a ratio  of  8:1  on 
the  left  side.  Recently  a case  of  bilateral 
eventration  of  the  diaphragm  has  been  re- 
ported. In  our  case  there  was  a sufficient 
amount  of  normal  musculo-tendonous  tis- 
sue to  permit  a satisfactory  repair  of  the 
defect  without  any  special  maneuvers.  In 
other  cases  that  have  been  reported  an  insuf- 
ficient amount  of  normal  tissue  was  found 
at  operation  to  allow  a satisfactory  repair 
and  in  those  instances  such  measures  as  extra 
plication  of  the  thinned  out  central  tendon 
and  reinforcement  with  a prosthetic  such 
as  tantalum  mesh  was  employed  in  order  to 
strengthen  the  repair.  Under  these  circum- 
stances the  reconstruction  is  less  dependable 
and  disruption  of  the  repair  has  occurred  in 
some  instances.  The  operation  can  be  per- 
formed through  an  abdominal  incision,  but 
this  approach  is  obviously  far  more  difficult 
than  through  a thoracic  incision.  However, 
congenital  malformation  of  the  gastroin- 
testinal tract,  such  as  malrotation  of  the 
mid-gut,  may*  coexist  occasionally  with 
eventration.  Obviously  this  can  be  cor- 
rected through  an  abdominal  approach  and 
cannot  be  corrected  through  a thoracic  in- 
cision. In  our  case  the  patient  had  gotten 
along  normally  for  two  years  and  seven 
months  which,  in  effect,  ruled  out  the  pos- 
sibility of  any  abnormality  of  the  gastroin- 
testinal tract.  However,  the  abdominal  ap- 


proach should  be  considered  in  those  cases 
in  the  newborn,  unless  an  associated  anoma- 
ly of  the  gastrointestinal  tract  has  been 
ruled  out. 

Summary 

Eventration  of  the  diaphragm  is  a rare 
anomaly.  The  degree  of  eventration  varies. 
In  the  most  severe  form  it  may  cause  death 
in  the  newborn  and  in  the  mildest  form  the 
condition  may  exist  through  a normal  life 
span  without  causing  any  difficulty.  Chief 
symptoms,  which  result  from  this  condition 
are  referable  to  deficiency  of  the  cardio-res- 
piratory  system  and/or  pyloric  obstruction 
resulting  from  the  displacement  of  the 
stomach  into  the  pocket  of  the  eventrated 
left  diaphragm.  Surgical  repair  of  the  de- 
fect is  feasible  and  successful  in  most  in- 
stances. 
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Clinical  Aspects  of  Amniotic  Fluid  Embolism 


The  mortality  of  this  seriotis  con- 
dition will  be  reduced  when  it  is 
recognized  promptly  and  appro- 
priate treatment  instituted 


THE  SYNDROME  of  pulmonary  embo- 
lism by  amniotic  fluid  was  first  described 
in  Brazil  in  192 6l,  but  it  was  not  until  1941 
that  its  importance  as  a cause  of  maternal 
death  was  indicated  by  the  work  of  Steiner 
and  Lushbaugh"  in  this  country.  In  that 
year  these  authors  reported  eight  cases  of 
death  from  circulatory  failure  following  the 
acute  onset  of  dyspnea  and  cyanosis  late  in 
labor.  The  striking  finding  at  autopsy  in 
each  of  these  cases  was  embolic  choking  of 
small  pulmonary  arteries  and  capillaries  by 
squamous  cells,  meconium,  and  other  am- 
notic  debris.  The  clinical  and  pathologic 
features  of  this  condition  have  since  been 
amply  confirmed,  establishing  it  as  a definite 
disease  entity. 

It  is  interesting  to  note  that  even  in  their 
initial  report  Steiner  and  Lushbaugh  stated 
their  belief  that  amniotic  fluid  embolism  is 
the  major  cause  of  maternal  death  in  labor 
and  the  immediate  puerperium.  With  more 
widespread  recognition  of  the  entity  and 
improvement  in  control  over  the  commoner 
causes  of  maternal  death,  the  disease  has 
today  become  of  even  greater  significance 
in  maternal  mortality  statistics. 

This  development  is  apparent,  for  exam- 
ple, in  data  from  the  recent  Minnesota  Ma- 
ternal Mortality  Study.3  During  the  seven 
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years  of  the  study  there  were  1 5 deaths  at- 
tributable to  amniotic  fluid  embolism. 
Among  the  causes  of  obstetric  deaths  this 
complication  ranked  as  the  fifth  category, 
only  heart  disease  standing  between  it  and 
the  "Big  Three”;  i.e.,  hemorrhage,  toxemia, 
and  infection. 

It  is  thus  evident  that  embolism  by  am- 
niotic fluid  may  no  longer  be  regarded 
merely  as  an  obstetric  curiosity.  Since  with 
adequate  care  deaths  from  hemorrhage,  tox- 
emia, and  infection  are  largely  preventable, 
amniotic  fluid  embolism  looms  as  one  of  the 
major  threats  to  life  for  the  expectant  moth- 
er in  this  country  today. 

A stumbling  block  to  progress  in  dealing 
with  this  problem  has  been  the  attitude 
widely  held  that  the  disease  is  almost  in- 
variably fatal,  creating  an  aura  of  futility 
for  the  physician  in  attendance.  While  it 
is  true  that  the  classical  picture  of  sudden 
respiratory  distress  followed  soon  thereafter 
by  circulatory  collapse  and  death  is  a com- 
mon one  in  the  literature  on  the  subject, 
the  disease  is  by  no  means  always  so  rapidly 
fatal.  Not  infrequently  the  patient  survives 
the  initial  insult  to  the  cardio-respiratory 
system,  only  to  succumb  after  delivery  has 
been  accomplished  to  uncontrolled  shock 
and  hemorrhage.  In  such  cases  the  further 
observation  has  been  made  that  the  patient’s 
blood  may  fail  to  clot. 

A major  contribution  was  made  in  19  52, 
when  it  was  first  demonstrated  that  the 
associated  clotting  defect  is  the  result  of  de- 
pletion of  circulating  fibrinogen.4  It  has  been 
suggested  that  this  might  occur  as  a result  of 
intravascular  coagulation  due  to  the  pres- 
ence of  thromboplastic  substances  corttained 
in  the  fluid.5  Although  the  applicability  of 
the  concept  of  intravascular  coagulation  to 
amniotic  fluid  embolism  is  as  yet  uncertain, 
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the  fact  remains  that  hypofibrinogenemia  is 
frequently  observed.  In  lesser  degrees  of 
embolization,  therefore,  survival  of  the  pa- 
tient may  well  depend  upon  prompt  recog- 
nition and  treatment  of  the  coagulation 
defect.6 

It  is  thus  of  vital  importance  for  physi- 
cians attending  parturient  women  to  be 
alert  to  the  possibility  of  infusions  of  am- 
niotic  fluid  into  the  maternal  circulation. 
Reid  and  his  associates'  at  the  Boston  Lying- 
In  Hospital  have  stated  that  "the  sudden 
appearance  of  shock  and  severe  respiratory 
distress  during  an  otherwise  normal  labor 
is  pathognomonic  of  this  syndrome”.  It  also 
appears  probable  that  the  occurrence  of 
shock  and  hypofibrinogenemia  following  de- 
livery is,  in  the  absence  of  abruptio  placen- 
tae and  other  known  causes  of  fibrinogen 
depletion,  diagnostic  of  amniotic  fluid  em- 
bolism regardless  of  whether  there  were 
antecedent  acute  respiratory  symptoms.  It 
is  for  the  latter  reason  that  a more  accurate 
designation  for  this  entity  is  "amniotic  fluid 
infusion”. 

Predisposing  Factors 

The  prerequisite  conditions  for  the  escape 
of  amniotic  fluid  into  the  maternal  circula- 
tion are  (1)  a portal  of  entry  of  the  fluid 
into  the  circulation  and  (2)  a break  or  tear 
in  the  placental  membranes.  Possible  modes 
of  entry  include  ruptured  endocervical 
veins,6  areas  of  premature  separation  of  the 
placenta'  (along  the  placental  margin),  and 
abnormal  cotnmunications  between  the  am- 
niotic sac  and  the  uterine  vessels,  as  in  rup- 
ture of  the  uterus  and  cesarean  section/1 

Undoubtedly,  the  major  predisposing  fac- 
tor is  unusually  powerful  and  precipitous 
labor.  It  does  not  matter  whether  this  is 
due  to  intrinsic  hypersensitivity  of  the  uter- 
ine muscle  or  to  the  injudicious  use  of  pito- 
cin. 

Clinical  Picture 

The  characteristic  pattern  of  symptoms 
usually  begins  late  in  labor  with  sudden 
dyspnea,  apprehension,  and  restlessness.  Un- 


like thrombotic  embolism,  chest  pain  is 
rarely  experienced.  A chilly  sensation  or 
frank  chill  is  common.  The  patient  may 
become  cyanotic,  and  profound  shock  fol- 
lows after  a variable  interval.  Clinical  signs 
of  pulmonary  edema  may  or  may  not  be 
present.  Death  may  occur  within  minutes 
of  the  onset  of  symptoms  or  after  an  inter- 
val of  several  hours. 

It  seems  probable  that  a rapidly  fatal 
outcome  is  due  to  the  development  of  acute 
cor  pulmonale  and  reflex  vascular  collapse 
as  a result  of  mechanical  blockage  of  the 
pulmonary  capillary  bed  by  meconium.  In 
those  cases  in  which  there  is  a delay  in  the 
appearance  of  shock,  the  underlying  mech- 
anism may  be  the  release  of  thromboplastic 
materials  into  the  blood  stream  rather  than 
pulmonary  capillary  obstruction  by  amni- 
otic debris.  In  such  cases  the  clinical  picture 
is  less  dramatic,  so  that  a diagnosis  of  am- 
niotic fluid  embolism  may  not  be  enter- 
tained, the  shock  being  attributed  solely  to 
the  hemorrhage  that  usually  occurs  post- 
partum as  a result  of  fibrinogen  depletion. 

It  is  apparent  from  the  foregoing  discus- 
sion that,  contrary  to  popular  opinion,  the 
clinical  picture  is  somewhat  variable.  The 
problem  of  diagnosis  is  further  complicated 
by  the  variety  of  etiologic  conditions  which 
may  be  associated.  However,  although  the 
diagnosis  can  be  made  with  absolute  cer- 
tainty only  by  pathologic  examination  of 
the  lungs  in  fatal  cases,  in  my  opinion  it  is 
unlikely  that  the  disease  would  very  often 
be  confused  with  anything  else  provided  its 
effect  on  the  blood  coagulation  mechanism 
is  appreciated,  and  the  possibility  of  its  oc- 
currence is  kept  clearly  in  mind. 

Case  Reports 

Case  1 — Mrs.  C.  B.,  De  Paul  Hospital  No. 
57-14000,  was  a 31-year-old  clinic  patient, 
gravida  ix,  para  v,  admitted  in  labor  after 
an  episode  of  bleeding  at  home.  A diagnosis 
of  mild  premature  separation  of  the  placenta 
was  made  and  amniotomy  was  performed. 
Approximately  four  and  a half  hours  later 
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she  developed  sudden  dyspnea  and  became 
comatose,  with  blood  pressure  unobtainable. 
Respirations  ceased  within  five  minutes  of 
the  onset  of  symptoms.  A post-mortem 
cesarean  section  was  performed,  with  deliv- 
ery of  a living  infant.  Autopsy  confirmed 
the  impression  of  amniotic  fluid  embolism. 
A small  area  of  placental  separation  was  also 
demonstrated. 

Comment — This  case  is  an  example  of 
what  might  be  called  "classical”  amniotic 
fluid  embolism.  The  avenue  of  entry  of  the 
fluid  appears  to  have  been  the  area  of  pla- 
cental separation. 

At  the  present  time  no  specific  treatment 
is  known  for  massive  and  overwhelming 
embolization  of  this  type.  However,  if  any 
of  these  patients  are  to  be  saved  positive 
pressure  oxygen  therapy  is  essential.  It  has 
been  demonstrated  experimentally  that  posi- 
tive pressure  oxygenation  enables  dogs  to 
survive  ordinarily  lethal  injections  of  both 
meconium  and  thromboplastin.10  As  in 
thrombotic  embolism,  additional  emergency 
measures  probably  should  include  the  use 
of  drugs  to  counteract  reflex  pulmonary 
arteriolar  and  bronchiolar  spasm. 

Case  2 — Mrs.  G.  B.,  Norfolk  General  Hos- 
pital No.  A97770,  was  a 27-year-old  clinic 
patient,  gravida  iv,  para  iii,  with  known 
hypertensive  cardiovascular  disease.  She  had 
no  prenatal  care  and  was  admitted  in  early 
labor  with  superimposed  toxemia  of  preg- 
nancy. The  membranes  ruptured  spontane- 
ously shortly  after  admission.  Signs  of  con- 
gestive heart  failure  developed  and  rapid 
digitalization  was  carried  out.  An  internal 
podalic  version  and  extraction  of  the  fetus 
was  performed.  Afterwards  the  patient  was 
very  restless  and  respirations  were  short  and 
rapid.  She  became  progressively  worse  and 
died  about  1 1 hours  after  delivery  in  spite 
of  medical  treatment.  Findings  at  autopsy 
were  pulmonary  edema  and  the  character- 
istic glomerular  lesions  of  toxemia.  In  addi- 
tion there  were  occasional  clumps  of  squa- 
mous cells  and  large  numbers  of  leucocytes 
in  the  pulmonary  vessels. 


Comment — This  case  is  presented  as  an 
example  of  a lesser  degree  of  embolization. 
Although  the  part  played  by  the  infusion  of 
amniotic  fluid  in  causing  the  patient’s  death 
is  difficult  to  assess  in  this  instance,  the  prob- 
ability exists  that  it  was  a contributing  fac- 
tor. In  any  event  the  case  demonstrates  that 
amniotic  fluid  may  enter  the  maternal  cir- 
culation in  amounts  insufficient  to  cause 
immediate  death. 

Case  3* — Mrs.  R.O.,  Norfolk  General 
Hospital  No.  B11047,  was  a 30-year-old 
clinic  patient,  gravida  viii,  para  vi,  who  en- 
tered the  hospital  in  early  labor  following 
premature  rupture  of  the  membranes  36 
hours  earlier.  Near  the  end  of  the  first  stage 
of  labor  she  suddenly  became  dyspneic  and 
apprehensive,  after  which  she  developed  a 
violent  chill.  Delivery  was  accomplished 
soon  thereafter.  About  30  minutes  follow- 
ing delivery  she  began  to  have  excessive 
vaginal  bleeding  and  soon  went  into  pro- 
found shock,  with  unobtainable  blood  pres- 
sure and  a pulse  rate  of  200  per  minute. 
Examination  revealed  a cervical  laceration 
with  extension  into  the  lower  uterine  seg- 
ment. The  shock  appeared  greatly  out  of 
proportion  to  blood  loss  and,  moreover,  did 
not  respond  to  massive  blood  replacement. 
The  patient  was  taken  immediately  to  the 
operating  room  and  a hysterectomy  per- 
formed. A retroperitoneal  hematoma  was 
present  but  there  had  been  no  hemorrhage 
into  the  abdominal  cavity.  Blood  drawn  for 
cross-matching  failed  to  clot  and  it  was  also 
noted  that  there  was  oozing  of  blood  from 
cut  surfaces.  The  plasma  fibrinogen  level 
was  determined  to  be  only  140  mg.  per  cent 
after  4000  cc.  blood  had  been  given.  Fol- 
lowing administration  of  one  unit  (2.42 
gms.)  of  fibrinogen  coagulation  took  place 
normally  and  the  blood  pressure  and  pulse 
subsequently  returned  to  normal.  The  post- 
operative recovery  was  uneventful. 

Comment — This  case  is  interpreted  as  an 
instance  of  sublethal  amniotic  fluid  embo- 

::'A  detailed  analysis  of  this  case  is  being  reported 
elsewhere.11 
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lism  complicating  rupture  of  the  uterus.  A 
number  of  cases  of  fatal  amniotic  fluid  em- 
bolism have  been  reported  in  association  with 
rupture  of  the  lower  uterine  segment,  thus 
establishing  this  type  of  rupture  as  one  of 
the  ways  in  which  amniotic  fluid  may  enter 
the  maternal  circulation.11 

Case  4* — Mrs.  D.H.,  Norfolk  General 
Hospital  No.  B311141,  was  a 23-year-old 
private  patient,  gravida  iii,  para  ii.  She  had 
an  apparently  normal  labor  and  delivery  but 
sustained  a laceration  of  the  vagina  and  also 
the  cervix.  After  the  lacerations  were  re- 
paired she  continued  to  bleed  heavily  from 
the  uterus  and  went  into  profound  shock. 
Packing  of  the  uterus  did  not  control  the 
bleeding.  Because  of  difficulty  experienced 
in  cross-matching  blood  there  was  some  de- 
lay in  transfusing  the  patient.  As  the  hem- 
orrhage was  at  this  time  uncontrollable  she 
was  taken  to  the  operating  room  and  a 
hysterectomy  was  performed.  Prior  to  trans- 
fusing the  patient  the  plasma  fibrinogen 
level  was  determined  to  be  only  110  mg.  per 
cent.  The  shock  -was  then  successfully 
treated  by  transfusion  and  administration  of 
fibrinogen.  The  following  day  the  fibrino- 
gen level  had  risen  to  230  mg.  per  cent. 

Comment — This  case  is  also  interpreted 
as  an  instance  of  nonfatal  amniotic  fluid 
embolism  even  though  there  was  no  apparent 
respiratory  distress  in  labor.  There  was  no 
evidence  whatever  of  abruptio  placentae, 
and  the  severe  shock  and  fibrinogen  defi- 
ciency cannot  be  accounted  for  by  any 
known  entity  other  than  amniotic  fluid  in- 
fusion. 

Summary  and  Conclusions 

Amniotic  fluid  embolism  (infusion)  con- 
stitutes a serious  hazard  for  the  woman  in 
labor.  The  clinical  picture  may  vary  from 
sudden  death  due  to  overwhelming  pul- 
monary vascular  obstruction  to  lesser  degrees 
of  embolization  in  which  the  most  prom- 
inent manifestations  are  shock  and  defi- 
brination of  the  blood. 

::'I  am  indebted  to  Dr.  William  P.  Irvin  for  per- 
mission to  report  this  case. 


A series  of  case  reports  has  been  presented 
to  illustrate  the  clinical  range  of  the  syn- 
drome. 

Physicians  attending  parturient  women 
should  be  constantly  alert  to  the  possibility 
of  infusions  of  amniotic  fluid  into  the  ma- 
ternal circulation,  since  by  prompt  recog- 
nition and  treatment  it  may  be  possible  in 
some  instances  to  prevent  a fatal  outcome. 

Since  the  most  constantly  associated  pre- 
disposing factor  is  tumultuous  labor,  it  may 
be  concluded  that  the  chief  hope  of  preven- 
tion lies  in  the  control  of  such  labor  by 
sedative  drugs — or  perhaps  at  times  even 
light  ether  anesthesia — and  in  the  adherence 
to  rigid  criteria  for,  and  extreme  caution  in, 
the  use  of  pitocin  stimulation. 

Treatment  should  be  directed  initially 
toward  alleviation  of  the  effects  of  acute 
obstruction  of  the  pulmonary  vascular  bed 
and  subsequently  to  correction  of  the  fre- 
quently associated  fibrinogen  deficiency,  the 
essential  needs  being,  respectively,  positive 
pressure  oxygenation  and  administration 
of  fibrinogen.  Ancillary  measures  should 
include  drug  therapy  (atropine,  papaverine, 
aminophylline,  etc.)  to  counteract  pulmon- 
ary arteriolar  and  bronchiolar  spasm,  re- 
placement of  blood  when  indicated,  prompt 
treatment  of  associated  conditions  such  as 
uterine  and  cervical  lacerations,  and  addi- 
tional supportive  therapy  as  required. 

References 

1.  Meyer,  J.  R.:  Embolia  pulmonar  amnio-caseosa. 

Brasil-med.  2:301,  1926. 

2.  Steiner,  P.  E.,  and  Lushbaugh,  C.  C.:  Maternal 

pulmonary  embolism  by  amniotic  fluid.  J.A. 

M.A.  117:  1245,  1941. 

3.  Barno,  A.,  and  Freeman,  D.  W.:  Amniotic  fluid 

embolism.  Am.  J.  Obstet.  & Gynec.  77:  1199, 

1959. 

4.  Ratnoff,  O.  D.,  and  Vosburgh,  G.  J.:  Observa- 

tions on  the  clotting  defect  in  amniotic-fluid 

embolism.  New  England  J.  Med.  247:  970, 

1952. 

5.  Weiner,  A.  E.,  and  Reid,  D.  E.:  The  pathogenesis 

of  amniotic-fluid  embolism.  III.  Coagulant 

activity  of  amniotic  fluid.  New  England  J. 

Med.  243:  597,  1950. 

6.  Reid,  D.  E.,  Weiner,  A.  E.,  and  Roby,  C.  C.:  I. 

Intravascular  clotting  and  afibrinogenemia, 


Volume  88,  July,  1961 


417 


the  presumptive  lethal  factors  in  the  syndrome 
of  amniotic  fluid  embolism.  Am.  J.  Obstet. 
& Gynec.  66:  465,  1953. 

7.  Reid,  D.  E.,  Roby,  C.  C.,  and  Weiner,  A.  E.: 

Coagulation  defects  in  severe  intrapartum 
and  postpartum  hemorrhage.  J.A.M.A.  161: 
1244,  1956. 

8.  Leary,  O.  C.,  and  Hertig,  A.  T.:  The  pathogene- 

sis of  amniotic  fluid  embolism.  I.  Possible 
placental  factors-aberrant  squamous  cells  in 
placentas.  New  England  J.  Med.  243:  5 88, 
1950. 

9.  Landing,  B.  H.:  The  pathogenesis  of  amniotic  - 


fluid  embolism.  II.  Uterine  factors.  New 
England  J.  Med.  243:  590,  1950. 

10.  Schneider,  C.  L.,  and  Engstrom,  R.  M.:  Experi- 

mental pulmonary  arterial  occlusions:  Acute 
cor  pulmonale  simulating  "obstetrical  shock” 
of  late  pregnancy.  Am.  J.  Obstet.  & Gynec. 
68:  691,  1954. 

11.  Josey,  W.  E.,  Patterson,  W.  M.,  Wood,  H.  E., 

and  Jennings,  C.  L.,  Jr.:  Hypofibrinogenemia 
and  presumptive  amniotic  fluid  embolism  as- 
sociated with  rupture  of  the  uterus.  Am.  J. 
Obstet.  & Gynec.  In  press. 

7552  Virginian  Drive 
Norfolk,  Virginia 


Estrogen  Prevents  Disease 


There  is  increasing  evidence  that  estrogen, 
the  female  sex  hormone,  may  delay  or  pre- 
vent hardening  of  the  arteries  and  a bone 
disease  in  older  women. 

Writing  in  the  April  1st  Journal  of  the 
American  Medical  Association,  Dr.  Joseph 
Rogers,  Boston,  said:  "Increasing  evidence 
suggests  that  prolonged  cyclic  estrogen  ther- 
apy is  indicated  in  at  least  some  postmeno- 
pausal women  in  the  hope  of  delaying  or 
preventing  atherosclerosis  and  osteoporosis.” 
Osteoporosis  is  defined  as  a generalized  loss 
of  bone  mass  affecting  the  spine  most  severe- 
ly which  occurs  in  a small  percentage  of 
women  after  the  menopause.  The  disease 
can  be  effectively  treated  with  estrogen. 
Furthermore,  studies  have  shown  that  the 
disease  did  not  occur  in  women  given  estro- 
gen, indicating  a preventive  effect. 

There  also  is  evidence  linking  decreased 
production  of  estrogen  with  the  sharp  rise 


in  incidence  of  hardening  of  the  coronary 
arteries  in  women  in  their  sixties.  Other 
studies  indicated  a decreased  incidence  of 
hardening  of  the  arteries  in  women  receiv- 
ing estrogen. 

Preliminary  observations  suggest  that 
there  is  considerable  variation  in  the  degree 
of  estrogen  deficiency  in  postmenopausal 
women.  With  further  improvement  of  pres- 
ent techniques,  it  will  be  possible  to  select 
those  women  in  whom  estrogen  replacement 
is  clearly  desirable. 

Dr.  Rogers’  report  also  pointed  out  that 
the  menopause  may  occur  between  40  and 
5 5 years  of  age  but  actually  is  occurring  at 
progressively  later  ages,  the  current  average 
being  49. 

With  the  rapid  increase  in  life  expectancy 
of  women,  the  average  woman  can  now 
expect  to  live  at  least  24  years  after  the 
menopause. 
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Menometrorrhagia  Secondary  to 
Panhematocytopenia  Controlled  by 
Norethindrone 

Case  Report 


Experience  with  a netv  drug  indi- 
cates that  it  may  control  uterine 
bleeding  even  ivhen  the  underly- 
ing disease  is  unaffected. 


THAT  IRREGULAR  and  profuse  vag- 
inal bleeding  may  be  the  presenting 
symptom  of  a blood  dyscrasia  is  well  known. 
It  has  even  been  stated  that  this  occurs  in 
about  10%  of  females  with  blood  dyscra- 
sias.3  Treatment  of  this  manifestation  of 
the  blood  abnormality  from  the  gynecologi- 
cal standpoint  presents  many  difficulties. 
Medically  such  drugs  as  cortisone,  vitamins 
C & K,  Premarin®,  calcium  and  parathor- 
mone, ergot,  snake  venom,  antuitrin,  and 
testosterone  have  all  been  tried  without  suc- 
cess; while  surgically  the  gynecologist  has 
employed  dilatation  and  curettage,  vaginal 
and/or  uterine  packing,  intrauterine  appli- 
cation of  radium,  ovarian  irradiation  and 
hysterectomy.2,3,5,6’7,8,10’12 

The  following  is  a case  report  of  possible 
drug  induced  panhematocytopenia  with 
profuse  and  prolonged  vaginal  bleeding  un- 
responsive to  medical  and  surgical  therapy 
until  one  of  the  newer  progestational  agents 
was  used. 

Case  Report 

F.P.  (DPH  59-25920),  a 45-year-old 


F.  T.  GIVEN,  Jr.,  M.D. 

H.  E.  MATTOX,  M.D. 

Norfolk,  Virginia 

white  female,  gravida  II,  para  II,  abortus  O, 
was  initially  admitted  to  the  gynecology 
service  May  29,  1959,  complaining  that  she 
had  been  having  continuous,  profuse,  pain- 
less vaginal  bleeding  since  April  22,  1959. 
Her  last  menstrual  period  was  March,  1959, 
prior  to  which  her  menstrual  periods  had 
been  regular  every  28  days.  There  was  no 
history  of  bleeding  from  other  sites,  but  she 
had  recently  noted  dizziness  and  exertional 
dyspnea. 

Past  history  revealed  that  she  had  had  four 
previous  DePaul  Hospital  admissions  for  cor- 
rection of  bilateral  varicose  veins  by  ligation 
and  stripping  and  for  debridement  and  ex- 
cision of  ulcerations  of  the  legs  with  skin 
grafts  to  the  affected  areas.  During  her  last 
hospitalization  here,  discharge  occurring 
February  21,  1959,  she  had  received  tetra- 
cyline  and  chloramphenicol,  the  latter  being 
given  only  during  the  last  five  days  while  in 
the  hospital.  Further  operations  included 
tonsillectomy  and  adenoidectomy,  appendec- 
tomy, bilateral  tubal  ligation,  several  skin 
grafting  procedures  for  correction  of  "birth 
marks”  about  the  face  and  perineum  and  for 
an  ulceration  on  the  leg. 

On  physical  examination  she  evidenced 
marked  obesity,  hypertension  (210/120),  a 
waxy  pallor,  numerous  scattered,  pigmented 
proven  seborrheic  keratotic  skin  lesions,  ex- 
otropia,  multiple  dental  caries,  cardiac  en- 
largement and  a Grade  II  precordial  systolic 
murmur.  The  spleen  was  not  felt,  and  there 
were  no  enlarged  lymph  nodes.  On  pelvic 
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examination  a marked  paleness  of  the  vaginal 
mucosa  was  seen  along  with  a small  clean 
cervix  through  which  bright  blood  was 
oozing.  The  uterus  was  normal,  and  the 
adnexae  were  without  masses. 

The  hemoglobin  on  admission  was  3.7 
gms.,  hematocrit  1 1 , WBC  3,650,  RBC  1.19, 
polys  3 5,  lymphs  65,  platelets  17,850,  retic- 
ulocytes 3.6,  Lee-White  clotting  time  10' 
15",  bleeding  time  5 minutes.  A catherized 
urinalysis  contained  four  plus  albumin  and 
was  loaded  with  RBC.  Pap  smear  was  Class 
II.  The  remainder  of  the  laboratory  studies 
were  within  normal  limits. 

After  hospitalization  a medical  consul- 
tant recommended  immediate  whole  blood 
administration.  Three  thousand  (3000) 
c.c.  of  blood  was  given,  and  the  hemoglobin 
rose  to  7.9  gms.  and  hematocrit  to  21.  The 
WBC  remained  low  at  2,800  as  well  as  the 
platelet  count  2,700.  Reticulocytes  0.3%. 
Sternal  bone  marrow  aspiration  revealed 
severely  hypoplastic  marrow  with  panhema- 
tocytopenia. 

The  patient  was  transferred  to  the  med- 
ical service  where  despite  intravenous  Pre- 
marin  vaginal  bleeding  persisted.  Many  units 
of  fresh  whole  blood  were  administered 
along  with  vitamins  and  intra-muscular  iron 
without  correction  of  the  persistent  dyscra- 
sia.  Steroids  (dexamethasone  6 mg. /day) 
were  also  given  without  success.  All  blood 
studies  continued  to  reveal  low  hemo- 
globin and  hematocrit  values  as  well  as  low 
platelet  and  white  blood  counts.  An  endo- 
metrial aspiration  biopsy  revealed  chronic 
endometritis.  Bleeding  continued,  and  a di- 
latation and  curettage  was  done  June  23, 
1959,  without  definite  intrauterine  abnor- 
malities being  found:  pathological  diagnosis 
again  being  chronic  endometritis.  Blood 
loss  at  the  time  of  surgery  was  minimal. 

Postoperatively  oral  Premarin  (1.25  mg./ 
day)  was  started  and  increased  in  seven  days 
to  2.5  mg. /day  because  of  profuse  vaginal 
bleeding.  Prednisone®  therapy  was  started 
and  administered  in  decreasing  doses.  Blood 
was  then  withheld  to  allow  the  bone  marrow 
to  regenerate;  however,  with  the  heavy 


vaginal  bleeding  the  hemoglobin  slowly  fell. 
Acute  cystitis  and  pyelitis  developed  on  July 
8,  1959. 

On  July  12,  1959,  nineteen  days  after 
institution  of  Premarin,  Norethindrone  20 
mgs. /day  was  started.  Subsequently,  except 
for  intermittent  mild  spotting  no  further 
vaginal  hemorrhage  occurred.  The  patient 
did  develop  urinary  incontinence  with 
marked  hematuria  in  association  with  hema- 
temesis.  Repeat  bone  marrow  studies  con- 
tinued to  evidence  markedly  hypoplastic 
bone  marrow  with  panhematocytopenia, 
and  the  peripheral  blood  smear  was  consis- 
tent with  this.  Intermittently  more  whole 
blood  was  administered,  and  tranfusion  re- 
actions occurred.  Hematuria  increased. 
Temperature  began  to  rise  August  4,  1959, 
and  remained  elevated  until  demise.  Mul- 
tiple antibiotics  were  utilized  without  ben- 
efit. The  patient  continued  to  complain  of 
severe  intermittent  suprapubic  pain  in  as- 
sociation with  the  hematuria.  Norethindrone 
was  continued,  and  no  vaginal  bleeding  was 
noted.  On  August  12,  1959,  after  a total 
of  20,500  c.c.  of  whole  blood  the  patient 
expired. 

At  autopsy  the  right  renal  pelvis  and 
bladder  were  filled  with  blood,  and  on  mi- 
croscopic examination  hemorrhagic  and 
necrotizing  pyelitis  associated  with  necro- 
tizing cystitis  was  observed.  The  stomach 
and  intestines  also  contained  a large  amount 
of  blood.  In  contrast  the  uterine  cavity  was 
empty,  the  endometrium  appearing  pink, 
soft  and  velvety.  A 2 cm.  posterior  wall 
submucosal  myoma  was  found  along  with 
several  smaller  subserosal  nodules.  The  en- 
dometrial stroma  was  markedly  swollen, 
composed  of  pseudo-decidua;  while  there 
was  necrosis  with  hemorrhage  within  the 
small  myoma.  A 6 x 4 x 3 cm.  hemorrhagic 
corpus  luteum  of  the  right  ovary  was  also 
noted. 

Discussion 

Our  case  serves  to  reiterate  the  point  that 
patients  with  abnormal  uterine  bleeding  still 
need  a good  blood  smear,  a fact  which  has 
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often  been  emphasized  but  frequently  over- 
looked.4,5,9  Blood  dyscrasias  are  idiopathic  or 
secondary  to  chemicals  or  drugs,  which  this 
case  may  be.  As  more  new  drugs  are  used, 
we  may  encounter  more  cases  of  panhema- 
tocytopenia  due  to  idiosyncrasies.  The  treat- 
ment of  this  abnormality  poses  many  prob- 
lems. Although  our  patient  finally  suc- 
cumbed as  a result  of  the  hemorrhagic  dia- 
thesis from  many  systems  other  than  the 
genital,  there  is  a possibility  that  with  some 
patients  the  main  problem  may  be  one  of 
uterine  bleeding;  and  if  this  can  be  con- 
trolled by  the  newer  more  potent  proges- 
tational agents,  then  the  patient  may  need 
fewer  transfusions;  and  there  is  a possibility 
that  life  may  be  prolonged. 

In  reviewing  the  literature  there  were 
only  a few  sporadic  cases  reported  concern- 
ing the  treatment  of  uterine  bleeding  in 
patients  with  panhematocytopenia,3^'1 2 and 
all  methods  seem  unsuccessful  except  for  an 
occasional  patient  who  survived  for  several 
years  following  hysterectomy.3,12  It  is  pos- 
sible that  abnormal  uterine  bleeding  does  not 
occur  frequently  in  panhematocytopenia. 
In  a careful  study  of  patients  in  a large 
hematology  clinic  there  was  only  one  case 
out  of  fifteen  with  panhematocytopenia 
who  had  hypermenorrhea  as  compared  with 
eleven  cases  out  of  forty-five  with  thrombo- 
cytopenic purpura.2 

Since  in  cur  case  the  uterine  bleeding 
could  not  be  medically  controlled,  we  felt 
that  the  mere  fact  that  a blood  dyscrasia  was 
present  did  not  preclude  uterine  pathology. 
Therefore,  our  patient  had  a dilatation  and 
curettage  with  no  abnormal  gross  findings 
being  noted.  This  fact  initially  was  in  con- 
tradistinction to  the  feeling  of  Barnes  that 
there  are  local  pelvic  organic  findings  caused 
usually  by  the  coagulation  defect  sufficient 
to  explain  the  uterine  bleeding.  At  autopsy, 
however,  a small  necrotic  hemorrhagic  my- 
oma and  a persistent  hemorrhagic  corpus 
luteum  was  found.  Despite  these  unsus- 
pected findings  the  Norethindrone  was 
effective  to  control  bleeding  from  the  re- 
sponsive endometrial  lining. 


There  have  been  no  references  available 
concerning  a similar  use  of  these  compounds 
except  in  a discussion  of  a paper  on  the 
progestational  19-nor  steroids,  Ross11  stated 
that  their  clinic  had  very  satisfactory  ex- 


Fig.  1.  Endometrium  at  the  time  of  curettage.  High  pow- 
er view  showing  a gland  without  evidence  of  secretory 
activity  and  some  lymphocytic  infiltration.  This  was 
interpreted  as  chronic  endometritis. 
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Fig.  2.  End  metrium  at  autopsy.  Low  power  view  in 
which  the  luxurious  growth  of  pseudo-decidua  in  re- 
sponse to  Norethindrone  is  evident. 


Fig.  3.  High  power  view  of  endometrial  gland  illus- 
trating the  secretory  activity. 
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periences  with  these  drugs  in  two  instances 
of  young  girls  with  vascular  hemophilia. 

We  report  this  case  to  show  the  hemo- 
static endometrial  response  which  we  were 
able  to  obtain  in  a patient  with  a blood 
dyscrasia  by  the  use  of  a Progestin,  Nore- 
thindrone.  It  is  hoped  that  our  experience 
may  serve  to  assist  other  gynecologists  who 
are  called  to  treat  patients  with  similar  prob- 
lems. Indeed,  it  would  be  helpful  if  uterine 
bleeding  due  to  blood  dyscrasias  could  be 
controlled  by  this  medical  method  rather 
than  by  surgery  in  these  poor  risk  patients. 

Summary 

A case  is  reported  of  a patient  with  pan- 
hematocytopenia  with  persistent  and  pro- 
fuse uterine  bleeding  treated  with  Norethin- 
drone  resulting  in  a complete  control  of 
uterine  hemorrhage  until  demise. 
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Gallstones  Not  Related  to  Gallbladder  Cancer 


Cancer  of  the  gallbladder  is  not  related 
to  the  presence  of  gallstones,  a study  has 
indicated. 

Four  researchers,  writing  in  the  May  6th 
Journal  of  the  American  Medical  Associa- 
tion, said  the  incidence  of  cancer  in  the 
presence  of  gallstones  was  only  1.2  per  cent 
in  a series  of  1,396  patients  whose  gallblad- 
ders were  removed.  The  incidence  of  cancer 
in  the  absence  of  gallstones  was  2.2  per  cent. 

"There  is  no  significant  statistical  differ- 


ence between  the  incidences  with  and  with- 
out stones.” 

The  incidence  of  cancer  in  the  series  was 
1.4  per  cent  and  the  incidence  of  gallstones 
was  86.9  per  cent. 

Authors  of  the  article  are  Herbert  Der- 
man,  M.D.;  David  S.  Gerbarg,  M.D.;  James 
H.  Kelly,  D.P.H.;  Stephen  Pauker  and  Je- 
rome Singer,  City  of  Kingston  Laboratory, 
Kingston,  N.Y. 
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ODE  TO  A YOUNG  GYNIATRICIAN 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Young  Man,  ere  you  hang  your  shingle 
Harken  to  a word  or  two; 

Though  I have  not  all  the  answers, 
Listening  may  be  good  for  you. 

When  you  ponder  painful  pelves, 

Though  gynecic  be  the  cause, 

Do  not  dwell  on  things  organic — 

Search  the  psyche,  too,  for  flaws. 

Ape  you  not  the  Cervix-Tweaker, 

Leaving  long  his  trail  of  scars; 

All  the  better  obstetricians 

Are  the  ones  with  long  cigars. 

Do  you  see  the  Wanton  Wedgeman 
Whittling  ovaries  on  the  fly? 

How  he  leaps  to  whack  their  cysts  out 
Ere  they  vanish  by-and-by! 

When  you  meet  with  retroversions 
For  Kelly-Simpsons  do  not  thirst; 

Ninety-nine  per  cent  are  harmless — 

Treat  them  with  a pessary  first. 

Do  not  call  your  life’s  best  interest, 
Muscularity  though  she  lack, 

A "constipated  female  biped 
With  a misery  in  her  back.” 

When  consulting  with  a colleague 
Rankle  not  if  he  dissent; 

Let  each  man  his  own  opinion 
Foster,  nurture,  and  present. 

Cling  not  fast  to  any  dogma 

Else  Monday’s  right  be  Tuesday’s  wrong; 

Bigots  have  no  place  in  Healing — 

Through  your  equity  be  strong. 

Do  not  shirk  your  civic  duties 
Narrow-minded  lest  you  get — 

Give  your  time  and  substance  freely, 

Deeds  from  thinking  to  beget. 

Balance  out  your  sense  of  values — 

God,  State,  country,  children,  wife, 

Practice,  hobbies,  recreation — 

Get  the  uttermost  from  life. 


1200  Prince  Edward  Street 
Fredericksburg,  Virginia 
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Edited  by 

RICHARD  J.  ACKART,  M.D. 

The  author  of  this  editorial,  Dr.  Robert  L.  Schaeffer,  has  served  The  Allentown 
Hospital  in  Allentown,  Pa.,  for  wore  than  half  a century  as  assistant  surgeon,  anes- 
thetist, surgeon-in-chief  and,  since  1924,  as  chief  of  staff.  He  was  graduated  from  the 
University  of  Pennsylvania  Medical  School  in  1908.  Highly  respected  and  well-known 
throughout  Pennsylvania,  he  is  a former  president  and  now  a trustee  of  the  Medical 
Association  of  Pennsylvania  and  former  President  of  the  Lehigh  Valley  Medical  Asso- 
ciation. This  editorial  about  hospital  usage  is  reprinted  with  his  permission  and  that 
of  THE  JOURNAL  of  the  Allentown  Hospital. 


A Word  to  Doctors — From  a Doctor. 

ROBERT  L.  SCHAEFFER,  M.D. 
Allentown,  Pennsylvania 

Thirty  or  more  years  ago,  a group  of  low 
income  teachers,  in  Texas,  realized  that  they 
needed  some  plan  of  prepaid  hospital  and 
medical  care. 

The  idea  spread  rapidly,  and  today  almost 
57  million  people  in  the  United  States  and 
Canada  are  covered  by  Blue  Cross,  for  hos- 
pital bills.  And  Blue  Shield,  for  doctor  bills, 
has  47,000,000  members. 

These  prepaid  plans  spread  rapidly  be- 
cause there  was  no  other  plan  or  any  kind 
of  insurance  to  provide  the  same  or  as  great 
benefits.  Blue  Cross  and  Blue  Shield  plans 
believe  that  health  care  financing,  organized 
as  a community  service  and  not  for  profit, 
is  in  the  best  interest  of  subscribers,  doctors, 
hospitals  and  the  general  public. 

The  goal  of  these  plans  is  service,  rather 
than  profit.  The  concern  is  protection, 
rather  than  cost.  Should  Blue  Cross  and  Blue 
Shield  ever  fail,  in  my  opinion,  there  will  be 
Government  control  of  medicine. 

Hospitals  and  the  doctors  can  prevent 
their  failure  by  curtailing  the  costs  of  hos- 
pital and  medical  care  by  adhering  to  the 
following  Don’ts: 

1.  DON’T  put  a patient  in  a hospital  bed 
just  because  he  wants  to  be  there  or  be- 
cause it  is  more  convenient  for  the  doc- 
tor to  have  him  there. 


2.  DON’T  order  expensive  services  that 
are  not  really  needed  just  because  the 
patient  thinks  he  needs  them  and  they 
won’t  do  any  harm — and,  besides,  he  is 
covered  by  insurance. 

3.  DON’T  order  a patient  admitted  on 
Saturday  when  nothing  is  going  to  be 
dene  for  him  until  the  doctor  visits  him 
Monday.  In  this  respect,  pre-admission 
laboratory  testing  would  be  very  help- 
ful. 

4.  DON’T  have  a patient  put  in  a hospital 
bed  purely  for  diagnostic  purposes  that 
can  be  accomplished  as  easily  or  better 
in  the  out-patient  department  or  the 
office  of  a specialist. 

5.  DON’T  hold  up  a patient’s  discharge 
because  of  his  family’s  convenience  or 
for  some  other  relatively  unimportant 
reason. 

It  is  quite  easy,  of  course,  to  tell  a doctor 
what  not  to  do.  There  are  pressures  upon 
him  from  his  patients.  The  doctor  is  in 
business  for  himself  and  unless  his  patients 
like  him  they  will  choose  another  physician. 
But  until  better  public  attitudes  are  adopted 
by  many  doctors  we  are  not  even  going  to 
get  our  feet  wet  in  reducing  or  holding  the 
line  in  the  costs  of  health  care. 

It  requires  a strong  professional  con- 
science on  the  part  of  the  physician  to  resist 
pressures  by  the  patient. 

Hospital  administrators  must  rely  on  you 
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to  forestall  unreasonable  demands.  Explain 
to  the  patient  that,  either  through  igno- 
rance or  indifference,  he  is  acting  against 
his  own  ultimate  self-interest  by  raising 
today’s  hospital  costs  even  higher. 

Point  out  to  him  that  by  taking  up  a 
hospital  bed  unnecessarily  he  may  prevent 
the  admission  of  someone  who  is  critically 
ill,  and  that  some  day  the  tables  might  be 
turned  on  him. 

Appeal  to  his  pride  by  pointing  out  that 
by  calling  upon  a hospital  for  unnecessary 
service,  he  is  really  asking  someone  else  to 
shoulder  his  bills,  since  hospital  and  insur- 
ance rates  are  based  on  over-all  expenditures. 

A progressive  step  by  Blue  Cross  has  been 
the  introduction  of  its  Co-Pay  Comprehen- 
sive contract,  based  on  the  co-insurance 
principle.  (I  know  something  about  these 
things  because  I serve  on  a Blue  Cross  Board 
of  Directors.) 

This  agreement  with  the  subscriber,  di- 
rected in  part  toward  eliminating  unwise 
hospitalization,  offers  the  highest  in  in- 
patient benefits  as  well  as  out-patient  diag- 
nostic service  but  does  require  hospitalized 
patients  to  pay  a modest  daily  payment  out 
of  their  own  pockets.  There  is  nothing  so 
effective  in  cutting  down  unneeded  occu- 
pancy of  hospital  beds  as  placing  some  of 
the  financial  responsibility  on  the  patient. 

The  function  of  the  hospital  in  the  com- 
munity is,  of  course,  to  take  care  of  sick 
people  when  they  are  sick  enough  to  require 
hospital  care.  Hospitals  are  primarily  serv- 
ice institutions  and  the  ace  in  the  hole  that 
hospitals  have  is  that  there  always  will  be 
hospitals.  They  may  be  financed  or  organ- 
ized in  some  other  way  than  now,  but  they 
will  always  be  here. 

Blue  Cross,  however,  is  a secondary  com- 
munity service  organization  solely  for  the 


purpose  of  perfecting  the  voluntary  method 
of  financing  hospital  care. 

Blue  Cross  is  not  an  insurance  company. 
It  uses  some  of  the  averaging  principles  of 
insurance  but  it  is  not  insurance  as  such.  Its 
purpose  is  still  what  it  originally  was — to 
provide  a voluntary  means  for  a whole  com- 
munity to  finance  hospital  care  for  the 
whole  community.  The  fact  that  we  have 
not  yet  reached  the  ideal  or  the  ultimate 
does  not  invalidate  the  objective. 

We  should  not  run  away  from  the  fact 
that  Blue  Cross  is  "social”  insurance.  Social 
insurance  is  a nasty  word  in  many  circles, 
but  we  cannot  run  away  from  it  because 
it  is  the  nature  of  the  problem. 

The  object  of  all  of  us — doctors,  hospitals 
and  Blue  Cross — is  not  to  preserve  hospitals 
and  Blue  Cross.  It  is  to  promote  the  health 
of  the  people. 

There  are  factors  which  affect  the  cost 
of  medical  care  that  cannot  be  controlled 
by  Blue  Cross,  Blue  Shield,  hospitals  or  doc- 
tors. One  of  these  is  medical  progress.  New 
techniques,  new  methods,  new  equipment, 
and  the  use  of  special  services — all  the  serv- 
ices the  public  wants  and  demands — have 
to  be  provided  within  reason.  Blue  Cross 
and  Blue  Shield  want  to  provide  them  and 
the  subscriber  ultimately  has  to  pay  for 
them. 

May  I ask  the  hospitals  and  the  doctors 
not  to  abuse  Blue  Cross  and  Blue  Shield 
so  that  these  plans  can  continue  providing 
all  the  hospital  and  medical  services  at  a 
cost  which  the  public  can  afford? 

Editor’s  Note:  The  Co-Pay  Contract  of  the  Al- 
lentown Plan  provides  for  payment  by  the  patient 
of  $5  per  in-hospital  day  to  a maximum  of  15  days 
per  year.  First  offered  in  April  of  1959,  it  is  avail- 
able to  subscribers  on  an  individual  option  basis; 
currently  9%  of  the  Plan’s  enrollment  is  under  this 
Contract. 
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Air  Pollution  Challenges  Virginia 

Air  pollution  problems  have  existed  in 
Virginia  for  a number  of  years,  and  may  be 
expected  to  increase  as  time  passes  for  a 
variety  of  reasons.  Let  us  examine  what 
facts  are  available  to  us: 

First,  there  are  the  factors  of  weather  and 
topography. 

There  is,  centered  over  North  Carolina, 
a large  area  which  is  subject  to  persistent 
periods  of  stagnation  and  thermal  inversion. 
During  such  periods,  the  capability  of  the 
atmosphere  to  disperse  and  dilute  air  con- 
taminants is  virtually  destroyed.  The  longer 
the  stagnation  period  lasts,  the  greater  is 
the  concentration  of  air  pollutants  held 
down  over  the  entire  area. 

It  is  true  that  high  stagnation  periods 
occur  most  frequently  south  of  our  borders. 
However,  the  Danville  and  Bristol  areas 
have  frequent  stagnations;  Richmond, 
Lynchburg  and  Roanoke  fairly  frequently; 
and  even  Metropolitan  Washington  has 
them  occasionally. 

Since  last  August,  there  have  been  five 
stagnation  periods,  lasting  four  days  or 
more,  covering  much  of  Virginia. 

Much  of  our  State  is  hilly  or  mountainous 
with  many  communities  located  in  valley 
bottoms.  Such  communities  are  subject  to 
pronounced  nighttime  thermal  inversions. 
In  the  evening  hours,  the  air  at  the  top  of 
the  valley  becomes  cooler  and,  therefore, 
heavier  than  the  air  at  the  floor  of  the  valley. 
Consequently,  this  cool  air  flows  down  slope 
to  the  valley  floor,  forcing  the  warmer  air 
to  the  top.  This  layer  of  warmer  air  acts 
as  a lid  to  hold  air  pollutants  low  in  the  val- 
ley until  the  rising  sun  again  warms  the 
valley  floor.  Obviously,  the  deeper  the  val- 
ley, the  longer  this  condition  persists. 

Virginia  communities  already  plagued 
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with  this  "valley  effect”  include  Lynchburg, 
Bristol,  and  Covington.  Nocturnal  inver- 
sions occur  anywhere  in  Virginia,  with  or 
without  the  valley  effect.  During  the  fall, 
winter,  and  spring  months,  this  is  a regular 
occurrence  in  Richmond,  for  example. 

A great  proportion  of  our  population  is 
located  on  or  near  the  seacoast  in  our  Tide- 
water and  Peninsula  areas.  Here  the  so- 
called  "sea  breeze  effect”  can  complicate 
the  air  pollution  situation.  Cool  sea  breezes 
can  displace  upward  the  heated  air  mass 
over  the  land.  The  warmer  air  mass  then 
acts  as  a lid  to  hold  air  pollutants  low  over 
the  heavily  populated  areas. 

In  Virginia,  we  have  five  metropolitan 
areas — Washington,  which  includes  the  Vir- 
ginia communities  of  Fairfax,  Arlington  and 
Alexandria;  Norfolk,  with  Portsmouth, 
South  Norfolk,  Norfolk  County,  and  Prin- 
cess Anne  County;  Newport  News,  with 
Hampton  and  York  County;  Richmond, 
with  Henrico  and  Chesterfield  Counties; 
and  Roanoke,  with  Salem  and  Roanoke 
County.  Lynchburg,  with  Campbell,  Am- 
herst, and  Bedford  Counties  must  soon  be 
included  in  this  list.  All  of  these  areas  are 
experiencing  phenomenal  growth  — more 
people,  more  automobiles  and  trucks,  more 
industries,  more  fuel  burned,  and  an  ever- 
increasing  burden  of  pollution  on  the  local 
air  resources.  Time  is  running  out  in  these 
areas  unless  public  and  governmental  efforts 
to  conserve  our  atmospheric  resources  are 
stepped  up  soon. 

Air  pollution  problems  are  not  restricted 
to  large  urban  centers.  Even  rural  areas  can 
have  their  troubles. 

Some  of  our  communities  have  made  a 
beginning  in  control  of  their  air  pollution 
problems  by  enactment  of  ordinances.  Some 
of  these  political  subdivisions  have  some  de- 
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gree  of  enforcement  of  their  ordinances. 
The  general  situation  is  a long  way  from 
ideal  for  the  following  reasons: 

1.  Those  which  are  members  of  an  ur- 
ban complex  are  trying  to  carry  on  a 
program  by  themselves.  This  is  not  con- 
sidered practical.  Air  pollution  does  not 
respect  political  boundaries,  particularly 
during  times  of  stagnation  or  inversion. 
It  is  entirely  possible  for  good  control  to 
be  exercised  in  one  jurisdiction,  and  have 
the  benefits  almost  completely  negated  by 
lack  of  control  in  the  neighboring  juris- 
dictions. The  solution  lies  in  the  forma- 
tion of  air  pollution  control  districts  en- 
compassing entire  metropolitan  areas. 
This  however — and  this  is  very  important 
— would  require  enabling  legislation  by 
the  General  Assembly. 

2.  Present  local  programs  consists  al- 
most entirely  of  smoke  control  measures. 
Some  control  is  exercised  over  the  quality 
and  efficiency  of  fuel  burning  equipment. 
Inspections  of  stack  emissions  are  made 
only  by  visual  means  u'sing  the  Ringelman 
Chart. 

The  Virginia  Department  of  Health  rec- 
ognized several  years  ago  that  air  pollution 
control  services  based  almost  entirely  on 
visual  inspection  were  unfair,  on  occasion, 
to  both  complainer  and  alleged  air  polluter. 

Therefore,  it  was  resolved  to  build  up  a 
capability  so  that  complaint  situations  could 
be  studied  over  a significant  period  of  time 
and  with  reasonable  scientific  validity. 

Accordingly,  a few  instruments  were 
purchased,  including  seme  continuous,  au- 
tomatic air  sampling  devices. 

With  this  beginning,  a total  of  five  par- 
tial community  air  pollution  studies  were 
completed.  The  competence  and  value  of 
these  studies  increased  markedly  as  more  ex- 
perience was  gained. 

Experience  in  Virginia  has  shown  the  fol- 
lowing: 

1.  Industry  will  cooperate  with  a rea- 
sonable public  effort  for  air  pollution 
control.  The  types  of  industry  we  should 


try  to  attract  would  prefer  to  come  in 
under  a reasonable  existing  program  than 
take  a chance  on  an  uncertain  future. 

2.  Industries  may  be  wrongly  accused 
of  causing  local  problems.  A well-staffed 
and  equipped  public  agency  can  arrive  at 
the  truth  in  such  cases,  perhaps  prevent- 
ing lawsuits  and  preserving  jobs. 

3.  There  are  reasonable  means  of  cor- 
rection for  most  air  pollution  problems. 

Unfortunately,  a current  lack  of  funds, 
trained  personnel,  and  statutory  authority, 
together  with  new  responsibilities  in  other 
fields,  have  necessitated  curtailment  of 
State-level  air  pollution  control  activity. 

For  the  future,  the  following  steps  are 
necessary  if  Virginia  is  to  meet  the  air  pol- 
lution challenge: 

1.  There  must  be  State  legislation  with 
these  provisions: 

a.  Designate  the  State  Health  De- 
partment as  the  official  air  pollution 
control  agency  for  Virginia  with  power 
to  promulgate  minimum  rules  and  reg- 
ulations for  the  entire  State. 

b.  Enable  formation  of  air  pollution 
control  districts  in  local  areas  at  local 
discretion.  Such  districts  should  com- 
prise any  combination  of  cities,  towns, 
and  counties  as  dictated  by  local  con- 
ditions. Government  of  each  district 
should  be  by  a board  with  representa- 
tion from  each  political  subdivision  in- 
volved, with  the  State  Commissioner 
of  Health  or  his  deputy  as  chairman 
ex-officio. 

c.  Establish  the  State  agency  as  ad- 
visor and  technical  assistant  to  the  local 
districts,  and  as  the  control  authority 
in  areas  having  no  local  district. 

2.  At  the  local  level,  air  pollution  con- 
trol districts  should  be  formed  after  local 
technical  studies  have  shown  that  a need 
exists. 

3.  At  all  levels,  there  must  be  a thor- 
ough public  education  effort.  Industry 
especially  must  learn  to  understand  that 
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an  intelligent  and  reasonable  air  pollution 
control  program  is  to  its  eventual  advan- 
tage rather  than  disadvantage. 

All  agencies  of  the  State  Government 
render  tax-paid  public  services  as  demanded 
by  the  citizens  of  Virginia  through  their 
elected  delegates  and  senators  in  General 


Assembly.  Up  to  now,  no  citizens’  group 
has  made  a real  effort  to  have  a State  air 
pollution  control  agency  established.  Until 
such  an  effort  is  made,  and  succeeds,  the 
State  Health  Department  is  almost  power- 
less to  proceed  with  what  so  sorely  needs 
to  be  done. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


J an.- 

J an.- 

May 

May 

May 

May 

1961 

1960 

1961 

1960 

Brucellosis 

2 

2 

5 

13 

Diphtheria 

3 

0 

7 

5 

Hepatitis  (infectious) 

__  180 

61 

282 

+22 

Measles  

-.2139 

917 

3628 

+653 

Meningococcal  Infections 

__  7 

5 

24 

31 

Aseptic  Meningitis 

3 

0 

4 

0 

Poliomyelitis 

0 

0 

0 

0 

Rabies  (in  animals) 

16 

12 

124 

116 

Rocky  Mt.  Spotted  Fever 

__  5 

2 

3 

2 

Streptococcal  Infections 

__  539 

+51 

3114 

3+45 

Tularemia 

0 

2 

4 

22 

Tvphoid 

_ 0 

0 

1 

3 

Heart  Victims  Lead  Productive  Lives 


The  vast  majority  of  persons  with  heart 
disorders  can  be  returned  to  happy,  produc- 
tive lives.  Writing  in  the  April  15  th  Jour- 
nal of  the  American  Medical  Association, 
Dr.  Louis  B.  Newman,  Chicago,  said  prog- 
ress in  education  of  the  public  and  advances 
in  medical  research  have  made  rehabilitation 
possible  but  anxiety  still  is  a hindrance. 

"Even  though  most  persons  with  heart 
disorders  are  willing  and  able  to  work,  many 
are  unemployed — not  on  account  of  their 
heart  disease,  per  se,  but  as  a result  of  ap- 
prehension, anxiety,  and  fear  brought  about 
by  ill-advised,  unnecessary  activity  restric- 


tion, misunderstanding,  and  lack  of  orien- 
tation regarding  their  disease.” 

"Whether  at  home  or  on  the  job,  there 
must  be  a safe  activity  level  for  the  patient. 

"Special  concessions  or  sympathy  should 
have  no  place  in  the  life  of  the  cardiac  pa- 
tient. The  proper  occupational  activity  in 
most  cases  will  not  lead  to  progression  of 
the  heart  disease  or  deterioration  of  the  work 
capabilities  of  the  person.  On  the  contrary, 
many  of  these  individuals  show  improve- 
ment while  in  an  employed  status.” 

Dr.  Newman  is  chief  of  the  physical 
medicine  and  rehabilitation  service,  Veterans 
Administration  Research  Hospital. ' 
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Gains  in  Outpatient  Psychiatric  Services 

According  to  a report  in  the  November 
1960  issue  of  Public  Health  Reports,  Mental 
H>  'giene  Clinics  in  the  United  States  have 
increased  both  in  the  number  of  clinics  and 
the  number  of  professional  man  hours  per 
100,000  population  in  the  five-year  period 
1954  to  1959. 

The  increase  in  the  number  of  clinics 
was  200,  about  16%  in  the  five-year  period. 
The  professional  man  hours  increased  about 


an  increase  of  about  26%  over  the  1954-5  5 
period. 

The  number  of  clinics  operating  in  1959 
was  1,429.  Fifty-one  of  these  did  not  report 
man  hours. 

It  is  interesting  to  note  in  the  report  that 
Virginia  made  excellent  progress  during  the 
five-year  period.  The  number  of  profes- 
sional man  hours  was  4,695,  an  increase  of 
about  5 5%  for  1959  over  the  1954  period 
with  an  increase  of  about  53%  in  the  rate 


Rank  Order  of  States  According  to  Numrer  of  Scheduled  Professional  Man-Hours  Per  Week 
In  Outpatient  Psychiatric  Clinics  for  Each  100,000  Population,  1959 


State1 

Number 
Man-Hours 
Per  100,000 
Population 

Rank 

State1 

District  of  Columbia  

574 

27 

Utah .... 

New  York 

375 

28 

Iowa 

Massachusetts 

372 

29 

North  Carolina 

Connecticut 

268 

30 

Tennessee 

Kansas 

247 

31 

Indiana 

Colorado 

218 

32 

Wisconsin 

Hawaii  

193 

33 

Nebraska. . . 

Illinois 

191 

34 

Arkansas 

Maryland 

172 

35 

South  Dakota 

Rhode  Island 

170 

36 

Oregon 

Pennsylvania  

165 

37 

Oklahoma 

California 

158 

38 

Texas 

Alaska 

151 

39 

Arizona 

Ohio 

139 

40 

Alabama 

Vermont 

138 

41 

West  Virginia 

Delaware 

135 

42 

Maine 

New  Jersey.  . 

125 

43 

Georgia 

Virginia  

121 

44 

Kentucky 

Florida.  

120 

45 

Montana 

Nevada 

120 

46 

South  Carolina 

Missouri . . 

112 

47 

Puerto  Rico 

Michigan 

109 

48 

North  Dakota 

Louisiana 

108 

49 

Mississippi 

New  Hampshire. . . . 

104 

50 

Idaho 

Minnesota 

98 

51 

Wyoming 

Washington  . 

92 

52 

New  Mexico 

Rank 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 

26 


Number 
Man-Hours 
Per  100,000 
Population 


84 

80 

80 

78 

76 

73 

72 

69 

67 

66 

54 

50 

45 

43 

41 

38 

36 

35 

35 

33 

28 

25 

18 

15 

15 

14 


’Excludes  Virgin  Islands,  population  estimate  not  available. 


37%  per  week.  The  professional  man  hours 
per  100,000  population  was  145  for  1959, 

Edna  M.  Lantz,  Statistician,  Department  Mental 
Hygiene  and  Hospitals,  Richmond,  Virginia. 

Approved  for  publication  by  Commissioner,  De- 
partment Mental  Hygiene  and  Hospitals. 


to  general  population.  Virginia  increased 
at  a slightly  better  rate  than  the  national 
average. 

Virginia  ranked  18  th  in  the  number  of 
man  hours  per  100,000  general  population. 
The  Public  Health  Reports  published  the 
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preceding  tables  showing  the  rank  of  states, 
including  District  of  Columbia  and  Puerto 
Rico. 

The  recently  released  report  of  "The  Joint 
Commission  for  Mental  Health  and  Illness” 
recommends  that  community  mental  health 
services  be  doubled  in  the  next  five  years  and 
tripled  in  the  next  10. 

Because  of  Virginia’s  favorable  ranking 
this  rapid  expansion  may  not  be  necessary 


but  certainly  some  definite  growth  of  the 
Mental  Hygiene  Clinic  program  should  be 
anticipated. 

References 

U.S.  Department  of  Health,  Education,  and  Welfare, 
Public  Health  Service,  Public  Health  Reports 
75:  11,  November  1960 — Pages  1092,  1093, 
1094. 

Action  for  Mental  Health — Report  of  Joint  Commis- 
sion on  Mental  Illness  & Health — Basic  Books, 
Inc.,  N.Y. 


Lefties  Should  Not  Change 


Once  a child  has  indicated  he  is  left- 
handed  he  should  be  encouraged  to  develop 
his  left-handedness.  He  should  not  be 
prodded  into  becoming  right-handed  or 
ambidextrous.  This  is  the  consensus  of  a 
number  of  experts  quoted  in  an  article  in 
the  April  Today’s  Health  magazine,  pub- 
lished by  the  American  Medical  Association. 

During  the  first  months  of  life,  babies  are 
impartial  in  the  use  of  their  hands,  accord- 
ing to  Dr.  Arnold  Gesell,  a child-develop- 
ment authority.  However,  if  at  any  time 
between  18  months  and  five  years,  your 
child  shows  a definite  preference  for  his  left 
hand  you  should  make  no  attempt  to  force 
him  to  use  his  right  hand.” 

Forcing  him  to  make  this  change  can 
cause  an  emotional  disturbance,  according 
to  Dr.  Kurt  Rawitt,  a psychiatrist.  "On  an 
anatomic  level,  forcing  your  left-handed 
child  to  switch  his  hand  preference  can  lead 
to  awkwardness,  poor  muscle  coordination, 
slowness  in  thinking,  mutism  or  delayed 
speech,  stuttering  . . . and  difficulties  in 
writing  and  reading.  Furthermore,  you  can 
provoke  your  child,  through  conflicts,  into 
becoming  emotionally  affected.  ...  In  gen- 
eral, he  may  become  fearful,  insecure,  and 
unhappy.” 

There  are  at  least  two  schools  of  thought 
on  why  a child  is  left-handed.  The  minority 


view  is  that  the  preference  is  psychological. 
However,  most  psychiatrists  subscribe  to  a 
biologic  or  anatomic  explanation.  "Their 
explanation  has  been  based  upon  the  idea 
of  cerebral  dominance.  All  of  us,  they  say, 
have  a favored  side — hand,  eye,  foot — con- 
trolled by  the  opposite  side  of  the  brain  (the 
dominant  cerebral  hemisphere).” 

Mixed  dominance,  or  confused  sidedness, 
is  the  main  concern  of  physicians  of  the 
anatomic  school  today.  In  the  last  few  years, 
scientists  have  discovered  that  it  is  the  mixed 
dominant  children  who  have  the  highest 
percentage  of  stutterers,  retarded  readers, 
and  defective  writers.  Conversely,  the  cli- 
nicians have  come  up  with  evidence  that, 
among  southpaws,  non-stutterers  and  good 
readers  and  writers  are  strong  lefties  with  a 
clear-cut  sidedness. 

"Most  experts  . . . believe  that  develop- 
ing strongly  left-handed  children  is  so  im- 
portant that  a parent  should  have  clinical 
guidance  from  a pediatrician.” 

"A  psychiatrist  should  be  consulted  in 
case  there  are  seeming  emotional  problems 
in  raising  your  lefty.  Either  of  these  authori- 
ties should  be  able  to  weed  out  those  children 
who  are  only  psychological  lefties,  or  help 
you  guide  your  child  to  healthy  leftiness.” 

The  article  was  written  by  Jack  Kaplan. 
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Miscellaneous 


Professional  Immunity 

Recently,  a law  that  grants  professional 
immunity  to  physicians  who  give  first  aid  at 
the  scene  of  an  accident  went  into  effect 
in  California.  The  new  law  provides: 

"No  person  licensed  under  this  chapter 
(Business  and  Professional  Code)  who  in 
good  faith  renders  emergency  care  at  the 
scene  of  an  emergency  shall  be  liable  for  any 
civil  damages  as  a result  of  acts  or  omissions 
by  such  a person  in  rendering  emergency 
care.” 

What  can  happen  in  Massachusetts?  Any 
physician,  resident  or  not,  can  render  first 
aid  to  those  accepting  it,  or  in  a condition 
unable  to  refuse  it.  He  can  expect  to  get 
paid  for  it.  He  can  expect  Massachusetts 
courts  to  help  him  get  paid.  But  whether 
he  charges  or  not,  the  physician  can  be  held 
liable  for  any  civil  damages  arising  out  of 
his  contact  in  that  incident. 

It  is  very  difficult  for  a physician,  particu- 
larly if  he  has  his  bag  with  him,  to  keep  on 
going  when  he  sees  torn  bodies  or  the  likeli- 
hood of  a medical  need  on  the  road.  The 
story  of  the  good  Samaritan  has  conditioned 
most  of  us.  What  man,  medical  or  not,  does 
not  want  to  be  a neighbor  and  offer  his  serv- 
ices when  there  is  suffering  or  distress?  But 
the  injured  and  their  distraught  companions 
are  not  always  men  of  good  will.  Faced  with 
unexpected  apd  burdensome  bills,  they  may 
cast  about  for  ways  to  raise  some  money. 
Although  a mechanic  can  put  on  a tourni- 
quet inexpertly  and  cause  more  bleeding,  or 
compound  a simple  fracture  in  his  enthu- 
siasm to  be  of  assistance,  he  will  not  be  held 
liable  for  his  mistakes.  However,  if  a phy- 
sician in  all  innocence  and  compassion  gives 
a dose  of  morphine  in  a chance  emergency, 
and  the  patient  happens  to  be  allergic  to  it, 
he  can  be  sued  for  malpractice.  If  the  pa- 
tient happens  to  die  at  the  precise  moment 
of  any  physical  contact,  the  physician  may 
be  put  in  a bad  light. 


Absurdities  have  happened,  too,  and  to 
one  of  us.  Having  come  upon  a motorcycle 
accident  involving  fractures  of  the  legs,  the 
physician  properly  prepared  the  victim  for 
transportation  and  accompanied  him  to  the 
nearest  hospital.  This  turned  out  to  be  an 
institution  completely  devoid,  at  that  hour, 
of  its  own  medical  personnel.  So,  the  man’s 
fractures  were  reduced,  casts  applied,  and 
he  was  made  comfortable  for  the  night.  It 
was  quite  upsetting,  no  doubt,  to  the  book- 
keeping department  of  that  hospital  to  find 
that  the  patient  was  without  funds  or  in- 
surance. But  it  was  a real  jolt  to  the  phy- 
sician when  he  got  the  patient’s  bill  from 
that  hospital.  Now  the  law  says  that  who- 
ever seeks  medical  aid  for  another  is  liable 
for  that  bill.  It  would  have  made  an  inter- 
esting court  case  if  the  hospital  had  found 
it  necessary  to  press  its  charges. 

Remain  Incognito 

It  might  be  wise  legally,  when  a physician 
looks  in  on  an  accident  case,  to  remain  in- 
cognito and  to  go  his  way  after  he  has  rea- 
sonably satisfied  himself  that  no  serious 
emergency  exists.  A free  flow  of  air  should 
be  verified  and  a free  flow  of  blood  should  be 
stopped,  of  course.  Any  physician  should  risk 
the  likelihood  of  suit  in  life  or  death  cases — 
in  most  instances. 

An  interesting  side  observation  is  perti- 
nent to  this  fortuitous  appearance  at  an  ac- 
cident. Perhaps  the  physician  does  not  have 
his  bag  with  him.  Perhaps  he  is  barely  able 
to  stand  up  from  fatigue  or  the  flu.  Perhaps 
it  isn’t  much  of  an  accident  anyway,  but  the 
police  spot  his  caduceus  on  the  car  and  prac- 
tically commandeer  his  services.  How  can 
the  MD  refuse  in  front  of  a couple  of  hun- 
dred bystanders  and  a few  newspaper  men? 
How  much  good  does  that  physician’s  sign 
on  the  car  do  anyway?  It  doesn’t  necessarily 
let  him  drive  any  faster,  park  any  handier 
or  advertise  him  anymore  favorably.  But  it 
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may  highly  inconvenience  him  at  some  al- 
leged emergency. 

California’s  new  law  does  not  define  the 
word  emergency.  In  order  to  establish  some 
formal  precedent  in  print  for  the  benefit  of 
Massachusetts  physicans,  Massachusetts  Phy- 
sician has  defined  it  as  a situation  where  life 
is  endangered — or  where  there  is  need  for 
the  prevention  of  irreparable  developments. 
(Nov.  1954,  p.  48) 

California,  with  its  accentuated  traffic 
problems,  has  no  doubt  found  it  necessary, 
from  experience,  to  enact  its  new  law.  Must 


Massachusetts  physicians  be  sued  first  before 
requesting  protective  legislation?  Can  civil 
problems  he  anticipated  and  provisions 
made  for  them  as  for  traffic  problems?  We 
go  into  near  bankruptcy  building  safe  new 
roads  to  provide  for  the  traffic  expected  in 
the  years  to  come.  On  the  other  hand,  a 
physician  can  go  into  bankruptcy  right  now 
if  he  is  sued  in  the  pursuit  of  being  a good 
Samaritan. 

This  Editorial  appeared  in  the  November  1960  is- 
sue of  Massachusetts  Physicians  and  is  reprinted  with 
the  permission  of  the  Editor. 


New,  Killed  Poliovirus  Vaccine 


A new,  purified  and  concentrated  killed 
poliovirus  vaccine  has  proved  98  per  cent 
effective  in  a group  of  5 3 children,  mostly 
infants,  it  was  reported  in  the  May  6th 
Journal  of  the  American  Medical  Associa- 
tion. 

The  study  indicates  that  the  new  vaccine 
(Purivax)  can  provide  satisfactory  immu- 
nity against  all  three  poliovirus  types  in  over 
90  per  cent  of  persons  with  two  injections 
given  one  month  apart. 

The  Salk  vaccine  given  to  a control  group 
of  41  children  of  comparable  age  produced 
immunity  in  76  per  cent. 

The  study  was  reported  by  Drs.  Carl 
Weihl,  Cincinnati;  David  Cornfield,  Phila- 


delphia; Harris  D.  Riley,  Oklahoma  City; 
Nancy  Huang,  Philadelphia,  and  Henry 
Cramblett,  Winston-Salem,  N.C. 

The  new  vaccine  appears  to  fill  the  im- 
portant public  health  need  for  an  agent 
which  will  consistently,  rapidly,  and  safely 
immunize  nearly  all  recipients  against  all 
three  poliovirus  types. 

Although  the  presently  available  Salk 
vaccine  has  a high  level  of  effectiveness,  the 
problem  of  controlling  polio  is  "unfinished 
business”.  There  still  remains  much  room, 
not  only  for  improving  the  utilization  of 
the  vaccine,  but  also  for  improving  the 
efficacy  of  the  vaccine  itself,  moving  toward 
an  ideal  of  100  per  cent  efficacy. 
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QuhtenL  QuAtenLdu 

KEOGH  BILL:  The  House  has  passed  H.R.  10,  which  would  bring  substantial  tax  re- 
lief to  self-employed  persons.  Recent  reports  out  of  Washington  indicate,  however, 
that  the  bill  will  probably  encounter  strong  opposition  in  the  Senate.  Twice  before,  in 
195  8 and  19  59,  similar  proposals  died  in  the  Senate.  H.R.  10  would  permit  profes- 
sional men,  small  businessmen,  farmers  and  certain  other  self-employed  taxpayers  to 
defer  paying  income  tax  on  as  much  as  $2,5  00  a year  income  providing  this  money 
is  set  aside  in  specified  types  of  retirement  plans. 

KING  BILL:  Hearings  on  H.R.  4222  are  now  expected  to  begin  sometime  between 
July  10  and  the  end  of  the  month.  It  is  believed  that  nearly  all  state  medical  societies 
have  requested  permission  to  testify  in  opposition  to  the  bill. 

COST  UNDERESTIMATED:  Social  Security  planners  of  the  King  bill  have  appar- 
ently decided  that  their  original  estimates  of  the  cost  of  nursing  home  benefits  were 
"unrealistically  low”.  According  to  the  Wall  Street  Journal,  a new  cost  analysis  has 
been  made  and  there  is  talk  of  cutting  nursing  home  benefits  from  the  proposed  max- 
imum of  180  days  to  no  more  than  30  days.  The  original  cost  of  nursing  home  care 
under  the  program  was  $9  million  dollars  for  the  first  year.  The  new  analysis  raises 
the  cost  to  somewhere  between  $2  5 million  and  $25  5 million. 

The  report  of  the  hedging  on  the  cost  of  the  program  again  underscores  the  unpre- 
dictability of  expenditures  under  a vast  medical  care  program  tied  to  the  Social  Se- 
curity system. 

BRITISH  HEALTH  SERVICE:  An  Associated  Press  feature  story  on  the  British 
Health  Service  reported  that  Britain  is  paying  2.42  billion  dollars  a year  for  the  serv- 
ice— considerably  more  than  double  what  it  cost  in  the  first  twelve  months  after  its 
introduction  in  1948.  The  article  stated  that  British  Treasury  officials  "clutch  their 
smelling  salts”  every  time  they  look  at  the  "staggering  cost”  of  the  program. 

DID  YOU  KNOW?  More  than  40  Civil  War  veterans  passed  their  100th  birthday, 
and  the  oldest  lived  to  be  117. 

Half  of  all  teenage  deaths  are  now  caused  by  accidents. 

Java,  with  a population  of  1,000  to  the  square  mile,  has  always  been  considered  one 


of  the  most  densely  populated  areas  in  the  world,  while  Pakistan,  with  a 24  per  cent 
population  increase  in  the  past  ten  years,  now  has  1,760  persons  to  the  square  mile. 


HOME  STUDY  COURSE:  The  Board  of  Trustees  of  AMA  has  endorsed  a joint  proj- 
ect with  the  University  of  Chicago  to  prepare  and  present  a home  study  course  en- 
titled "Legal  Problems  in  the  Practice  of  Medicine”.  AMA  regards  this  course  as  a 
means  of  providing  the  physician  with  an  opportunity  to  acquire  some  knowledge  of 
the  principles  and  operation  of  American  law  as  well  as  the  interrelationships  of  law 
and  medicine. 

The  course  is  geared  to  the  busy  physician  who  seeks  an  understanding  of  the  law  as  it 
affects  him  in  his  day  to  day  work.  The  course  is  designed  to  inform  physicians  about 
possible  legal  problems  and  procedures  which  might  arise  in  their  practice,  to  ac- 
quaint physicians  with  specific  statutes  and  court  decisions  affecting  and  regulating  the 
practice  of  medicine  and  to  assist  the  physician  in  understanding  the  role  of  legisla- 
tures, administrative  bodies,  courts  and  attorneys  in  relation  to  medical  practice. 

Tuition  is  $3  5.  Text  and  selected  reading  materials  for  use  in  the  course  are  purchased 
by  the  student  himself.  Assignments  will  be  completed  and  mailed  to  an  instructor 
in  the  University  of  Chicago  Home-Study  Department  for  evaluation  and  comment. 
Assignments  may  be  completed  and  submitted  by  the  registrant  at  his  convenience,  al- 
though the  course  itself  must  be  completed  within  one  year. 

Those  interested  should  contact  Desk  LSE,  Home-Study  Department,  The  University 
of  Chicago,  60th  at  Dorchester,  Chicago  37,  Illinois. 

MEDICAL  QUACKERY:  AMA  is  planning  a Congress  on  Medical  Quackery,  to  be 
held  jointly  with  the  Federal  Food  and  Drug  Administration,  in  Washington  on  Octo- 
ber 6-7  at  the  Sheraton  Park  Hotel.  Medical  quackery  is  believed  to  be  a real  or  po- 
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tential  problem  in  every  state  in  the  Union  and  the  Congress  is  expected  to  develop 
new  ideas  and  methods  of  combating  this  evil. 

HILL-BURTON  IN  VIRGINIA:  As  of  June  1,  1961,  there  have  been  106  projects 
completed  at  a total  cost  of  $87,789,447.  This  amount  includes  a Federal  contribution 
of  $32,763,103.  These  projects  supply  an  additional  42  5 5 beds. 

Eighteen  projects  are  under  construction  at  a total  cost  of  $21,007,729,  and  are  designed 
to  provide  893  additional  beds. 

Six  projects,  designed  to  provide  139  beds,  have  been  approved  at  a total  cost  of  $7,- 
250,073. 


Book  Announcements 
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Books  received  for  review  are  promptly 
acknowledged  in  this  column.  In  some  cases, 
reviews  will  be  published  shortly  after  the 
acknowledgement  of  receipt.  However,  we 
assume  no  obligation  in  return  for  the  cour- 
tesy of  those  sending  us  same. 

Cellular  Aspects  of  Immunity.  Ciba  Foundation  Sym- 
posium. Editors  for  the  Ciba  Foundation  G.  E.  W. 
Wolstenholme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P.,  and 
Maeve  O’Connor,  B.A.  Little,  Brown  and  Company, 
Boston.  1960.  xii-495  pages.  With  117  Illustrations. 
Price  $10.50. 

Congenital  Malformations.  Ciba  Foundation  Sympo- 
sium. Editors  for  the  Ciba  Foundation  G.  E.  W. 
Wolstenholme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P.,  and 
Cecilia  M.  O’Connor,  B.  Sc.  Little,  Brown  and 
Company,  Boston.  1960.  308  pages.  Price  $9.00. 

Epidemic.  By  FRANK  C.  SLAUGHTER.  Doubleday 
& Company,  Inc.,  Garden  City,  N.  Y.  1961.  286 
pages.  Price  $3.95. 

The  Gentle  Legions.  By  RICHARD  CARTER.  Double- 
day & Company,  Inc.,  Garden  City,  N.  Y.  1961.  335 
pages.  Price  $4.50. 

A Prelude  to  Medical  History.  By  FELIX  MARTI- 
IBANEZ,  M.D.,  Professor  and  Chairman  of  the  De- 
partment of  the  History  of  Medicine,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals; Editor-in-Chief  of  MD,  the  Medical  Maga- 
zine. New  York.  MD  Publications,  Inc.  1961.  xix- 
253  pages.  Price  $5.75. 

Lose  Weight  and  Live.  By  ROBERT  P.  GOLDMAN. 
Drawings  by  Roland  Rodegast.  Doubleday  & Com- 
pany, Inc.,  Garden  City,  New  York.  1961.  235  pages. 
Price  $3.95. 

Childbirth  with  Hypnosis.  By  WILLIAM  S.  KROGER, 
M.D.  Edited  by  Jules  Steinberg.  Doubleday  & 
Company,  Inc.,  Garden  City,  New  York.  1961.  Illus- 
trated. 216  pages.  Price  $3.95. 

Management  of  Hypertensive  Diseases.  By  JOSEPH 
C.  EDWARDS,  A.B.,  M.D.,  F.A.C.P.,  F.A.C.C.,  As- 
sistant Profesgor  of  Clinical  Medicine,  Cardiovas- 
cular Consultant  to  Division  of  Gerontology,  and 
Consultant  in  Hypertension  and  Cardiac  Clinics, 
Washington  University  School  of  Medicine  and 
Barnes  Hospitals,  St.  Louis,  Mo.;  Cardiologist  and 
Director  of  Hypertension  Clinic,  St.  Luke’s  Hos- 
pital; etc.  With  Foreword  by  Paul  Dudley  White, 
M.D.  Illustrated.  The  C.  V.  Mosby  Company,  St. 
Louis.  1960.  439  pages.  Price  $15.00. 

Atlas  of  Obstetric  Technic.  By  J.  ROBERT  WILSON, 
M.D.,  M.S.,  Professor  of  Obstetrics  and  Gynecology, 
Temple  University  School  of  Medicine,  Philadel- 
phia; Head  of  the  Department  of  Obstetrics  and 
Gynecology,  Temple  University  Hospital.  Illus- 
trated by  Daisy  Stilwell.  Deluxe  Edition.  The  C.  V. 
Mosby  Company,  St.  Louis.  1961.  304  pages.  Price 
$14.50. 

Information  Please!  For  Women  Only.  Incorporating 
The  Dunhill  Chart.  By  ALFRED  DREYFUS,  II. 
Vantage  Press,  New  York.  1961.  556  pages.  Price 
$7.50. 


Metabolic  Effects  of  Adrenal  Hormones.  In  Honour 
of  Prof.  G.  W.  Thorn.  Ciba  Foundation  Study 
Group  No.  6.  Editors  for  the  Ciba  Foundation  G.  E. 
W.  Wolstenholme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P.  and 
Maeve  O’Connor,  B.A.  Little,  Brown  and  Company, 
Boston.  1960.  viii-109  pages.  With  16  Illustrations. 

Adrenergic  Mechanisms.  Ciba  Foundation  Sympo- 
sium jointly  with  Committee  for  Symposia  on  Drug 
Action.  Editor  for  the  British  Pharmacological 
Society  J.  R.  Vane,  B.Sc.,  D.Phil.  Editors  for  the 
Ciba  Foundation  G.  E.  W.  Wolstenholme,  O.B.E., 
M.A.,  M.B.,  M.R.C.P.,  and  Maeve  O’Connor,  B.A. 
Little,  Brown  and  Company,  Boston.  1960.  xx-632 
pages.  With  163  Illustrations.  Price  $12.50. 

Essential  Hypertension.  An  International  Sympo- 
sium. Berne,  June  7-10,  1960,  Sponsored  by  Ciba. 
Chairman,  F.  C.  Reubi,  Berne.  Edited  by  K.  D. 
Bock,  Basle,  and  P.  T.  Cottier,  Berne.  Springer- 
Verlag,  Berlin,  1960.  viii-392  pages. 

The  Family  Handbook  of  Home  Nursing  and  Medical 
Care.  By  I.  J.  Rossman,  M.D.,  PH.D.,  Chief  of  Pro- 
fessional Services,  Home  Care  Department,  Mon- 
tefiore  Hospital,  New  York.  And  DORIS  R. 
SCHWARTZ,  R.N.,  Assistant  Professor  in  Out- 
patient Nursing,  The  Cornell  University.  A Dophin 
Reference  Book.  Doubleday  & Company,  Inc.,  Gar- 
den City,  New  York.  1958.  519  pages.  Price  $1.45. 

China  Doctor.  The  Life  Story  of  Harry  Willis  Miller. 
By  RAYMOND  S.  MOORE.  Harper  & Brothers, 
New  York.  1961.  xiv-215  pages.  Price  $3.95. 

Clinical  Obstetrics  and  Gynecology.  Volume  4,  Num- 
ber 1.  Obstetric  Anesthesia  and  Analgesia  Edited 
by  Robert  A.  Hingson,  M.D.  Vaginal  Surgery  Edited 
by  Abraham  F.  Lash,  M.D.,  Ph.D.  Paul  B.  Hoeber, 
Inc.,  Medical  Division  of  Harper  Brothers,  New 
York.  March  1961.  304  pages.  Illustrated.  Sold 
by  subscription  only  at  $18.00  for  four  consecutive 
issues. 

Management  of  Fractures,  Dislocations  and  Sprains. 

By  H.  EARLE  CONWELL,  M.D.,  F.A.C.S.,  Asso- 
ciate Professor  of  Orthopedic  Surgery,  University 
of  Alabama,  School  of  Medicine;  Attending  Ortho- 
pedic Surgeon,  University  Hospital,  St.  Vincent’s 
Hospital,  Children’s  Hospital,  Baptist  Hospitals, 
East  End  Hospital  and  South  Highlands  Infirmary, 
Birmingham;  etc.  And  FRED  C.  REYNOLDS,  M.D., 
Professor  of  Orthopedic  Surgery,  Washington  Uni- 
versity, School  of  Medicine,  St.  Louis.  The  C.  V. 
Mosby  Company,  St.  Louis.  1961.  Seventh  Edition. 
1153  pages.  Wtih  1227  Illustrations.  Price  $27.00. 

Handbook  of  Surgery.  Edited  by  John  L.  Wilson, 
M.D.,  Chief  of  Surgery,  Veterans  Administration 
Hospital,  San  Francisco;  etc.  And  Joseph  J.  Mc- 
Donald, M.D.,  Dean  of  the  Faculty  of  Medical 
Sciences,  American  University  of  Beirut,  Lebanon; 
etc.  Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia. 1960.  644  pages.  Price  $4.00. 

Handbook  of  Pediatrics.  By  HENRY  K.  SILVER. 
M.D.,  Professor  of  Pediatrics,  University  of  Colo- 
rado School  of  Medicine.  C.  HENRY  KEMPE, 
M.D.,  Professor  of  Pediatrics  and  Head  of  Depart- 
ment of  Pediatrics,  University  of  Colorado  School 
of  Medicine.  And  HENRY  B.  BRUYN,  M.D.,  Asso- 
ciate Professor  of  Pediatrics  and  Medicine,  Univer- 
sity of  California,  School  of  Medicine,  etc.  Lange 
Medical  Publications,  Los  Altos,  California.  1961. 
Fourth  Edition.  574  pages.  Price  $3.50. 
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Editorial 


• • • 


The  New  University  of  Virginia  Hospital 


THE  RISK  of  becoming  repetitious  the  writer  cannot  refrain 
from  adding  a word  of  felicitation  to  the  University  of  Virginia 
School  of  Medicine  upon  the  completion  and  occupancy  of  the  new 
addition  to  the  University  Hospital. 

The  impressive  dedication  of  the  new  hospital  and  radiology  buildings 
on  April  14  fell  three  days  short  of  the  sixtieth  anniversary  of  the  open- 
ing of  the  first  unit  of  what  has  become  the  present  ultra-modern 
facility  for  the  care  of  the  sick.  The  original  hospital  contained  25  beds 
and  an  operating  room  with  an  amphitheater  seating  5 0 students.  A 
kitchen,  administrative  offices  and  staff  quarters  completed  the  building 
which  cost  $50,000. 

The  present  eight  story  addition  contains  420  beds  and  60  bassinets. 
The  total  cost  was  $6,700,000.  In  other  words  it  has  17  times  the 
capacity  of  the  original  unit  and  cost  134  times  as  much.  This  means 
the  cost  per  bed  has  increased  eight  fold  since  1901.  The  hospital  now 
contains  662  beds  and  bassinets. 

The  academic  background  that  the  School  of  Medicine  enjoys  as  an  . 
integral  part  of  the  University  of  Virginia  is  not  an  unmixed  blessing 
when  the  need  arises  to  raise  a large  amount  of  money.  Leo  Durocher 
is  credited  with  saying  that  "nice  guys  don’t  win  ball  games.”  It  may 
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be  said  with  equal  accuracy  that  scholars  don’t  obtain  large  grants  from 
state  legislatures.  The  struggle  to  raise  the  necessary  funds  required 
more  than  a decade  but  the  result  has  been  worth  the  effort,  for  the 
University  currently  has  the  most  modern  hospital  in  the  country. 

The  peripheral  arrangement  of  the  patient’s  rooms  with  the  utilities 
in  the  center  affords  more  than  the  usual  degree  of  privacy  and  the  con- 
trolled pneumatic  transitubes  insure  rapid  transmission  of  data  and 
material  throughout  the  hospital.  The  fifteen  new  operating  rooms 
contain  every  safeguard  for  the  patient  and  convenience  for  the  surgical 
personnel.  The  radiology  department,  which  has  made  many  contribu- 
tions in  the  past  despite  its  cramped  quarters,  has  been  rewarded  by  a 
two  story  building  with  therapeutic  facilities  on  the  lower  floor  and 
diagnostic  aides  on  the  upper  level.  The  department  occupies  20,000 
square  feet  of  floor  area. 

For  many  years  the  outstanding  medical  staff  have  been  handicapped 
by  often  having  to  make  bricks  without  straw.  Despite  these  difficulties 
patients  from  every  city  and  county  in  Virginia,  save  one,  received  treat- 
ment at  the  University  Hospital  last  year.  Now  that  they  have  the  tools 
with  which  to  work,  the  University  should  enter  a new  and  expanding 
era  of  medical  service  to  the  citizens  of  Virginia. 

Harry  J.  Warthen,  M.D. 


435 


Volume  88,  July,  1961 


Society  Activities . . . . 


Virginia  Academy  of  General  Practice. 

The  annual  meeting  of  the  Academy  was 
held  in  Washington,  May  11-14,  under  the 
presidency  of  Dr.  Boyd  H.  Payne  of  Staun- 
ton. 

Dr.  William  J.  Hagood,  Clover,  was  in- 
stalled as  president;  Dr.  Harry  M.  Friden, 
Norfolk,  was  named  president-elect;  Dr. 
Frank  D.  Daniel,  Charlottesville,  vice-presi- 
dent; Dr.  Samuel  F.  Driver,  Roanoke,  re- 
elected secretary  and  Dr.  Irwin  Rifkin, 
re-elected  secretary. 

Virginia  Society  of  Ophthalmology  and 

Otolaryngology. 

At  the  recent  meeting  of  this  Society, 
held  in  Roanoke  in  May,  Dr.  Edgar  Chil- 
drey,  Jr.,  Richmond,  was  installed  as  presi- 
dent, succeeding  Dr.  Richard  O.  Smith,  Pu- 
laski. Dr.  Carl  C.  Cooley,  Norfolk,  was 
named  president-elect;  Dr.  A.  R.  Gillespie, 
Staunton,  vice-president;  and  Dr.  Marion 
K.  Humphries,  Jr.,  Charlottesville,  re-elect- 
ed secretary-treasurer. 

The  next  annual  meeting  of  this  Society 
will  be  held  at  the  Golden  Triangle,  Nor- 
folk, May  3-5,  1962. 

Virginia  Obstetrical  and  Gynecological 

Society. 

A meeting  of  this  Society  was  held  in 
Williamsburg  on  May  5 th  and  6th.  The 
following  program  was  presented  on  the 
5 th:  Ovarian  Pregnancy  by  Dr.  William  N. 
Reingold,  Norfolk;  An  Unusual  Abdominal 
Pregnancy  by  Dr.  John  R.  Saunders,  Lynch- 
burg; Obstetrical  Curiosities  by  Dr.  Pem- 
broke T.  Grove,  Winchester;  An  Unusual 
Congenital  Anomaly:  Dicephalus  by  Dr. 
Donald  D.  Barnes,  Roanoke;  Study  of  Cer- 
vical Neoplasia  by  Dr.  R.  M.  Richart,  Rich- 
mond; and  Colpocleisis  in  the  Management 
of  Post  Irradiation  Vaginal  Fistulae  by  Dr. 
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Herbert  J.  Claiborne,  Charlottesville.  Panel 
Discussants  were  Drs.  Robert  Barter,  Wash- 
ington, D.  C.,  and  Walter  L.  Thomas,  Dur- 
ham, N.  C. 

A symposium  on  Illegitimate  Pregnancy 
was  held  on  the  6th,  with  Dr.  Eugene  Gros- 
close,  Lynchburg,  as  moderator.  Partici- 
pants were  Dr.  L.  L.  Shamburger,  from  the 
the  perspective  of  the  State  Health  Depart- 
ment; Dr.  H.  Hudnall  Ware,  Jr.,  from  the 
professor’s  chair;  Dr.  Waverly  R.  Payne 
from  the  private  practitioner;  Dr.  R.  A. 
Senescu  from  the  psychiatrist;  Dr.  Clifford 

R.  Johnson  from  the  clergyman;  Miss  Daisy 

S.  Young  from  the  social  agency;  and  Sen- 
ator John  A.  K.  Donovan  from  the  legis- 
lator. 

The  dinner  speaker  was  Mr.  Ralp  Lapp, 
scientist,  philosopher  and  author  of  Wash- 
ington, D.  C. 

Blue  Ridge  Chapter  of  General  Practice. 

A summer  symposium  will  be  given  by 
the  Blue  Ridge  Chapter  of  General  Practice 
at  the  Hotel  Roanoke,  Roanoke,  July  22nd. 
Dr.  John  Wyatt  Davis,  Jr.,  president,  of 
Lynchburg,  will  preside. 

The  morning  symposium  will  be  on  In- 
flammation with  the  following  subjects: 
Inflammation  and  Tissue  Injury  by  Dr. 
Richard  W.  Payne,  University  of  Oklaho- 
ma; Vascular  Inflammation  by  Dr.  Norman 
J.  Skversky,  Albert  Einstein  Medical  Cen- 
ter; and  Arthritis  and  Inflammatory  Agents 
in  the  Treatment  of  Connective  Tissue  Dis- 
eases by  Dr.  Robert  Irby,  Medical  College 
of  Virginia.  A round  table  with  questions 
and  answers  will  follow. 

The  afternoon  symposium  will  be  on 
Mental  Depression.  Dr.  Emanuel  A.  Dane- 
man,  Medical  College  of  Georgia,  will  discuss 
Etiology,  Nature  and  Structure  of  Depres- 
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sion  (Loss  Reactions)  ; and  Dr.  Else  Kris, 
Department  of  Mental  Hygiene,  New  York 
City,  Office  Treatment  of  Depressed  Pa- 
tients. This  also  will  be  followed  by  a round 
table  discussion. 

Category  # 1 credit  for  six  hours  has  been 


News . . 

New  Members. 

Since  the  list  published  in  the  June  issue 
of  the  Monthly,  the  following  new  members 
have  been  received  into  The  Medical  Society 
of  Virginia: 

Mehmet  S.  Akaydin,  M.D.,  Marion 
Walter  Graham  Bullington,  M.D.,  Rich- 
mond 

Frederick  W.  Deck,  M.D.,  Fairfax 
Ira  David  Godwin,  M.D.,  Annandale 
Philip  Shepard  Grant,  M.D.,  Staunton 
Richard  G.  Lester,  M.D.,  Richmond 
Sami  I.  Said,  M.D.,  Richmond 
James  Anderson  Selph,  Jr.,  M.D.,  Rich- 
mond 

James  Whitfield  Tinsley,  III,  M.D.,  Rich- 
mond 

Joseph  D.  Vidarte,  M.D.,  Portsmouth 

Confederate  Medical  Exhibit. 

The  Confederate  Medical  Exhibit  at  1200 
East  Clay  Street,  Richmond,  is  now  open 
Monday  through  Friday  from  10  A.M.  to 
4 P.M.,  and  on  Saturday  from  12  noon  to 
4 P.M.  The  exhibit  depicts  military  medi- 
cine in  Virginia  during  1861-65.  All  aspects 
of  Confederate  Medical  Care  are  shown  by 
photographs,  models,  reports,  charts,  sur- 
gical equipment  and  wartime  books. 
Admission  to  the  exhibit  is  free. 

Reed  Portraits  Presented 

Photographs  of  Dr.  Walter  Reed  and  his 
father,  the  Reverend  Lemuel  Sutton  Reed, 


applied  for  with  the  AAGP  Committee  on 
Medical  Education. 

All  physicians  are  invited  to  attend  these 
symposia.  If  interested,  contact  Dr.  C.  M. 
G.  Buttery,  Secretary,  Rocky  Mount,  Vir- 
ginia. 


have  been  placed  in  Belroi,  the  birthplace  of 
Dr.  Reed  in  Gloucester  County.  These  were 
presented  by  Mrs.  George  Elliott  and  Miss 
Alice  Reed,  Hampton,  granddaughters  of 
the  minister  and  nieces  of  the  physician. 
They  were  accepted  by  Dr.  Raymond  S. 
Brown,  chairman  of  the  Walter  Reed  Com- 
mission of  The  Medical  Society  of  Virginia. 

The  presentation  was  made  on  April  16th 
at  the  Gloucester  Woman’s  Club.  Guests 
were  local  physicians  and  their  wives,  club 
members  and  guests  and  members  of  the 
Walter  Reed  Community  Improvement 
League. 

Belroi  is  owned  by  The  Medical  Society 
of  Virginia  and  was  opened  as  a national 
shrine  in  1927.  The  Reverend  Reed  and  his 
wife  were  moved  to  the  cottage  when  the 
home  in  which  they  lived  was  destroyed  by 
fire.  Walter  Reed  was  born  only  a few  days 
after  they  moved.  The  Home  is  now  main- 
tained by  the  Walter  Reed  Community  Im- 
provement League  with  the  financial  assist- 
ance of  the  Society. 

Dr.  Hornbarger  Honored. 

Bath  County’s  man  of  the  year  is  a doc- 
tor who  has  practiced  medicine  in  his  native 
county  for  forty  years.  Dr.  Ira  T.  Horn- 
barger,  Hot  Springs,  was  named  to  that 
honor  recently.  He  was  cited  for  his  long 
humanitarian  service  as  a physician,  com- 
bined with  an  exemplary  record  as  a school 
board  member,  church  worker  and  good 
citizen. 
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4k0n  Land  and  Sea”. 

Dr.  John  W.  Robertson,  Onancock,  is 
the  author  of  a new  book  entitled  "On  Land 
and  Sea”.  This  is  a pictorial  review  of 
homes,  gardens,  churches,  public  buildings, 
water-front  scenes,  bits  of  beauty  and  his- 
toric interest  in  both  Northampton  and 
Accomack  Counties.  The  book  is  more  than 
150  pages  and  has  been  published  by  The 
Eastern  Shore  News. 

Certified  by  Board  of  Obstetrics  and 
Gynecology. 

The  following  doctors  were  recently  cer- 
tified by  the  American  Board  of  Obstetrics 
and  Gynecology: 

Peter  Bartsch,  M.D.,  Richlands 
Thomas  Philip  Caine,  Jr.,  M.D., 

Newport  News 

Frederick  T.  Given,  M.D.,  Norfolk 
Philip  S.  Grant,  M.D.,  Staunton 
Luther  J.  Hamlet,  M.D.,  Roanoke 
Robert  W.  Irvin,  Jr.,  M.D.,  Ft.  Eustis 
Herbert  C.  Jones,  Jr.,  M.D.,  Charlottes- 
ville 

Charles  Bennett  Marshall,  M.D.,  Martins- 
ville 

William  N.  Reingold,  M.D.,  Norfolk 
Gilbert  F.  Rieman,  M.D.,  Norfolk 
Glenn  B.  Updike,  Jr.,  M.D.,  Danville 

Chairman  of  Pediatries. 

Dr.  Gerald  B.  Odell,  assistant  professor 
of  pediatrics  at  Johns  Hopkins  University 
Medical  School,  has  been  named  chairman 
of  the  pediatrics  department  at  the  Medical 
College  of  Virginia,  effective  July  1st.  He 
will  succeed  Dr.  Lee  Sutton,  Jr.,  who  retired 
in  1958. 

Dr.  Thomson  Boss  of  the  Year. 

At  the  annual  meeting  of  the  Boss  Night 
of  the  Chesapeake  Chapter  of  the  National 
Secretaries  Association,  Dr.  James  L.  Thom- 
son, Norfolk,  was  selected  as  Boss  of  the 


Year.  He  was  chosen  on  the  basis  of  his 
leadership  at  work,  in  his  home  and  in  his 
community,  as  citizen,  physician  and  hu- 
manitarian. 

Fire  Destroys  Home. 

Dr.  James  E.  Grimes  and  his  family  of 
Fredericksburg  has  spent  two  years  plan- 
ning and  preparing  for  the  day  they  would 
move  into  their  new  home.  Four  days  be- 
fore the  move  was  to  be  made,  the  com- 
pleted home  was  burned  to  the  ground. 

Dr.  Lueders  Retires. 

After  thirty-five  years  in  Staunton  as  a 
specialist  in  eye,  ear,  nose  and  throat,  Dr. 
William  E.  Lueders,  Jr.,  has  retired  and  he 
and  Mrs.  Lueders  will  make  their  home  in 
Indiatlantic,  Florida. 

Doctors  Found  Good  Music  Station. 

Drs.  Joseph  T.  Byrne,  William  T.  Moore, 
and  William  F.  Grigg,  Richmond,  have  ap- 
plied to  the  Federal  Communications  Com- 
mission for  a license  to  operate  an  "adult- 
music”  radio  station  in  Richmond.  It  is 
hoped  the  station  will  be  on  the  air  by  the 
end  of  the  summer.  It  will  be  known  as 
Professional  Broadcasting,  Incorporated. 

Dr.  Jacob  J.  Hladys, 

Richmond,  was  guest  speaker  at  a recent 
meeting  of  the  Psychology  Club  of  the  Uni- 
versity of  Richmond,  at  which  time  he  gave 
a talk  on  Hypnosis. 

He  also  gave  a talk  on  Hypnosis  to  the 
Psychology  Club  at  Madison  College,  Har- 
risonburg, on  May  9th. 

Wanted. 

Cardiologist  or  Internist,  Board  Eligible, 
on  staff  of  a fifty  bed  hospital.  Immediately. 
Apply  to  the  Lebanon  General  Hospital, 
Inc.,  Dr.  W.  C.  Elliott,  Chief  of  Staff,  Leb- 
anon, Virginia.  (Adv.) 
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Obituaries 


• • • • 


Dr.  Thomas  Allen  Kirk, 

Prominent  Roanoke  physician,  died  May 
20th,  at  the  age  of  eighty-three.  He  was  a 
graduate  of  the  Medical  School  of  the  Uni- 
versity of  Virginia  in  1901.  Dr.  Kirk  was 
widely  known  for  his  interest  in  roses.  He 
was  a founder  and  former  president  of  the 
American  Rose  Society  and  also  served  as 
one  of  its  first  secretaries.  He  was  also  a 
founder  and  president  of  the  Roanoke  Rose 
Society.  He  was  a member  of  the  National 
Rose  Society  of  Great  Britain  and  was  a 
judge  at  its  1936  and  1937  London  shows. 
Dr.  Kirk  was  a life  member  of  the  German 
Rose  Society,  had  been  decorated  by  the 
French  government  for  his  work  as  a rose 
fancier  and  was  a permanent  member  of  the 
judging  committee  of  the  Jardin  de  Baga- 
telle of  Paris.  He  at  one  time  had  the  only 
accredited  American  Rose  Society  test  gar- 
den in  the  Roanoke  area.  The  garden  in- 
cluded some  5 00  varieties  and  about  2000 
plants. 

Dr.  Kirk  was  a surgeon  and  general  prac- 
titioner and  had  been  chairman  of  the  board 
of  Shenandoah  Hospital.  He  had  also  been 
associated  with  the  old  Roanoke  Hospital. 

Dr.  Kirk  had  been  a member  of  The  Med- 
ical Society  of  Virginia  for  fifty-seven  years. 
He  was  made  a Fifty  Year  Member  in  1951. 

His  wife,  a daughter,  and  a son,  Dr.  T. 
Allen  Kirk,  Jr.,  survive  him. 

Dr.  Elam  Adolphus  Drum, 

Richmond,  died  April  10th.  He  was 
eighty-five  years  of  age  and  a graduate  of 
the  former  University  College  of  Medicine 
in  1907.  Dr.  Drum  had  been  a member  of 
The  Medical  Society  of  Virginia  for  fifty- 
one  years  and  was  made  a Fifty  Year  Mem- 
ber in  1957. 

His  wife  and  three  sons  survive  him. 

Dr.  William  Theodore  Gay, 

Prominent  physician  of  Suffolk,  died  May 
9th,  at  the  age  of  sixty-eight.  He  had  been 


a member  of  The  Medical  Society  of  Vir- 
ginia since  1922. 

The  following  resolutions  were  adopted 
by  the  Tri-County  Medical  Society: 

Whereas,  Dr.  William  Theodore  Gay,  a beloved 
member  of  the  Tri-County  Medical  Society  departed 
this  life  on  the  9th  day  of  May,  1961,  and 

Whereas,  we  feel  keenly  the  great  loss  we  have 
suffered  in  his  passing  and  desire  to  pay  tribute  to 
his  memory,  we  unanimously  adopt  this  resolution: 

Dr.  Gay  was  born  in  Gates  County,  North  Caro- 
lina on  January  29,  1893.  After  attending  public 
schools  he  graduated  from  the  Medical  College  of 
Virginia  in  1917  and  came  to  Suffolk  to  practice, 
joining  the  staff  of  the  Lakeview  Hospital.  He  served 
his  country  overseas  in  World  War  I,  as  a First 
Lieutenant.  Following  his  return  from  service,  he 
entered  the  New  York  Post  Graduate  Medical  School, 
specializing  in  Surgery  and  Urology. 

Following  his  completion  of  studies  there  he  re- 
turned to  Suffolk  and  served  as  assistant  general  sur- 
geon and  head  of  the  Department  of  Urology  at 
Lakeview  Hospital,  as  well  as  Chief  of  Staff  in  which 
capacity  he  served  a number  of  years. 

Upon  the  opening  of  Louise  Obici  Memorial  Hos- 
pital and  the  closing  of  Lakeview  Hospital  in  1951 
he  was  elected  Chief  of  the  Surgical  Staff  of  the  new 
hospital. 

While  Dr.  Gay  was  a member  of  many  professional 
societies  and  organizations,  he  did  not  neglect  the 
wider  responsibilities  of  citizenship.  He  was  through- 
out his  life  here  in  Suffolk  recognized  as  one  of  this 
city’s  leading  citizens.  He  was  an  active  member 
of  the  Suffolk  Lions  Club  for  many  years  and  an 
active  member  of  the  Oxford  Methodist  Church. 

Whereas,  we,  his  associates  of  the  Tri-County 
Medical  Society  join  with  his  countless  friends  from 
Suffolk  and  Tidewater  Virginia  in  sharing  with  his 
family  a very  keen  sense  of  loss  in  his  passing  and 
shall  greatly  miss  his  wise  counsel,  his  cordial  friend- 
ship and  his  untiring  energies  constantly  being  di- 
rected toward  the  alleviation  of  human  suffering  and 
pain, 

Now  Therefore  Be  It  Resolved  by  the  mem- 
bers of  the  Tri-County  Medical  Society  this  twenty- 
fourth  day  of  May,  1961,  that  we  express  to  his 
family  our  sincere  sympathy  and  to  those  who  may 
follow  after  us  the  high  regard  in  which  we  held 
him  and  to  the  entire  community  the  sense  of  loss 
which  we  share  with  them. 

Be  It  Further  Resolved,  that  a copy  of  this 
resolution  be  sent  to  Mrs.  Gay,  a copy  to  the  Virginia 
Medical  Monthly  and  a copy  made  a part  of  the 
permanent  records  of  this  Society. 

W.  A.  Seawell,  M.D. 

Chairman,  Committee  on  Resolutions 


Volume  88,  July,  1961 


439 


Resolutions  were  also  adopted  by  the  staff 
of  the  Louise  Obici  Hospital,  as  follows: 

Whereas,  Dr.  William  Theodore  Gay,  a beloved 
member  and  first  President  of  this  staff,  departed 
this  life  on  the  9th  day  of  May,  1961;  and 

Whereas,  we  feel  keenly  the  great  loss  we  have 
suffered  in  his  passing  and  desire  to  pay  tribute  to 
his  memory,  we  unanimously  adopt  this  resolution: 

Dr.  Gay  was  born  in  the  neighboring  County  of 
Gates,  in  the  State  of  North  Carolina,  on  the  28  th 
day  of  January,  1893,  the  son  of  Mills  Everett  Gay, 
Sr.,  and  Mrs.  Ophelia  Wilkins  Gay.  After  attendance 
in  the  public  schools,  he  attended  the  Medical  Col- 
lege of  Virginia,  where  he  graduated  in  1917  and 
thereupon  came  to  Suffolk  and  joined  the  staff  of 
Lakeview  Hospital.  He  left  Suffolk  temporarily  to 
serve  his  country  in  World  War  I,  where  he  served 
with  distinction  overseas  as  First  Lieutenant.  Upon 
his  return  from  service,  he  entered  the  New  York 
Post  Graduate  Medical  School,  where  he  specialized 
in  surgery  and  urology.  After  satisfactory  comple- 
tion of  his  studies  there,  he  returned  to  his  duties  on 
the  staff  of  Lakeview  Hospital,  where  he  served 
as  assistant  general  surgeon  and  head  of  the  depart- 
ment of  urology.  In  1938,  he  was  elected  President 
of  Lakeview  Hospital  and  chief  of  staff,  in  which 
capacity  he  served  with  credit  to  himself  and  his 
associates  for  a number  of  years.  Upon  the  opening 
of  Louise  Obici  Memorial  Hospital  and  the  closing 
of  Lakeview  Hospital  in  1951,  he  was  elected  chief 
of  the  surgical  staff  of  the  new  hospital. 

While  Dr.  Gay  was  a member  of  many  professional 
societies  and  organizations,  to  which  he  contributed 
generously  of  his  time,  talents  and  means,  he  never- 
theless did  not  ignore  the  wider  responsibilities  of 
citizenship.  He  was  throughout  his  life  here  in  Suf- 
folk recognized  as  one  of  this  city’s  leading  citizens. 
For  a number  of  years  he  was  active  in  the  Suffolk 
Lions  Club  and  he  was  an  active  member  of  Oxford 
Methodist  Church  of  this  city. 

Whereas,  we,  his  associates  at  Louise  Obici  Me- 
morial Hospital,  join  with  his  countless  friends  of 
Suffolk  and  Tidewater  Virginia  in  sharing  with  his 
family  a very  keen  sense  of  loss  in  his  passing  and 
shall  greatly  miss  his  wise  counsel,  his  cordial  friend- 
ship and  his  untiring  energies  constantly  being  di- 
rected towards  the  alleviation  of  human  suffering 
and  pain, 

Now  Therefore,  Be  It  Resolved  by  the  mem- 
bers of  the  staff  of  Louise  Obici  Memorial  Hospital, 
Suffolk,  Virginia,  this  day  of  May,  1961,  that 

we  express  to  his  family  our  sincere  sympathy  and 
to  those  who  may  follow  after  us  the  high  regard 
in  which  we  held  him  and  to  the  entire  community 
the  sense  of  loss  which  we  share  with  them. 

Be  It  Further  Resolved  that  a copy  of  this 
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resolution  be  sent  to  Mrs.  Gay,  a copy  released  to  the 
local  press  and  a copy  made  a part  of  the  permanent 
records  of  this  staff. 

C.  W.  Steel,  M.D. 

Chairman  Resolutions  Committee 

Philip  R.  Thomas,  M.D. 

William  A.  Sea  well,  M.D. 

Dr.  Henry  Gooeli  Hammond, 

Widely  known  physician  of  Patrick- 
Henry  Counties,  died  May  5 th.  He  was 
seventy-two  years  of  age  and  a graduate  in 
medicine  from  the  University  of  Virginia 
in  1914.  Dr.  Hammond  had  retired  from 
practice.  Following  service  in  World  War 
I,  he  practiced  for  three  years  in  West  Vir- 
ginia before  moving  to  Martinsville  where 
he  practiced  until  his  retirement  in  1959. 
He  and  his  family  had  been  living  at  Ridge- 
way since  19  56. 

Dr.  Hammond  was  a member  of  The 
Medical  Society  of  Virginia,  having  joined 
in  1925. 

His  wife  and  a son  survive  him. 

The  following  resolutions  were  adopted 
by  the  staff  of  the  Martinsville  General  Hos- 
pital: 

Whereas,  on  May  8,  1961,  Dr.  Henry  G.  Ham- 
mond was  called  from  this  mortal  life  into  the  life 
that  is  eternal; 

Whereas,  in  the  passing  of  Dr.  Hammond,  we 
lost  a fine  physician  who  practiced  medicine  in  Mar- 
tinsville and  Henry  County  for  almost  one  half  a 
century; 

Whereas,  we  are  indebted  to  him  for  his  ethical 
and  professional  services  rendered: 

Therefore  Be  It  Resolved: 

First,  that  we  as  members  of  the  staff  of  the  Mar- 
tinsville General  Hospital  express  our  great  loss  in 
his  passing  and  wish  to  pay  tribute  to  the  memory 
of  our  co-member. 

Second,  that  we  dedicate  a volume  on  Surgical 
Urology  to  him  and  place  it  in  the  Martinsville 
Hospital  Library. 

Third,  that  copies  of  these  resolutions  be  sent  to 
his  widow,  to  the  Martinsville  Daily  Bulletin,  to  the 
Bassett  Journal,  The  Medical  Society  of  Virginia  and 
the  Patrick-Henry  Medical  Society. 

J.  W.  Clark,  M.D. 

G.  W.  Curwen,  M.D. 

Resolutions  and  Condolence  Committee 
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(BRAND  OF  PROPANTHELINE  BROMIDE) 


PROLONGED-ACTING  TABLETS  30mg. 

PROVIDES  YOU  WITH  THE  RECOGNIZED 
EFFECTIVENESS  OF  PRO-BANTHiNE® 

PLUS  THE  CONVENIENCE  AND  SUSTAINED 
' ACTION  OF  PROLONGED-ACTING  MEDICATION. 


Suggested  Dosage— One  tablet  B.I.D.  is  usually  effective 

g.d.  SEARLE  & Co. 

Chicago  80,  Illinois 

Research  in  the  Service  of  Medicine 
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• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved 


— Intermediate  Care 


Inspection  Invited 


AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 


Dial 


• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 
Bernard  Maslan 

Administrator 


Mi™  3-2777 

Terrace  Hill  Nursing  Home 


Inc. 


67  Simmons  Hospital  Bed  Capacity 
Automatic  Litter-Size  Elevator 
Rates  Start  From  $60  Weekly 
Private  and  Multiple  Rooms — toilets 

2112  Monteiro  Ave. 
Richmond  22,  Va. 


Sprinkler  and  "Atmo"  System  Equipped 


Memorial  Eye,  Ear  and  Throat  Hospital, 

Roanoke,  Virginia 

STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 
Dr.  Derwin  K.  Harmon 


RESIDENT  STAFF 

Dr.  J.  R.  Van  Arsdall 
Dr.  C.  B.  Foster 
Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 

Jean  Swartz,  M.S. 

(Biochemist) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  Facio-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a three  year  residency  in  Ophthalmology  and  a three  year  residency  in  Otolaryngology  to 
a graduate  of  an  approved  medical  school,  who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 
Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


o£o 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


THE  SILVER  HILL  FOUNDATION 
New  Canaan,  Connecticut 

announces 

THREE-YEAR  RESIDENCY  TRAINING 
PROGRAM  IN  PSYCHIATRY 

Approved  by  the  American  Medical  Association  and  the 
American  Board  of  Psychiatry  and  Neurology. 

Affiliated  with  Departments  of  Psychiatry  and  Neurology 
of  the  College  of  Physicians  and  Surgeons,  Columbia- 
Presbyterian  Medical  School,  New  York  City. 

1st  year  spent  at  Medical  Center,  New  York,  N.Y.  2nd 
and  3rd  years  at  Silver  Hill,  New  Canaan,  Connecticut. 
Applicants  also  considered  who  have  completed  one  year 
or  more  of  training  elsewhere  for  our  second  or  third 
year  program. 

Emphasis  placed  on  training  of  physicians  for  private 
practice  of  psychiatry,  under  experienced  preceptors, 
Board  Diplomates,  with  teaching  background. 

Generous  compensation,  opportunities  for  permanent  staff 
appointment.  Only  outstanding  applicants  accepted. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.D.,  Medical 

Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Connecticut. 


RICHMOND 
EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 
THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JULIA  WAGNER  WATERS,  R.N.,  Administrator 
408  North  12th  Street 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 
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An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  cn  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


/'S*'  * ¥ ' ¥ ¥ Established  1916 

HppalaCl)tan  • AsheviUe,  North  Carolina 


Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere— so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


3i 

Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.  N.  Afford,  Atlanta,  Ca. 


Virginia  Medical  Monthly 


Third  Decade  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz  Dr.  Amelia  G.  Wood 
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LIKE'S  HOSPITAL 

McGUIRE  CLINIC 

1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 

HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR..  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER.  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON,  JR..  M.D. 

Neurology 

RAYMOND  A.  ADAMS.  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 

JOHN  H.  REED.  JR..  M.D. 

JOHN  ROBERT  MASSIE,  JR.,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON.  JR..  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 

HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 


BLOOD  PRESSURE  INSTRUMENTS 

Never  before  at  such  low  prices 


Anneroid  type 
Only  $25.00 

(add  5%  to  order  to  cover  postage) 
FREE  Stethoscope  if  cash  accompanies  order. 

SCIENCE  SERVICE 
P.0.  Box  967 — VA 
SANFORD.  NORTH  CAROLINA 


Mercurial  type 
Only  $30.00 


MEDICINE  IN  VIRGINIA 

17th,  18th  and  19th  Centuries 

Reduced  Price  to  Members  of 
The  Medical  Society  of  Virginia 

3 Volumes  for  $5.00 

Order  Through 


Exclusively  Optical 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
4205  Dover  Road  Richmond  21,  Va. 
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AN 

ETHICAL 

AND 

EFFECTIVE 

COLLECTION 

SERVICE 

specifically  developed 
for  the 

Medical  Profession 


PROFESSIONAL 

SERVICE 

COMPANY 

100  Boylston  Street 
Boston,  Mass. 


in  its  completeness 
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P I LLS 


Digitalis 

(Davie*.  Role  I 

0.1  Gram 

\ Vi  sraina) 

CAUTION:  Federal 
low  prohibit*  dispcns- 
in*  wit  boot  ptetierip* 


BfcVlES.  ROSf  l CO  IM. 
Bass.,  tl  $ .» 


a 

I 

J 

it 


$S‘ 

»£■ 

is 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 
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Trademarked 
drugs . . . 


or “drugs 
anonymous”? 


In  the  field  of  medicine,  as  almost  everywhere  else  in  a free  economy, 
the  trademark  concept  has  evolved  over  the  years.  As  with  most 
human  institutions,  there  are  some  who  may  not  consider  it  ideal; 
but  it  has  brought  about  three  signal  benefits: 

To  the  physician  it  gives  assurance  of  quality  in  the  drugs  he 
prescribes— assurance  backed  by  the  biggest  asset  of  the  maker, 
his  reputation. 

To  the  manufacturer  it  gives  one  of  the  greatest  possible  incen- 
tives to  produce  new  and  better  curative  agents. 

To  the  pharmacist  it  gives  preparations  which  he  can  dispense 
with  confidence. 

If  trademarks  are  done  away  with,  a whole  new  setup  must  be  created: 

1.  An  enormously  expanded,  expensive  system  of  government 
quality  control. 

2.  A new  system  of  generic  nomenclature  which  would  magi- 
cally turn  out  names  not  only  rememberably  simple,  but  also 
conforming  to  the  principles  of  complex  chemical  terminology. 

3.  Something  new  to  fill  the  gap  left  by  the  elimination  of  the 
trademark  incentive  to  produce  new  and  better  drugs. 

The  American  system  has  been  pre-eminent  in  producing  and  distrib- 
uting good  medicines.  Above  all  it  has  been  successful  in  creating 
new  advances  in  therapy.  In  a dubious  effort  to  provide  cheaper 
medicines  by  abolishing  the  trade  names  upon  which  the  responsible 
makers  stake  their  reputations,  let  us  beware  of  sacrificing  this  success. 
This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription 
drugs  to  help  you  answer  your  patients'  questions  on  this  current  medical 
topic.  For  additional  information,  please  write  Pharmaceutical  Manufacturers 
Association,  1411  K Street,  N.  W.,  Washington  5,  D.C. 
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The  cigarette  that  made  the  filter  famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  magazine 
and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter  cigarettes! 

An  important  step  in  making  the  “Micro- 
nite”  Filter  is  Kent’s  “Jet-Blooming” 
Process.  Specially  designed  machines 
separate  the  soft,  pure,  all-vegetable 
material— then  compress  the  fibers  into 
the  filter  shape,  in  an  intricate  network  of 
tiny  channels  which  refine  smoking  flavor. 

So,  Kent  with  the  “Micronite”  Filter  re- 

ALL  THESE  FIBERS  ARE  COMPRESSED  INTO  THE  FILTER!  „ , , n r 

fines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

A PRODUCT  OF  THE  P.  LORILLARD  COMPANY— FIRST  WITH  THE  FINEST  CIGARETTES— THROUGH  LORILLARD  RESEARCH 

© 1961  P LORILLARD  CO. 
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Doctor . . . 

•What  would  paying  a bill  like 
do  to  your  personal  finances? 

•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 

p-AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty'  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you , and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 

APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


—AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today’s  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  ''catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  ’right’  protection  at  the  ’right’  cost  for  YOU! 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


ORIGINAL  FORMULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 


NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 


For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 


Supply:  Capsules  • Elixir 


REFER  TO 


Write  for  professional  sample  and  literature. 


Page  581 
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WINSTON-SALEM  1,  NORTH  CAROLINA 

DEDICATED  TO  SERVING  THE  SOUTHERN  PHYSICIAN 
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FLAVORED 


Living  up  to 


a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- lVi  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY.  NEW  YORK  18.  N.  Y. 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


Deprol’ s balanced  action  avoids  “seesaiv”  effects 
of  energizers  and  amphetamines.  While  ener- 
gizers and  amphetamines  may  stimulate  the 
patient  — thpy  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate  combi- 
nations may  counteract  excessive  stimulation  — 
they  often  deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol. 
It  lifts  depression  as  it  calms  anxiety  — a bal- 
anced action  that  brightens  up  the  mood,  brings 
down  tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a few 
days.  Unlike  the  delayed  action  of  most  other 


antidepressant  drugs,  which  may  take  two  to  six 
weeks  to  bring  results,  Deprol  relieves  the 
patient  quickly  — often  within  a few  days.  Thus, 
the  expense  to  the  patient  of  long-term  drug 
therapy  can  be  avoided. 

Acts  safely— no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia, 
hypotension,  psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported  with  other 
drugs. 


‘Deprol* 

Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition:  1 mg.  2-diethylaminoethyl  benzilafe  hydro- 
chloride (benactyzine  HCI)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 


CO-4524 


Y/  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


1 


handy, 
disposable, 
moist 

ZEPHIRAN® 

TOWELETTES 

new  antiseptic 
skin  cleansing  tissues 


Good 

for 

all  hands 


Zephiran  Towelettes  cleansing  tissues  are  impregnated  with  Zephiran  chloride  1:750.  They  are  welcomed  by 
hospital  personnel  as  well  as  by  patients.  Towelettes  provide  a handy,  pleasant,  antiseptic  and  deodorizing 
cleansing  without  the  use  of  water.  Inside  each  individual  foil  envelope  is  a conveniently  large,  moist  Zephiran- 
impregnated  disposable  tissue  — ready  to  use  anywhere,  any  time. 


EASY  TO  OPEN  • EASY  TO  USE 

Available  in  boxes  of  20  and  100. 


Towelettes  contain  Zephiran  chloride  (brand 
of  refined  benzalkonium  chloride)  in  an 
effective  antiseptic  concentration,  perfume, 
chlorothymol  and  alcohol  20  per  cent. 


Hospital  and  Medical  Uses:  For  bedside  cleansing  to  reduce  nursing  care  and  time. 
For  patients’  use  before  and  after  meals.  For  patients  after  use  of  the  bedpan.  For 
cleansing  of  nursing  mothers'  hands  before  handling  the  baby  or  breast.  For  cleansing 
of  patients  before  and  after  gynecologic  examination.  For  routine  antiseptic  skin 
cleansing  of  patients  following  operations  such  as  colostomy,  prostatectomy,  hemor- 
rhoidectomy. For  refreshing  cooling  cleansing  of  patients  with  fever,  headaches,  etc. 
For  first-aid  antiseptic  cleansing  of  minor  cuts,  abrasions  and  burns.  For  patients  with 
acne  to  cleanse  the  skin  during  the  day.  In  the  doctor’s  bag  for  house  calls,  for  use 
in  ambulances,  etc. 

General  Uses:  In  the  home,  in  the  hospital,  in  the  office,  while  traveling,  when  caring 
for  children  and  during  sports  — for  a quick  fresh-up  any  time. 

LABORATORIES  • New  York  18,  N.  Y. 

Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademark  reg,  U.S.  Pat.  Off.  1531  M 
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(Salts  of  Dihydrohydroxycodeinone  and 
Homatropine,  plus  APC) 


TABLETS 

fills  the  gap 
between  i 

mild  oral  and  * 
potent  parenteral 
analgesics' 


for  fast  and 
thorough 
pain  relief 


■ acts  in  5-15  minutes 

■ relief  usually  lasts 
6 hours  or  longer 

■ toleration  excellent, 
constipation  rare 

■ sleep  uninterrupted 
by  pain 


WL  AVERAGE  ADULT  DOSE 

V 1 tablet  every  6 hours. 

fm  May  be  habit-forming. 

^ Federal  law  permits 

oral  prescription. 

(Also  Available 

For  greater 
flexibility  in  dosage  — 
Percodan®-Demi:  The  complete 
Percodan  formula,  but  with 
only  half  the  amount  of  salts  of 
dihydrohydroxycodeinone 
and  homatropine. 

1.  Blank,  P, 


Each  Percodan*  Tablet  contains 
4.50  mg.  dihydrohydroxycodeinone 
HCI,  0.38  mg.  dihydrohydroxy- 
codeinone terephthalate  (warning: 
may  be  habit-forming),  0.38  mg. 
homatropine  terephthalate, 

224  mg.  acetylsalicylic  acid, 

160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 


and  Boas,  H.:  Improved 

(analgesia  for  moderate  pain,  Ann.  West. 
Med.  & Surg.  6:376,  1952.  2.  Bonica,  J.  J., 
et  al.:  The  management  of  postpartum 
pain  with  dihydrohydroxycodeinone 
(Percodan):  Evaluation  with  codeine  and 
placebo,  West.  J.  Surg.  65:84,  1957. 
3.  Cass,  L.  J.,  and  Frederick,  W.  S.: 
A controlled  study  in  pain  relief,  M.  Times 
84:1318,  1956.  4.  Chasko,  W.  J.:  Pain-free 
dental  surgery:  Postoperative  extension 
of  the  pain-free  state,  J.  District  of 
Columbia  Dent.  Soc.  31:3,  No.  5,  1956. 
5.  Cozen,  L.:  Office  Orthopedics,  ed.  2, 
Philadelphia,  Lea  & Febiger,  1953,  pp.  120, 
138,  145,  156,  234.  6.  Nicolson,  W.  P.,  Jr., 
and  Skandalakis,  J.  E.:  Control  of  postopera- 
tive pain,  J.M.A.  Georgia  46:471,  1957. 
7.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Percodan 
for  pain  in  industrial  practice,  Indust.  Med. 
23:510,  1954;  abstracted,  Clin.  Med.  3:1008,  1956, 
Current  M.  Digest  22:135,  No.  3,  1955. 


Cni  ® ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 

U.S.  Pats.  2,628,185  and  2,907,768 


How  to  give  him  4 years  of 
college  for  the  price  of  3 


Give  him  his  chance  at  America’s  opportunities. 
He  needs  a peaceful  world  to  grow  in.  Every  U.  S. 
Savings  Bond  you  buy  helps  assure  peace  by 
keeping  our  country  strong. 


If  your  money  and  your  young- 
ster grew  up  together,  it  would 
certainly  help  meet  college 
costs,  wouldn’t  it?  That’s  ex- 
actly how  it  works  when  you 
save  for  his  education  with  U.  S. 
Savings  Bonds.  For  example, 
if  you  start  with  $6.25  a week 
when  he’s  2 or  3,  you’ll  have 
put  in  $4900  when  he  reaches 
college  age.  Then  cash  the 
Bonds  as  you  need  them,  and 
you’ll  get  back  about  $6900  — 
enough  for  a fair  share  of  4 
years  at  State. 


WHY  U.S.  SAVINGS  BONDS  ARE 
SUCH  A GOOD  WAY  TO  SAVE 

You  can  save  automatically  on 
the  Payroll  Savings  Plan,  or 
buy  Bonds  at  any  bank  • You 
now  earn  3%%  to  maturity, 
y2%  more  than  ever  before  • 
You  invest  without  risk  under 
a U.  S.  Government  guarantee 
• Y our  Bonds  are  replaced  free 
if  lost  or  stolen  • You  can  get 
your  money  with  interest  any- 
time you  want  it  • You  save 
more  than  money— you  buy 
shares  in  a stronger  America. 


You  save  more  than  money  with  U.S.  Savings  Bonds 


V si*1' 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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THERE’S 

AN 

AIR 

OF 

EXCITEMENT 

INSIDE 


You  can  see  a hint  of  the  excitement 
going  on  inside  The  Hotel  Richmond 
when  you  see  the  new  facade.  Extensive 
redecorating  is  recapturing  the  gracious 
atmosphere  of  the  1860’s  at  The  Hotel 
Richmond  overlooking  historic  Capitol 
Square.  Your  visit  takes  on  added  ex- 
citement when  surrounded  with  the 
gracious  beauty  of  the  Old  South. 
Exciting  things  are  happening — at  your 
Civil  War  Centennial  Headquarters — 
The  Hotel  Richmond. 

One  example  is  the  Centennial  Room, 
where  masterfully  prepared  Southern 
food  is  served  with  traditionally  famous 
Southern  hospitality  in  surroundings 
reminiscent  of  a fine  Southern  dining 
room. 


For  information  and  reservations  contact 
Director  of  Sales,  Dept.  VMM,  Rich- 
mond Hotels,  Incorporated,  Richmond, 
Va. 


THE  HOTELS  THAT  HOSPITALITY  BUILT 

The  John  Marshall,  The  William  Byrd,  The  King  Carter, 
The  Richmond;  Richmond,  Virginia  and  The  Chamberlin 
Hotel,  Fort  Monroe,  Virginia 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B 


• • • 


Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  "hangover"  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 

Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 

PAGE  643 


REFER  TO 

PDR 


Mau/ia*v&r  inc. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 
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In  response  to 
innumerable  requests 
from  dermatologists 


Winthrop  Laboratories 
now  makes  available 


TRIQUir 

FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atabrine®  hydrochloride 
25  mg.,  Aralen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  IT'S  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
low,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 


DOSAGE: 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 


HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booklet. 

Triquin,  Atabrine  (brand  of  quinactine),  Aralen  (brand  of  chloro- 
quine),  and  Plaquenil  (brand  of  hydroxychloroquine) , trademark! 
teg.  0.  S.  Pat.  Off. 


Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 

LABORATORIES  New  York  18,  N.  Y. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery  of 

Acne  Therapy 

Brasivol  has  a gentle  abrasive  action  that  attacks  the  acne  lesion  simply  and  directly.  A.  J 

It  maintains  the  mild  desquamation  so  essential  to  the  successful  acne  regime. 

Helps  open  plugged  pores,  reduce  pustules  and  blackheads, 
control  oiliness.  Helps  minimize  postacne  scars.  The  patient  simply  applies  Brasivol 
abrasive  cleanser  2 or  3 times  daily,  and  rinses.  Ritual  helps  relieve 
urge  to  squeeze  pimples.  Cooperation  is  enhanced 
because  results  are  readily  seen  and  felt.  Safety  and  success  are 
supported  in  over  10  years  of  clinical  studies  on 
thousands  of  acne  cases.  Brasivol  (pat.  pend.) 
contains  precisely  sized  abrasive  particles 
(fused  aluminum  oxide)  and  hexachlorophene  1%, 
in  a detergent  and  drying  base.  Compatible 


with  other  therapeutic  measures. 
JVrite  for  starter  samples  and  literature 


STIEFEL) 

LOGICAL  DERMATOLOGIC  A LS — since  1X47 

0 1960  STIEFEL  LABORATORIES,  INC. 

Oak  Hill,  New  York 

CANADIAN  REPRESENTATIVE: 

WINLEY-MORRIS  CO.,  LTD.,  Montreal  29,  Quebec 


Brasivol  Fine 


Brasivol  Rough 


Brasivol  is  supplied  in  3 abrasive  grades, 
permitting  gradual  intensification  of  abrasive 
action  as  the  acne  improves.  Also,  Brasivol 
Base  (abrasive  free)  now  available  for  acute 
inflammatory  cases. 

Jars  of  Brasivol  Base  5 oz. ; Brasivol  Fine 
5)4  oz. ; Brasivol  Medium  6)4  oz.;  Brasivol 
Rough  7 oz. 


ABRASION  THERAPY  FOR  ACNE 

in  certain  other  countries  Brasivol  is  available  as  DENCO-BR.JS ™ 


references: 

saperstein,  r.  B.:  Treatment  of  Acne  with  Long  Term 
Continuous  Abrasion.  A.M.A.  Archives  of  Derm.  81:  601, 
April  1960. 

REES,  R.  B ; BENNETT,  J.  H.;  GREENLEE,  M.  R.:  Newer 
Drug  Treatment  in  Dermatology,  Cal.  Med.,  91:1,  July 
1959. 

Sulzberger,  m.  b.  St  witten,  v.  h.:  The  Management  of 
Acne  Today.  Med.  Clinics  of  No.  America,  43:3,  May  1959. 


‘B.W.&Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


r 


‘CORTISPORIN’ 


® Broad-spectrum  antibac- 
terial  action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


\ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin*® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 o z., 

‘/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

*/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  x/z  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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AN  AMES  CLINIQUICK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 


In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient's  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.2  Its  clinically  stand- 
ardized, sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  1A%,  Vt.%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.3  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY  OF  URINE-SUGAR  QUANTITATION 

Standardized  urine-sugar  test. ..with 

COLOR-CALIBRATED  graphic  analysis  record 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  ,re- 
Reagent Tablets  fill  contains  this  physician-patient  aid. 


AMES 

COMPANY.  INC 

Elhhott  Indlono 


BRAND 


0156! 


earlier  detection  of  peripheral  vascular  disease 
key  to  improved  therapeutic  response 

In  practically  all  peripheral  vascular  disease  cases  where  marked 
occlusion  with  severe  ulceration  or  frank  gangrene  has  not  de- 
veloped, patients  can  be  assured  that  excellent  treatment  is  avail- 
able and  many  symptoms  can  be  relieved.1  Routine  palpation  of 
peripheral  pulses2  and  performance  of  clinical  tests  for  peripheral 
arterial  disease3  will  help  earlier  diagnosis.  Consequently  treat- 
ment can  be  instituted  sooner,  improving  likelihood  of  a favorable 
response  to  therapy. 


®[][LZ£\M] 


® 


Isoxsuprine  hydrochloride,  Mead  Johnson 


increases  deep  peripheral  circulation  by  direct  action 
...without  troublesome  side  effects 


VasodIlan’s  record  of  safety  and  effectiveness  in  the  management  of  periph- 
eral vascular  disease  has  been  established  clinically.4'6  Clarkson  and  Le  Pere 
report:  With  strictly  a clinical  office  approach,  isoxsuprine  [VasodIlan]  was 
used  in  the  treatment  of  100  patients  with  peripheral  vascular  disorders.  Defi- 
nite clinical  improvement  was  obtained  in  89  per  cent  of  these  patients.”5  They 
further  state:  “In  particular,  the  symptoms  of  pain,  cramping,  numbness,  and 
cold  were  consistently  relieved.”5 


Contraindications  — There  are  no  known  contra- 
indications to  oral  administration  of  VasodIlan 
in  recommended  doses. 

Cautions  — VasodIlan  should  not  be  given  immedi- 
ately postpartum  or  in  the  presence  of  arterial 
bleeding.  Parenteral  administration  is  not  rec- 
ommended in  the  presence  of  hypotension  or 
tachycardia.  Intravenous  administration  is  not 
recommended  because  of  the  increased  likelihood 
of  side  effects. 

Side  effects  — Few  side  effects  occur  when  given  in 
recommended  doses.  Occasional  palpitation  and 
dizziness  can  usually  be  controlled  by  dosage  ad- 
justment. Single  intramuscular  doses  of  10  mg.  or 
more  may  result  in  hypotension  or  tachycardia. 
Dosage  and  administration  — Oral  — 10  to  20  mg. 
(1  to  2 tablets)  t.i.d.  or  q.i.d.;  I.M.  — 5 to  10  mg. 
b.i.d.  or  t.i.d. 


Supplied  — 10  mg.  tablets,  bottles  of  100;  2 cc.  am- 
puls (5  mg./cc.)  for  intramuscular  use,  boxes  of  6. 
For  complete  details  on  indications,  dosageL  ad- 
ministration and  clinical  background  of  Vasodilan, 
see  the  brochure  of  this  product  available  on  request 
from  Mead  Johnson  Laboratories,  Evansville  21, 
Indiana. 

References : (1)  Lieberman,  J.  S.:  GP  21:133-143 
(March)  1960.  (2)  DeWeese,  J.  A.:  New  England  J. 
Med.  262: 1214-1217  (June  16)  1960.  (3)  Winsor,  T.: 
Peripheral  Vascular  Diseases:  An  Objective  Ap- 
proach, Springfield,  Illinois,  Charles  C Thomas, 
1959,  pp.  457-458.  (4)  Kaindl,  F.;  Samuels,  S.'  S.; 
Selman,  D.,  and  Shaftel,  H.:  Angiology  10:185-192 
(Aug.)  1959.  (5)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M.: 
Angiology  11  :190-192  (June)  1960.  (6)  Samuels, 
S.  S.,  and  Shaftel,  H.  E.:  J.A.M.A.  17:142-145 
(Sept.  12)  1959.  57e6I 


OMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


■ a ■ 


BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available 
in  a variety  of  forms  including:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets® 
(enteric-coated  tablets)  of  50  mg.;  in  aqueous  solutions:  1-cc.  Ampoules,  50  mg.  per 
cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  base);  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg. 
ephedrine  sulfate.  Precautions:  Avoid  subcutaneous  or  perivascular  injection.  Single 
parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in  hyperten- 
sion and  cardiac  disease.  Products  containing  BENADRYL  should  be  used  cautiously 
with  hypnotics  or  other  sedatives;  if  atropine-like  effects  are  undesirable;  or  if  the 


\ 

relieves  the  symptoms  of  seasonal  allergy 

What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  management  of  distress- 
ing symptoms. 

antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 

antispasmodic  action  Because  of  its  inherent  atropine-like  prop- 
erties, benadryl  affords  concurrent  relief  of 
bronchial  and  gastrointestinal  spasm.  et8tI 

PARKS.  DAVIS  A COMPANY.  Detroit  27.  Michigan 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof”  of  fine  NTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HC1,  0.5% 

- dependable  vasoconstrictor 
and  decongestant. 

Thenfadil®  HC1,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 
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Supplied  in  leakproof,  ; V 
pocket  size 

squeeze  bottles  of  20  cc. 
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W.  Callier  Salley,  M.D.,  Norfolk 
Russell  Buxton,  M.D.,  Newport  News 


COMMITTEES 
Standing  Committees 


Editorial  Board 

Harry  J.  Warthen,  M.D.,  Chairman  & 
Editor,  Richmond 

Robert  Mitchell,  Jr„  M.D.  (2)  Richmond 
Ennion  Williams,  M.D.  (2)  Richmond 
Lewis  H.  Bosher,  Jr.,  M.D.  (2)  Richmond 
W.  H.  Muller,  Jr.,  M.D.  (3)  Charlottesville 
Hugh  H.  Trout,  Jr.,  M.D.  (3)  Roanoke 
Simon  Russi,  M.D.  (3)  Petersburg 
C.  V.  Cimmino,  M.D.  (1)  Fredericksburg 
Julian  R.  Beckwith,  M.D.  (1)  Charlottes- 
ville 

Charles  E.  Davis,  Jr.,  M.D.  (1)  Norfolk 

Ethics 

Russell  G.  McAllister,  M.D.,  Chairman  (1) 
Richmond 

Robert  P.  Trice,  M.D.  (2)  Richmond 
John  Smoot,  M.D.  (3)  Fredericksbui’g 

Mediation 

James  P.  King,  M.D.,  Chairman  (1)  Rad- 
ford 

James  D.  Hagood,  M.D.  (2)  Clover 
Harry  C.  Bates,  Jr.,  M.D.  (3)  Arlington 
Walter  P.  Adams,  M.D.  (4)  Norfolk 
Allen  Barker,  M.D.  (5)  Roanoke 

Judicial 

J.  Morrison  Hutcheson,  M.D.,  Chairman 
(2)  Richmond 

W.  Callier  Salley,  M.D.  (3)  Norfolk 
James  P.  King,  M.D.  (1)  Radford 


Medical  Service 

Charles  L.  Savage,  M.D.,  Chairman  (2) 
Waynesboro 

Russell  V.  Buxton,  M.D.  (1)  Newport  News 
J.  T.  Showalter,  M.D.  (1)  Christiansburg 
James  P.  Williams,  M.D.  (1)  Richlands 
Richard  E.  Palmer,  M.D.  (1)  Alexandria 
William  A.  Johns,  M.D.  (2)  Richmond 
Walter  F.  Adams,  M.D.  (2)  Norfolk 
Ray  A.  Moore,  Jr.,  M.D.  (2)  Farmville 
Snowden  C.  Hall,  Jr.,  M.D.  (2)  Danville 
Cecil  G.  Finney,  M.D.  (1)  Culpeper 

Public  Relations 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 
(2)  Lynchburg 

Thomas  W.  Murrell,  Jr.,  M.D.,  Vice-Chair- 
man (3)  Richmond 

Mason  C.  Andrews,  M.D.  (2)  Norfolk 
William  S.  Terry,  M.D.  (1)  Portsmouth 
Thomas  E.  Haggerty,  M.D.  (1)  Falls  Church 
Marcellus  Johnson,  III,  M.D.  (3)  Roanoke 

Membership 

William  L.  Sibley,  M.D.,  Chairman  (2) 
Roanoke 

William  W.  Old,  III,  M.D.  (1)  Lexington 
Marion  W.  Fisher,  M.D.  (3)  Sandston 


Legislative 

James  D.  Hagood,  M.D.,  Chairman  (3) 
Clover 

W.  C.  Elliott,  M.D.,  Vice  Chairman  (1) 
Lebanon 

Edward  E.  Haddock,  M.D.  (1)  Richmond 
Ernest  G.  Scott,  M.D.  (2)  Lynchburg 
Dean  B.  Cole,  M.D.  (2)  Richmond 
James  L.  Chitwood,  M.D.  (2)  Pulaski 
Richard  E.  Palmer,  M.D.  (1)  Alexandria 
Walter  J.  Rein,  M.D.  (3)  Richmond 
Mallory  S.  Andrews,  M.D.  (3)  Norfolk 

Program 

Kinloch  Nelson,  M.D.,  Chairman  (1)  Rich- 
mond 

William  J.  Hagood,  Jr.,  M.D.  (2)  Clover 
Owen  Gwathmey,  M.D.  (3)  Richmond 

Finance 

Benjamin  W.  Rawles,  Jr.,  M.D.,  Chairman 
(I)  Richmond 

Walter  A.  Porter,  M.D.  (2)  Hillsville 
Paul  Hogg.  M.D.  (3)  Newport  News 

Scientific  Exhibits  & Clinics 

Frank  M.  Blanton,  M.D.,  Chairman  (3) 
Richmond 

Charles  L.  Crockett,  Jr.,  M.D.  (1)  Roanoke 
Eugene  L.  Lowenberg,  M.D.  (2)  Norfolk 
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SYRUP  OF  CH  LORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
ch loral-hyd rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  RICHMOND  26.  VA. 


Advisory  to  Woman’s  Auxiliary 

W.  A.  Porter,  M.D.,  Chairman,  Hillsville 
Edward  E.  Haddock,  M.D.,  Richmond 
Hugh  H.  Trout,  Jr.,  Roanoke 

Walter  Reed  Commission 

Raymond  S.  Brown,  M.D.,  Chairman , 
Gloucester 

Thomas  E.  Smith,  M.D.,  Hayes 
Sterling  Ransone,  M.D.,  Mathews 

To  Confer  with  State  Board  of 
Nurse  Examiners 

John  R.  Mapp,  M.D.,  Chairman, 
Nassawadox 

James  M.  Moss,  M.D.,  Alexandria 
R.  Earle  Glendy,  M.D.,  Roanoke 
John  P.  Lynch,  M.D.,  Richmond 
Julian  R.  Beckwith,  M.D.,  Charlottesville 

Maternal  Health 

E.  S.  Groseclose,  M.D.,  Chairman , 
Lynchburg 

A.  Tyree  Finch,  M.D.,  Farmville 
Joseph  C.  Parker,  M.D.,  Richmond 
L.  L.  Shamburger,  M.D.,  Richmond 
George  S.  Hurt,  M.D.,  Roanoke 
Mason  C.  Andrews,  M.D.,  Norfolk 
Chester  L.  Riley,  M.D.,  Winchester 
John  J.  Marsella,  M.D.,  Danville 
W.  N.  Thornton,  Jr.,  M.D.,  Charlottesville 
James  J.  Dunne,  M.D.,  Richmond 
David  M.  Brillhart,  M.D.,  Arlington 
K.  Charles  Latven,  M.D.,  Arlington 
William  M.  Gammon,  M.D.,  Bristol 

Liaison  to  Confer  with  U.M.W.  Welfare  Fund 

James  P.  Williams,  M.D.,  Chairman, 
Richlands 

Kinloch  Nelson,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
Rufus  P.  Brittain,  M.D.,  Tazewell 
Lewis  Ingram,  M.D.,  Norton 
Thomas  B.  Hunter,  M.D.,  Charlottesville 
William  F.  Maloney,  M.D.,  Richmond 
H.  B.  Mulholland,  M.D.,  Charlottesville 
W.  Linwood  Ball,  M.D.,  Richmond 
Vincent  W.  Archer,  M.D.,  Charlottesville 
Allen  Barker,  M.D.,  Roanoke 

House 

Harry  J.  Warthen,  M.D.,  Chairman, 
Richmond 

Virgil  May,  M.D.,  Richmond 

Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 

National  Emergency  Medical  Service 

W.  Ross  Southward,  Jr.,  M.D.,  Chairman, 
Richmond 

Charles  R.  Riley,  M.D.,  Richmond 
E.  Cato  Drash,  M.D.,  Charlottesville 
Charles  D.  Smith,  M.D.,  Roanoke 
Frank  A.  Kearney,  M.D.,  Hampton 
Meyer  I.  Krischer,  M.D.,  Norfolk 
Coleman  Booker,  M.D.,  Hopewell 

Liaison  to  State  Bar  Association 

Edward  E.  Haddock,  M.D.,  Chairman, 
Richmond 

William  Dolan,  M.D.,  Arlington 
G.  T.  Mann,  M.D.,  Richmond 
T.  Addison  Morgan,  M.D.,  Franklin 
John  O.  Boyd,  Jr.,  M.D.,  Roanoke 
Russell  Buxton,  M.D.,  Newport  News 

Medicare  Advisory 

W.  Linwood  Ball,  M.D.,  Chairman, 
Richmond 

David  W.  Scott,  Jr.,  M.D.,  Fredericksburg 
Hunter  B.  Frischkorn.  M.D.,  Richmond 
Richard  Michaux,  M.D.,  Richmond 
William  E.  Byrd,  M.D.,  Norfolk 

Principles  and  Policies 

Harry  C.  Bates,  Jr.,  M.D.,  Chairman , 
Arlington 

Benjamin  W.  Rawles,  Jr.,  M.D.,  Vice- 
Chairman,  Richmond 
John  T.  T.  Hundley,  M.D.,  Lynchburg 
Samuel  Adams,  M.D.,  Martinsville 
Allen  Barker,  M.D.,  Roanoke 
Thomas  S.  Edwards,  M.D.,  Charlottesville 
Malcolm  H.  Harris,  M.D.,  West  Point 
James  P.  King,  M.D.,  Radford 
Walter  P.  Adams,  M.D.,  Norfolk 


Special  Committees 


Advisory  Committee  to  the  Department  of  Pub- 
lic Welfare 

John  T.  T.  Hundley,  M.D.,  Chairman, 
Lynchburg 

Robley  Bates,  M.D.,  Richmond 
H.  W.  Felton,  M.D.,  Deltaville 
Charles  H.  Lupton.  M.D.,  Norfolk 
Horace  E.  Kerr,  M.D.,  Colonial  Beach 
G.  B.  Setzler,  M.D.,  Pennington  Gap 

Executive  Committee  of  Council 

Fletcher  J.  Wright,  Jr.,  M.D.,  Chairman, 
Petersburg 

Richard  E.  Palmer,  M.D.,  Alexandria 
Paul  Hogg,  M.D.,  Newport  News 

Insurance 

Andrew  F.  Giesen,  M.D.,  Chairman, 

Radford 

W.  D.  Lewis,  M.D.,  Martinsville 
A.  L.  Herring,  Jr.,  M.D.,  Richmond 
J.  R.  B.  Hutchinson,  M.D.,  Arlington 
Robert  S.  Hutcheson,  Jr.,  M.D.,  Roanoke 

C.  M.  McCoy,  M.D.,  Norfolk 

Mental  Health 

John  R.  Saunders,  M.D.,  Chairman, 

Richmond 

Thomas  S.  Edwards,  M.D.,  Charlottesville 
Robert  C.  Longan,  Jr.,  M.D.,  Richmond 
Joseph  R.  Blalock,  M.D.,  Marion 
Walter  J.  Brennan,  M.D.,  Alexandria 
Milton  S.  Goldman,  M.D.,  Norfolk 
G.  Edmund  Stone,  M.D.,  Staunton 

Conservation  of  Sight 

DuPont  Guerry,  III,  M.D.,  Chairman, 
Richmond 

Charles  A.  Young,  Jr.,  M.D.,  Roanoke 
William  P.  McGuire,  M.D.,  Winchester 
Marion  K.  Humphries,  M.D.,  Charlottesville 
Eugene  W.  Heatwole,  M.D.,  Newport  News 
Beverley  R.  Kennon,  III,  M.D.,  Norfolk 

Conservation  of  Hearing 

Calvin  T.  Burton,  M.D.,  Chairman, 

Roanoke 

Neil  Callahan,  M.D.,  Portsmouth 
Fletcher  D.  Woodward,  M.D.,  Charlottesville 
John  B.  Gorman,  M.D.,  Lynchburg 
John  G.  Sellers,  M.D.,  Norfolk 
W.  Copley  McLean,  M.D.,  Charlottesville 
Peter  Pastore,  M.D.,  Richmond 

Rehabilitation 

Roy  M.  Hoover,  M.D.,  Chairman,  Roanoke 
W.  Kyle  Smith,  M.D.,  Richmond 
Charles  L.  Savage,  M.D.,  Waynesboro 
Joseph  R.  Blalock,  M.D.,  Marion 
George  A.  Duncan,  M.D.,  Norfolk 
A.  Ray  Dawson,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
J.  Treacy  O’Hanlan,  M.D.,  Waynesboro 
Leroy  Smith,  M.D.,  Richmond 

G.  S.  Fitz-Hugh,  M.D.,  Charlottesville 
Frank  B.  Stafford,  M.D.,  Charlottesville 
Reno  Porter,  M.D.,  Richmond 

A.  L.  McCausland,  M.D.,  Roanoke 
James  L.  Thomson,  M.D.,  Norfolk 

Radiation  Hazards 

George  Cooper,  Jr.,  M.D.,  Chairman, 
Charlottesville 

Mack  I.  Shanholtz,  M.D..  Richmond 
Hunter  B.  Frischkorn,  M.D.,  Richmond 
Charles  D.  Smith,  M.D.,  Roanoke 

Medical  Education 

Allen  Barker,  M.D.,  Chairman,  Roanoke 
Malcolm  H.  Harris,  M.D.,  West  Point 
William  F.  Maloney,  M.D.,  Richmond 
Thomas  H.  Hunter,  M.D.,  Charlottesville 
Shelton  Horsley,  III,  M.D.,  Richmond 
John  C.  Watson,  M.D.,  Alexandria 
Russell  M.  Cox,  M.D.,  Portsmouth 

Aging  and  Chronically  111 

John  P.  Lynch,  M.D.,  Chairman,  Richmond 
Harry  C.  Bates,  Jr.,  M.D.,  Arlington 

H.  B.  Mulholland,  M.D.,  Charlottesville 
Elam  C.  Toone,  Jr.,  M.D.,  Richmond 
Mack  I.  Shanholtz,  M.D.,  Richmond 
Malcolm  H.  Harris,  M.D.,  West  Point 
Louis  P.  Bailey,  M.D.,  Nathalie 


Alcoholism 

William  S.  Sloan,  M.D.,  Chairman, 
Petersburg 

James  Asa  Shields,  M.D.,  Richmond 
Ebbe  C.  Hoff,  M.D.,  Richmond 
William  F.  Gibbs,  M.D.,  Norfolk 
John  J.  Jofko,  M.D.,  Roanoke 

Child  Health 

Warren  C.  Gregory,  M.D.,  Chairman, 
Winchester 

William  C.  Smith,  M.D.,  Waynesboro 
Lee  N.  Kastner,  M.D.,  Portsmouth 
William  P.  Spencer,  M.D.,  Richmond 
Edwin  B.  Vaden,  M.D.,  Lynchburg 
Robert  H.  Anderson,  M.D.,  Alexandria 
William  F.  Murphy,  Jr.,  M.D.,  Norfolk 
W.  N.  Thompson,  M.D.,  Stuart 
Boyd  H.  Payne,  M.D.,  Staunton 
Homer  Bartley,  M.D.,  Roanoke 
Robert  D.  Shreve,  M.D.,  Altavista 

Advisory  to  Work  with  Medical  & Allied 
Organizations 

Robert  Marston,  M.D.,  Chairman,  Bon  Air 
Fleming  Gill,  M.D.,  Richmond 
McLemore  Birdsong,  M.D.,  Charlottesville 

Cancer 

John  R.  Kight,  M.D.,  Chairman,  Norfolk 
George  Cooper,  Jr.,  M.D.,  Charlottesville 
WTilliam  D.  Dolan,  M.D.,  Arlington 
W.  Ross  Southward,  Jr.,  M.D.,  Richmond 

J.  Robert  Massie,  Jr.,  M.D.,  Richmond 
Walter  C.  Fitzgerald,  M.D.,  Danville 
Charles  L.  Crockett,  Jr.,  M.D.,  Roanoke 
Carey  A.  Stone,  Jr.,  M.D.,  Radford 
Claiborne  W.  Fitchett,  M.D.,  Norfolk 
Richard  N.  deNiord,  M.D.,  Lynchburg 

National  Legislative 

Vincent  W.  Archer,  M.D.,  Chairman, 
Charlottesville 

Paul  Hogg,  M.D.,  Newport  News 

K.  K.  Wallace,  M.D.,  Norfolk 

Thomas  W.  Murrell,  Jr.,  M.D.,  Richmond 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
William  N.  Thompson,  M.D.,  Stuart 
Alexander  McCausland,  M.D.,  Roanoke 
Dennis  P.  McCarty,  M.D.,  Front  Royal 
James  G.  Willis,  M.D.,  Fredericksburg 
W.  Fredric  Delp,  M.D..  Pulaski 
Richard  E.  Palmer,  M.D.,  Alexandria 

Liaison  to  State  Department  of  Health 

William  Grossmann,  M.D.,  Chairman, 
Petersburg 

Edwin  L.  Kendig,  Jr.,  M.D.,  Richmond 
James  G.  Snead,  M.D.,  Roanoke 

Appointees  to  Board  of  Directors  of  Virginia 
Medical  Service  Association* 

WT.  Callier  Salley,  M.D.,  Chairman,  Norfolk 
Frank  N.  Buck,  Jr.,  M.D.,  Lynchburg 
Claude  A.  Nunnally,  M.D.,  Fredericksburg 
R.  Campbell  Manson,  M.D.,  Richmond 
Benjamin  W.  Rawles,  Jr.,  M.D.,  Richmond 
John  R.  Saunders,  M.D.,  Richmond 

D.  Edward  Watkins,  M.D.,  Waynesboro 
Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg 
Julian  H.  Yeatman,  M.D.,  Fork  Union 
Walter  P.  Adams,  M.D.,  Norfolk 
Russell  V.  Buxton,  M.D.,  Newport  News 
Mathew  L.  Lacey,  II,  M.D.,  South  Hill 

* Also  serve  as  Special  Committee  of  Tht 
Medical  Society  of  Virginia. 

Traffic  Safety 

F.  H.  McGovern,  M.D.,  Chairman,  Danville 
DuPont  Guerry,  III,  M.D.,  Richmond 

John  Meredith,  M.D.,  Richmond 
Louis  P.  Ripley,  M.D.,  Roanoke 
Robert  P.  Irons.  M.D.,  Lexington 
R.  D.  Butterworth,  M.D.,  Richmond 
William  Pifer,  M.D.,  Winchester 

Tuberculosis 

E.  C.  Drash,  M.D.,  Chairman, 
Charlottesville 

John  A.  Sims,  M.D.,  Alexandria 
Edward  S.  Ray,  M.D.,  Richmond 
R.  T.  Peirce,  M.D.,  Newport  News 
C.  L.  Savage,  M.D.,  Waynesboro 

E.  C.  Harper,  M.D.,  Richmond 

G.  B.  Tayloe,  M.D.,  Norfolk 
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Saunders 


Cherniack  and  Cherniack— 
Respiration  in  Health  and  Disease 


A New  Book  ! This  fresh  and  unconventional  ap- 
proach to  the  understanding  of  respiratory  disorders 
bridges  the  gap  between  the  technical  treatises  on 
Pulmonary  Physiology  and  the  purely  descriptive  text- 
books of  Respiratory  Diseases.  It  explains  the  mecha- 
nisms by  which  pathologic  processes  produce  clinical 
findings.  The  authors  first  provide  you  with  a sound 
understanding  of  the  normal  functioning  of  the  respira- 
tory system,  and  then  build  on  this  base  an  explanation 
of  important  types  of  respiratory  disorder,  the  mech- 
anism of  development  of  each  type  of  disorder,  and  the 
way  in  which  such  disorders  produce  symptoms  and 


signs.  Throughout  the  text  the  various  explanations  are 
illustrated  by  a series  of  diagrams  and  line  drawings 
which  interpret  the  authors’  ideas  with  remarkable 
clarity.  You’ll  find  coverage  of  scores  of  specific  dis- 
eases including:  Bronchial  asthma — Atelectasis — Cysts 
of  the  lung — Pulmonary  hypertension — Pleural  effu- 
sion— Herniation  of  the  mediastinum — Manifestations 
of  diaphragmatic  disease — Respiratory  insufficiency. 

By  Reuben  M.  Cherniack,  M.D.,  Assistant  Professor  of  Medicine; 
and  Louis  Cherniack,  M.D.,  Assistant  Professor  of  Medicine. 
Both  at  the  University  of  Manitoba,  Winnipeg,  Canada.  About  448 
pages,  , illustrated.  About  $11.50.  New — Just  Ready! 


Fluhmann  —The  Cervix  Uteri 


A New  Book  ! This  highly  authoritative  presentation 
is  devoted  solely  to  the  cervix  uteri  and  its  diseases. 
Special  attention  has  been  directed  to  diagnosis,  clinical 
manifestations,  and  both  medical  and  surgical  treat- 
ment. A richly  illustrated  introductory  section  empha- 
sizes clinical  implications  and  applications  of  anatomy, 
embryology  and  physiology.  Diagnostic  procedures  are 
illustrated  and  meticulously  described.  Dr.  Fluhmann 
explains  techniques  of  office  examination,  cytologic 
study,  analysis  of  cervical  secretions,  the  Shiller  test, 
tissue  biopsies,  colposcopy  and  roentgenographic 
study.  Coverage  of  carcinoma  in  situ  and  of  invasive 


carcinoma  is  exhaustive.  You’ll  find  surgical  treatment 
described  and  illustrated  in  precise  detail.  Criteria  for 
making  a choice  between  radiation  and  surgical  man- 
agement is  analyzed  from  every  point  of  view.  The 
final  section  on  The  Cervix  During  Pregnancy  dis- 
cusses the  Incompetent  Cervix,  Malignant  Neoplasms 
during  Pregnancy,  Traumatic  Lesions,  etc. 

By  C.  Frederic  Fluhmann,  B.A.,  M.D.,  C.M.,  Chief  in  Obstetrics 
and  Gynecology,  Presbyterian  Medical  Center,  San  Francisco; 
Clinical  Professor  of  Obstetrics  and  Gynecology,  Stanford  Univer- 
sity School  of  Medicine.  556  pages,  S'/V'xlO",  with  447  illustra- 
tions. About  $12.50.  New — Just  Ready! 


Tenney  and  Little  — Clinical  Obstetrics 


A New  Book  ! This  sharply  clinical  book  takes  up  24 
problems  which  currently  cause  difficulty  in  the  safe 
delivery  of  mother  and  child.  Based  on  the  present 
viewpoints  and  plans  of  management  in  effect  at  the 
Boston  City  Hospital  and  the  Boston  Lying-in  Hospital, 
it  reflects  the  authors’  own  extensive  experience  in 
handling  some  -of  the  most  difficult  and  controversial 
situations  in  clinical  obstetrics.  You’ll  find  full  coverage 
of  such  timely  problems  as:  Heart  disease  in  pregnancy 
— Urinary  tract  infections — Blood  incompatibilities — 
Pelvic  tumors  in  pregnancy — Abortion — Tubal  preg- 
nancy— Cesarian  section — Analgesia  and  Anesthesia — 
Prolonged  labor — Abnormal  presentations — The  use 


of  low  forceps  and  episiotomy — Prematurity — etc.  In 
each  discussion  the  authors  first  present  the  essential 
features  of  the  problem  itself,  with  indications  as  to  its 
frequency  and  importance.  They  then  go  on  to  describe 
the  clinical  aspects  of  the  condition  with  rich  detail  on 
recognition,  diagnosis,  differential  diagnosis,  manage- 
ment and  prognosis. 

By  Benjamin  Tenney,  M.D.,  Director,  Department  of  Obstetrics 
and  Gynecology,  Boston  City  Hospital;  Clinical  Professor  of  Ob- 
stetrics, Harvard  Medical  School;  and  Brian  Little,  M.D.,  Boston 
Lying-in  Hospital;  Instructor  in  Obstetrics,  Harvard  Medical 
School.  About  500  pages,  6'/2"x954",  with  100  illustrations.  About 
$9.00.  New — Ready  in  September! 


Order  from  W.  B.  SAUNDERS  COMPANY  SMG1 

West  Washington  Square,  Philadelphia  5 

Please  send  and  charge  my  account: 

□ Cherniacks’  Respiration  in  Health  and  Disease,  about  $1 1.50 

□ Fluhmann’s  The  Cervix  Uteri,  about  $12.50 

□ Tenney  & Little’s  Clinical  Obstetrics,  about  $9.00 

Name 

Address 
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The  cigarette  that  made  the  Fitter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And.no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1 961  P.  LORILLARD  CO. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


10 


Virginia  Medical  Monthly 


tftU  cmM  w&wi  jjcdmd... 

traveling  by  Custom  Air-Ambulance  Service 


You  can  use  this  custom-designed,  twin-engine  all-weather  air  ambulance  to  transport 
your  patients  at  200  miles  per  hour  around  the  clock.  The  air  ambulance  has  resuscita- 
tion equipment,  a nine-hour  oxygen  supply,  and  a wide  door  specially  designed  for 
loading  the  stretcher  and  patient.  The  handsomely  appointed  cabin  offers  ample  room 
for  the  patient,  doctor  and  members  of  the  family.  Airline  transport  rated  pilots  are 
in  command  on  every  flight,  assuring  complete  safety.  For  full  details  write  for 
brochure  or  call 

SPECIAL  AIR  SERVICES,  Inc. 

P.  O.  Box  305  Alexandria,  Virginia  King  9-3 14G 
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ORIGINAL  FORMULA 


t_y$eu*  Sfoncc  u&tvi  / 


NICOZOL  COMPLEX  is  a cerebral  stimulant-tonic  and  dietary 
supplement  intended  for  geriatric  use.  Improves  mental  and 
physical  well-being.  Improves  protein  and  calcium  metabolism. 
Indicated  during  convalescence,  also  as  a preventive  agent  in 


common  degenerative  changes. 

1 teaspoonful  (5  cc)  3 times  a day, 
preferably  before  meals.  Female  pa- 
tients should  follow  each  21-day 
course  with  a 7-day  rest  interval. 


y’u/././y.' 

NICOZOL  COMPLEX  is  avail- 
able as  a pleasant-tasting 
elixir.  Popularly  priced. 
Bottles  of  1 pint  and  1 gallon. 


Each  15  cc  (3  teaspoonfuls)  contains: 


Pentylenetetrazol  150  mg. 

Niacin  75  mg. 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thiamine  Hydrochloride  6 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride  6 mg. 

Vitamin  B-12  2 meg. 

Folic  Acid  0.33  mg. 

Panthenol  5 mg. 

Choline  Bitartrate  20  mg. 

Inositol  15  mg. 

1-Lysine  Monohydrochloride  ..  100  mg. 

Vitamin  E (a-Tocopherol 
Acetate) 3 mg. 


Iron  (as  Ferric  Pyrophosphate)  15  mg. 
Trace  Minerals  as:  Iodine  0.05  mg.. 
Magnesium  2 mg.,  Manganese  1 mg.. 
Cobalt  0.1  mg.,  Zinc  1 mg.  - 


Write  for  professional  sample  and  literature. 


Contains  15%  Alcohol 


DRUG 

(SptuUcUiU^)  WINSTON-SALEM  1,  NORTH  CAROLINA 

INC.  — ■ — ^ Dedicated  to  Servinr  the  Southern  Physician 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B... 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  "hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 


PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


MauSiatidl,  inc. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 
GREENSBORO,  NORTH  CAROLINA 
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How  to  use 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


Trancopal 


Trancopal ® 

Brand  of  chlormezanone  " 


in 

musculoskeletal 

“splinting” 


Although  "splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200  mg. ) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18.N.Y. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 


solve  the  mystery  of 

Acne  Therapy 

Brasivol  has  a gentle  abrasive  action  that  attacks  the  acne  lesion  simply  and  directly.  A J 

It  maintains  the  mild  desquamation  so  essential  to  the  successful  acne  regime. 

Helps  open  plugged  pores,  reduce  pustules  and  blackheads, 
control  oiliness.  Helps  minimize  postacne  scars.  The  patient  simply  applies  Brasivol 
abrasive  cleanser  2 or  3 times  daily,  and  rinses.  Ritual  helps  relieve 
urge  to  squeeze  pimples.  Cooperation  is  enhanced 
because  results  are  readily  seen  and  felt.  Safety  and  success  are 

supported  in  over  10  years  of  clinical  studies  on 

thousands  of  acne  cases.  Brasivol  (pat.  pend.) 
contains  precisely  sized  abrasive  particles 
(fused  aluminum  oxide)  and  hexachlorophene  1%, 
in  a detergent  and  drying  base.  Compatible 
with  other  therapeutic  measures. 


IVrite  for  starter  samples  arul  literature 


(STIEFEL) 

LOGICAL  DERM ATOLOG1CALS— since  1X47 

• 1560  STIEFEL  LABORATORIES,  INC. 

Oak  Hill,  New  York 

CANADIAN  REPRESENTATIVE: 

WINLEY-MORRIS  CO.,  LTD.,  Montreal  29,  Quebec 


Brasivol  Fine 


Brasivol  Medium 


Brasivol  Rough 


Brasivol  is  supplied  in  3 abrasive  grades, 
permitting  gradual  intensification  of  abrasive 
action  as  the  acne  improves.  Also,  Brasivol 
Base  (abrasive  free)  now  available  for  acute 
inflammatory  cases. 

Jars  of  Brasivol  Base  5 oz. ; Brasivol  Fine 
5%  oz. ; Brasivol  Medium  6)4  oz. ; Brasivol 
Rough  7 oz. 


ABRASION  THERAPY  FOR  ACNE 

in  certain  other  countries  Brasivol  is  available  as  DEN  CO-BRA  Sr** 


references: 

saperstein,  R.  b.  : Treatment  of  Acne  with  Long  Term 
Continuous  Abrasion.  A.M.A.  Archives  of  Derm.  81:  601, 
April  1960. 

REES,  R.  B ; BENNETT,  J.  H.|  GREENLEE,  M.  R.!  Newer 

Drug  Treatment  in  Dermatology,  Cal.  Med.,  91:1,  July 
1959. 

Sulzberger,  M.  b.  a witten,  v.  h.:  The  Management  of 
Acne  Today.  Med.  Clinics  of  No.  America, 43:3,  May  1959. 
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in  rheumatoid  arthritis 


Triamcinolone  LEDERLE 


UNSURPASSED  “GENERAL-PURPOSE”  STEROID 
OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  treating  rheumatoid  arthritis.  Mounting  clinical  evidence  has 
shown  that  aristocort  is  also  highly  valuable  for  the  “special-problem”  arth- 
ritic — the  patient  who,  because  of  certain  complications,  was  hitherto  con- 
sidered a poor  candidate  for  corticosteroids. 

for  example: 

SPECIAL  PROBLEM:  ANXIETY-TENSION 

When  triamcinolone  was  used,  euphoria  and  psychic  unrest  rarely  occurred. 
(McGavack,  T.  H. : Clin.  Med.  6 :997  [June]  1959.) 

SPECIAL  PROBLEM:  OVERWEIGHT 

No  patient  developed  voracious  appetite  on  triamcinolone.  Preferable  for  the 
overweight  person  whose  appetite  is  undesirably  stimulated  by  other  steroids. 
(Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheu- 
matism 1:215  [June]  1958.) 

SPECIAL  PROBLEM:  EDEMA 

Since  it  does  not  produce  edema,  triamcinolone  is  useful  in  rheumatoid  arthritis 
patients  with  cardiac  decompensation  who  need  steroid  therapy.  (Hollander, 
J.  L. : J.A.M.A.  172:306  [Jan.  23]  1960.) 


SPECIAL  PROBLEM:  HYPERTENSION 

Triamcinolone  may  be  included  among  the  currently  available  antirheumatic 
steroids  having  the  least  tendency  to  cause  sodium  retention.  (Ward,  L.  E.: 
J.A.M.A.  170:1318  [July  11]  1959.) 

Hypertension  did  not  result  from  triamcinolone  therapy.  Existing  hypertension 
was  reduced  sometimes.  This  may  have  been  due  to  lack  of  sodium  retention. 
(Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheu- 
matism 1:215  [June]  1958.) 


Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 

However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  rheumatoid  arthritis,  dos- 
age should  be  individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms. 

Dosage  should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and  chicken 
pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 

Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


For  as  a plant  turns  leaf  and  bloom  away 
from  the  dark  and  toward  the  sunlight, 
so  will  a wise  man  grow  in  the  direction 
of  enlightenment. 


said: 


We  live  in  a changing  world  — changing, 
perhaps,  more  rapidly  now  than  at  any 
other  time  in  its  history.  Blue  Shield 
must  keep  pace  with  changing  concepts 
in  health  care  if  it  is  to  continue  to  per- 
form its  mission  effectively.  In  this  con- 
nection, a well-known  doctor  recently 
If  a doctor  does  not  like  what  Blue 
sld  is  doing,  it  behooves  him  to  join 
Hip  and  make  an  effort  to  change  the 
policy  that  governs  the  Plan  in  his  com- 
munity. Those  who  constantly  complain 
. and  make  no  effort  to  improve  . . . 
deserve  no  consideration  whatsoever.” 

' / 

BLUE  SHIELD „ 

The  program  guided  by  doctors 


(S' Service  marks 
reg.  by  Blue  Shield 
Medical  Care  Plans 


VIRGINIA  MEDICAL  SERVICE  ASSOCIATION 

4010  WEST  BROAD  STREET  RICHMOND  30. 

r JLmSBSsL  WAA 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . .” 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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IT’s  easy  to  take  the  Sanborn 
“300  Visette®”  along  on  your 
house  calls  because  it  is  compact 
and  weighs  only  18  pounds,  in- 
cluding all  accessories.  Modern  electronics 
— transistors  and  printed  circuits  — make 
it  rugged  to  withstand  the  wear  and  tear 
on  a portable  instrument.  Yet  even  with 
such  durability  and  compactness,  there 
has  been  no  sacrifice  in  accuracy,  depend- 
ability, and  performance. 

In  addition  to  the  portable  model,  San- 
born also  offers  the  “100  Viso”,  a handsome 
desk -top  ECG  with  two  speeds,  three 
recording  sensitivities  and  provision  for 


Ask  your  Sanborn  Branch  Office  or 
Service  Agency  for  complete  information 
on  the  no-obligation  15-day  trial  period 
and  convenient  time  payments.  Medical 
Division,  SANBORN  COMPANY,  175 
Wyman  St.,  Waltham  54,  Mass. 


Sanborn  service  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and 
value  your  satisfaction. 


A ’cardiograph, 
portable  as 
your  “doctor’s 
bag” 


hospitals 


recording  and  monitoring  other 
phenomena.  Its  mobile  counter- 
part, the  “100M  Viso”,  is  easily 
rolled  to  the  patient’s  bedside  in 
and  clinics. 


Bethesda  Branch  Office  81 18  Woodmont  Ave. 
Oliver  6-5170  and  6-5171 


Richmond  Resident  Representative  301  E.  Franklin  St.,  Milton  9-1108 


« 
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It  takes  so  little  to  trigger  an  asthmatic  attack... 


it  takes  so  little  MOR€  to  control  it... 
the  simple  addition  of  to  your  classic  anti- 

asthmatic therapy  increases  therapeutic  success  even  in 

riiffirillt  n?ltiPntQ  Each  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.-an 

ill  I I ll/UI  l \jO  LICI I antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.' 

Ephedrine  sulfate  25  mg.-to  reduce  congestion.  Theophylline  130  mg. 
-for  bronchospasmolysis. 


‘‘Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates.”1  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  “...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved.”3 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE”  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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Put  your  low-back  patient 
back  on  the  payroll 

Soma’s  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  , . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

® 

YaV  Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


After  1 0 weeks 
of  therapy - 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  l]/o  oz.  tubes. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 


For  Acne-pHlSOHeX®  and 

" antibacterial,  nonalkaline,  nonirritating, 
hypoallergenic  detergent 
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PABALATE 


mutually  potentiating  nonsteroid  antirheumatics 

"superior  to  aspirin”2  and  with  a "higher  r therapeutic  index’”1 


once  again, 
an  active 


hand  in 


"doing 


In  each  yellow  enteric-coated 
PABALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided — 

PABALATE-SOD1UM  FREE 

When  conservative  steroid  therapy  is  indicated— 

PABALATE-HC 

Pabalate  with  Hydrocortisone 


1 . Barden,  F.  W.,  et  ah:  J.  Maine  M.  A.  46:99,  1955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


In  each  pink  enteric-coaled 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 

In  each  light  blue  enteric-coated 
PABALATE-HC  tablet: 

Same  formula  as  PABALATE- 
SOD1UM  FREE,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Making  today’s  medicines  with 
integrity . . . seeking  tomorrow’s 
with  persistence. 


Trademarked 
drugs . . . 


• t # 


or “drugs 
anonymous”? 


In  the  field  of  medicine,  as  almost  everywhere  else  in  a free  economy, 
the  trademark  concept  has  evolved  over  the  years.  As  with  most 
human  institutions,  there  are  some  who  may  not  consider  it  ideal; 
but  it  has  brought  about  three  signal  benefits: 

To  the  physician  it  gives  assurance  of  quality  in  the  drugs  he 
prescribes — assurance  backed  by  the  biggest  asset  of  the  maker, 
his  reputation. 

To  the  manufacturer  it  gives  one  of  the  greatest  possible  incen- 
tives to  produce  new  and  better  curative  agents. 

To  the  pharmacist  it  gives  preparations  which  he  can  dispense 
with  confidence. 

If  trademarks  are  done  away  with,  a whole  new  setup  must  be  created: 

1.  An  enormously  expanded,  expensive  system  of  government 
quality  control. 

2.  A new  system  of  generic  nomenclature  which  would  magi- 
cally turn  out  names  not  only  rememberably  simple,  but  also 
conforming  to  the  principles  of  complex  chemical  terminology. 

3.  Something  new  to  fill  the  gap  left  by  the  elimination  of  the 
trademark  incentive  to  produce  new  and  better  drugs. 

The  American  system  has  been  pre-eminent  in  producing  and  distrib- 
uting good  medicines.  Above  all  it  has  been  successful  in  creating 
new  advances  in  therapy.  In  a dubious  effort  to  provide  cheaper 
medicines  by  abolishing  the  trade  names  upon  which  the  responsible 
makers  stake  their  reputations,  let  us  beware  of  sacrificing  this  success. 
This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription 
drugs  to  help  you  answer  your  patients’  questions  on  this  current  medical 
topic.  For  additional  information,  please  write  Pharmaceutical  Manufacturers 
Association,  1411  K Street,  N.  W.,  Washington  5,  D.C. 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

-i  simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different’’  drugs 

q does  not  produce  ataxia,  stimulate  the 

^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

a does  not  produce  depression,  Parkinson-like 
symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 

^ normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.I.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate) . 

•trade-mark  meprobamate  (Wallace) 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Miltowir 


C M -4  7J0 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyndoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'®  is  a Squibb  trademark 
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£ ^nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^' 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.”2  2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ••  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

I?  pcpq rrll  mril  ^ Sebrell,  W.  H . Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

i\C3caiL  vjuuiim.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57, 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.0verholser,  W..  and  Fong.  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippi ncott,  Philadelphia,  1954,  p.  264. 


Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 


infectious  diseases 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a : 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

'Polysporin'® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5.000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

“ 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vi  oz.  and  Yb  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Yz  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  Yz  oz.  and 
Ya  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  - everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride  — 7 -ch  loro-2 -me  thy  la  mi  no 
n ft  ft  II  r 5-phenyl-3H-l, 4-benzodiazepine  4-oxide  hydrochloride 

n U L H t 

■ laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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Doctor . . . 

•What  would  paying  a bill  like'this' 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


j—  AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family's 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


|—  AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate.  j 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense. 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue, 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


HOW 


DILODE  RM 


HELPS  TOUR 


PATIENT  WITH  LESIONS  RESPONSIVE  TO  TOPICAL  STEROIDS 


lets  him  sleep  — rapidly  relieves  itch  and  burning 

spares  embarrassment  d ' 

inflammation  quickly 

accelerates  healing  b ff  r d ° pp  °x 

imate  skin’s  acid  mantle,  helps  restore  normal  pH 


saves  money  -“measured-dose”  valve  prevents  waste 

overmedication 


available  in  variety  of  forms 

— meets  differing  patient  needs  — Foam,  Aerosol  or  Cream 


DILODE  RM 

dichlorisone  acetate 

all  forms  also  available  with  neomycin  to  combat  infection 


Now  available,  NEW 
15  Gm.  economy-size 
tube  of  Diloderm  or 
Neo-Diloderm  Cream 


Available  with  or  without  neomycin:  Foam  Aerosol,  10  Gm.  dispenser,  18.75  mg.  dichlorisone  acetate  or  18.75  mg.  dichlori- 
sone acetate  with  37.5  mg.  neomycin  sulfate  (equivalent  to  26.25  mg.  neomycin  base);  Aerosol,  50  Gm.  container,  8.33  mg. 
dichlorisone  acetate  or  8.33  mg.  dichlorisone  acetate  with  16.6  mg.  neomycin  sulfate;  Cream,  5 Gm.  tube,  2.5  mg./Gm. 
dichlorisone  acetate  or  2.5  mg./Gm.  dichlorisone  acetate  with  5 mg./Gm.  neomycin  sulfate  (equivalent  to  3.5  mg./Gm. 
neomycin  base). 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 


f-786  JANUARY.  1961 


■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . . just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  1 Yi  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg: 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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Guest  Editorial 


Prescription  Writing— A Study 


T^RESCRIPTION  WRITING  has  changed  tremendously  in  the  past 
twenty-five  years.  Most  prescriptions  written  today  call  for  ready- 
made medication.  It  is  not  often  that  the  physician  has  need  for  his 
knowledge  of  incompatibilities,  solubilities,  and  weights  and  measures. 
In  fact,  the  use  of  these  manufactured  products  has  almost  eliminated 
the  need  for  "adjuvants”,  "correctives”,  "coloring  agents”,  "solvents” 
and  "vehicles”  in  the  doctor’s  armamentarium.  Two  or  more  ingredients 
are  found  in  less  than  ten  percent  of  today’s  prescriptions.  Consequently 
the  present  day  art  of  prescription  writing  is  confined  mostly  to  the 
originality  of  "expression”  or  "style”  found  in  the  SIGNATURA,  or 
directions. 


"Directions  for  use”,  to  be  sure,  make  dull  reading  material,  and  there 
is  little  art  to  be  found  in  "One  teaspoonful  three  times  daily”,  or  "One 
tablet  every  four  hours”.  But  a closer  examination  of  prescriptions  filled 
in  ,the  writer’s  pharmacy  reveals  from  time  to  time  departures  from 
routine  instructions  which  are  interesting  as  well  as  informative  (and 
also  reflect  the  originality  of  the  writer) . For  example,  sometimes  the 
prescriber  departs  from  cold  impersonal  directions  like,  "One  daily”  and 
uses  a warmer,  more  definite  style  such  as — "One  just  before  lunch”  or 
"One  at  breakfast  time”  or  "One  upon  arising”  or  "One  after  6 o’clock 
dinner”.  And  with  medication  that  is  required  more  often  than  once 
a day  we  find — "Two,  three  times  daily — on  arising,  at  2 P.M.  and  bed- 
time”, and  also  "One  tablet  twice  daily,  none  later  than  4 P.M.” 

Prescription  directions  usually  answer  one  or  more  of  three  questions 
— how  (to  use),  how  much  (to  use)  and  when  (to  use) — and  it  is  of 
interest  to  note  the  various  ways  this  information  is  imparted  to  the 
patient.  "One  every  4 hours”  probably  has  the  most  variations.  It  some- 


times  reads — "One  4 hours  apart”  or  "One  at  8,  12,  4 and  8”,  or  "One 
4 times  a day  at  4 hour  intervals”,  or  "One  on  arising,  repeat  in  4 hours, 
repeat  again  in  4 hours”.  Also  "Teaspoonful  3 times  daily”  might  be 
written — "Teaspoonful  every  meal  hour”  or  "Teaspoonful  morning, 
afternoon,  and  night”  or  "Teaspoonful  after  meals”  or  "Teaspoonful  at 
8,  2,  and  8”.  Occasionally  the  physician  uses  somewhat  more  informa- 
tive instructions  such  as,  "One  tablet  3 times  daily  with  meals  and  at 
bedtime  with  milk”  and  "One  teaspoonful  every  4 hours  for  nervousness 
and  at  bedtime  for  sleep”.  Also  "One  tablet  with  water  every  4 hours” 
and  "One  teaspoonful  with  or  without  water,  three  times  daily”  and 
"One  tablet  3 times  daily  until  all  tablets  are  gone”.  Possibly  the  most 
informative  of  them  all  was  found  on  a prescription  for  a one  ounce 
bottle  of  nose  drops  which  read — "Two  drops  in  each  nostril  4 times 
daily,  hanging  head  over  edge  of  bed  for  15  seconds,  and  flat  on  back 
with  nose  to  ceiling  for  one  minute.  Gargle  afterwards  with  1 / 4 tea- 
spoonful of  table  salt  in  l/4  glass  of  hot  water.” 


Some  physicians  use  directions  as  helpful  reminders  to  themselves  as 
well  as  to  the  patient.  One  such  method  is  to  direct  that  the  name  of 
the  medicine  be  typed  on  the  label  and  this  information  helps  the  phy- 
sician make  a decision  when  the  patient  asks  him  about  refilling  a cer- 
tain bottle.  Also  directions  sometimes  read  "One  tablet  3 times  daily 
for  high  blood  pressure”  or  "One  capsule  after  meals  as  tonic”,  and  in 
each  instance  uncertainty  is  eliminated  regarding  what  medicine  the 
patient  is  taking. 


With  the  laws  now  in  effect  with  regard  to  refilling  prescriptions  the 
directions  can  be  the  means  of  saving  the  physician,  the  pharmacist,  and 
above  all  the  patient  much  time  and  trouble  when  all  the  medicine  has 
been  taken.  Most  prescription  blanks  provide  "refill”  spaces  for  the 
physician  to  check,  such  as  "0”,  "1”,  "2”,  "3”  or  "PRN”  and  this  is  the 
easiest  and  most  frequently  used  method  concerning  refills.  Directions 
like  "One  tablet  3 times  daily  and  refill  when  needed”  could  also  solve 
this  problem  as  well  as  a notation  on  the  prescription  such  as — "Refill 
for  60  days”,  or  "Refill  for  90  days”  or  whatever  the  case  calls  for. 

So  we  find  prescription  directions  today  to  be  interesting  as  well  as 
informative.  And  they  can  reflect  the  originality  and  style  of  the  writers. 


William  G.  Tarrant,  Jr. 


1 West  Broad  Street 
Richmond , Virginia 
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Carcinoma  of  the  Pancreas 

A Diagnostic  Problem 


BENJAMIN  B.  WEISIGER,  M.D. 
JAMES  O.  BURKE,  M.D. 
Richmond,  Virginia 


Because  it  is  usually  discovered 
too  late  for  cure , carcinoma  of 
the  pancreas  is  among  the  most 
discouraging  of  tumors.  Fifty 
cases  are  reviewed  and  proce- 
dures for  earlier  detection  are 
discussed. 

T N CARCINOMA  of  the  pancreas,  the 
-*■  diagnosis  is  difficult  and  results  of  therapy 
disappointing.  Hope  for  the  future  in  this 
disease  rests  not  only  in  improved  therapy 
but  also  in  earlier  detection.  With  earlier 
diagnosis  in  mind,  the  last  50  patients  with 
carcinoma  of  the  pancreas  diagnosed  at  the 
McGuire  Veterans  Administration  Hospital 
were  reviewed.  An  attempt  was  made  to 
determine  what  symptoms,  physical  find- 
ings, and  laboratory  studies  gave  the  earliest 
and  most  reliable  clues  to  diagnosis.  The 
peculiarly  inacessable  position  of  the  pan- 
creas makes  the  diagnosis  of  small,  early 
lesions  of  this  gland  extremely  difficult.  Lab- 
oratory studies,  as  a general  rule,  are  not 
positive  until  a large  portion  of  the  gland 
is  involved,  or  until  distant  metastases  or 
involvement  of  the  common  bile  duct  has 
occurred.  X-rays  may  be  of  help  only  in 
the  later  stages.  The  purpose  of  this  report 

From  The  Gastrointestinal  Section  of  The  Medical 
Service,  McGuire  Veterans  Administration  Hospital, 
Richmond. 

Presented  at  the  Annual  Meeting  of  The  Medical 
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is  to  record  our  rather  disappointing  experi- 
ences with  this  disease  and  comment  on 
means  of  making  an  earlier  diagnosis,  and 
the  chief  reasons  for  failure  in  early  detec- 
tion. 

Clinical  Material 

Fifty  patients  with  carcinoma  of  the 
pancreas  admitted  to  McGuire  Hospital  were 
reviewed.  The  patients  who  were  admitted 
merely  for  terminal  care  from  other  hos- 
pitals were  not  included  in  this  report,  since 
the  diagnosis  had  been  made  elsewhere,  and 
in  those  patients  information  was  not  avail- 
able as  to  earliest  symptoms  and  laboratory 
findings.  All  of  our  patients  were  males 
because  of  the  hospital  population,  although 
the  generally  accepted  sex  ratio  in  this  dis- 
ease is  predominantly  male,  being  seven  to 
three.1  There  were  33  white  and  17  Negro 
patients.  Diagnosis  in  32  patients  was  con- 
firmed by  autopsy,  in  13  by  surgery,  and 
two  by  biopsy,  and  in  the  remaining  three 
by  unequivocal  clinical  findings.  Thirty- 
eight  of  the  entire  group  of  patients  were 
between  the  ages  of  50  and  70  as  noted  in 
Table  1,  which  is  not  remarkable  since  this 

TABLE  1 


Age  of  50  Patients  with  Carcinoma  of  the  Pancreas 


Age  Group 

Number  of 
Patients 

Per  Cent 

20-29 

2 

4 

30-39 

4 

8 

40-49 

3 

6 

50-59 

20 

40 

60-69 

18 

36 

70-79 

3 

6 

is  a cancer  age  group.  Six  of  our  group, 
however,  were  below  40  years  of  age,  an 
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age  group  in  which  this  diagnosis  is  not  fre- 
quently considered. 

Symptomatology 

Duration  of  symptoms — The  length  of 
the  history  in  most  patients  was  brief.  Of 
the  50  patients,  45  had  had  symptoms  for 
seven  months  or  less  and  only  one  had  had 
symptoms  longer  than  a year  before  admis- 
sion. These  findings  are  similar  to  those  of 
Birnbaum  and  Kleeberg,  50  per  cent  of  their 
patients  having  had  symptoms  for  four 
months  or  less.' 

Pain — The  most  common  initial  symptom 
on  admission  was  pain.  Forty-five  patients, 
or  90  per  cent,  had  this  symptom  (Table  2) . 


TABLE  2 

Presenting  Symptoms  on  Admission  in  50 
Patients  with  Pancreatic  Carcinoma 


Symptom 

Number  of 
Patients 

Per  Cent 

Pain 

45 

90 

Weight  Loss 

34 

68 

Anorexia 

13 

26 

Constipation 

12 

24 

Jaundice 

11 

22 

Nausea  and  Vomiting 

10 

20 

Diarrhea 

10 

20 

Weakness 

4 

8 

Pruritus 

4 

8 

Abdominal  Distension. . . . 

3 

6 

Melena 

2 

4 

Cough 

2 

4 

NP  Symptoms 

2 

4 

Fatigue,  fever,  pleurisy,  abdominal  mass,  and 
dyspnea  were  noted  by  one  patient  each. 


It  was  surprisingly  variable  in  its  distribu- 
tion. Thirty-six  patients  had  abdominal 
pain  which  was  described  as  epigastric  in 
17,  lower  abdominal  in  eight  and  right  sided 
in  six.  Eighteen  patients  had  back  pain, 
either  with  or  without  abdominal  pain. 
Three  had  pain  in  the  lower  back  only. 
Eleven  patients  had  radiation  of  pain  from 
the  abdomen  to  the  back.  Interestingly,  left 
pleural  pain  was  the  initial  complaint  in 
four  patients.  Pain  which  is  worse  at  night 
is  classically  described  as  a symptom  in  car- 
cinoma of  the  pancreas  and  this  was  present 
in  nine  patients  or  18  per  cent.  Most  of 
these  patients  described  their  pain  as  dull; 
but  it  was  occasionally  colicky  and  was 
usually  aggravated  by  meals. 
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Weight  Loss — In  34  patients  weight  loss 
was  present  on  admission  as  an  early  symp- 
tom and  was  frequently  severe.  The  average 
weight  loss  in  those  admitting  to  this  symp- 
tom at  the  time  of  admission  was  26  pounds, 
with  a range  of  five  to  100  pounds. 

Anorexia — Anorexia  was  an  early  com- 
plaint in  13  patients,  or  26  per  cent.  The 
reason  for  anorexia  in  pancreatic  carcinoma 
is  not  known,  but  may  be  related  to  fear 
of  pain  following  ingestion  of  food,  or  to 
liver  involvement. 

Nausea  and  Vomiting  — This  occurred 
early  in  10  patients,  or  22  per  cent,  and 
was  related  to  pain,  liver  disease,  and  at 
times  to  obstruction  of  the  pylorus  and 
duodenal  loop  by  tumor. 

Constipation — Constipation  was  present 
prior  to  admission  in  12  patients  (24  per 
cent) . Since  this  is  such  a common  com- 
plaint in  the  older  age  group,  it  is  frequently 
passed  off  with  little  concern  by  a physician. 
As  a new  symptom  in  these  people,  it  should 
obviously  never  be  ignored.  Probably  a large 
majority  of  these  patients’  constipation  is 
due  to  failure  to  eat  or  to  spastic  bowel 
secondary  to  the  carcinoma.  In  one  patient, 
however,  mechanical  obstruction  developed 
from  involvement  of  the  descending  colon 
by  tumor. 

Diarrhea — Diarrhea  is  a frequently  mis- 
leading symptom,  particularly  if  it  is  the 
chief  one.  One  patient  in  his  20’s  was  treated 
on  two  occasions  with  amoebacidal  drugs 
on  the  basis  of  the  finding  of  an  amoeba  on 
one  occasion  and  strangely  enough  his  diar- 
rhea responded  to  this  treatment  initially. 
Ten  patients,  or  20  per  cent,  had  this  as 
their  presenting  symptom.  This  may  be  the 
result  of  an  irritable  bowel  or  of  pancreatic 
insufficiency  with  steatorrhea. 

Miscellaneous  Symptoms — Less  common 
symptoms  on  admission  were  pruritis  usual- 
ly related  to  jaundice,  abdominal  distention, 
cough,  and  neuropsychiatric  symptoms. 
Light  colored  stools,  fever,  pleurisy,  abdom- 
inal mass  and  dyspnea  were  also  presenting 
complaints  occasionally. 
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Physical  Findings 

Emaciation  — Twenty-five  patients,  or 
50  per  cent,  were  obviously  emaciated  on 
admission  (Table  3).  This  was  in  keeping 


TABLE  3 

Physical  Findings  on  Admission  in  50  Patients 
with  Pancreatic  Carcinoma 


Finding 

Number  of 
Patients 

Per  Cent 

Emaciation 

25 

50 

Liver  Enlargement 

18 

36 

Abdominal  Mass 

9 

18 

Jaundice 

8 

16 

Epigastric  Tenderness. . . 

5 

10 

Rectal  Mass 

2 

4 

Ascites 

2 

4 

Ankle  Edema 

2 

4 

Tremors,  LLQ  tenderness  and  LUQ  tenderness  were 
noted  in  one  patient  each. 


with  the  history  of  weight  loss  and  prob- 
ably so  frequently  noted  because  it  was 
looked  for  in  patients  with  this  particular 
history.  All  other  findings  were  much  less 
frequent. 

Hepatomegaly  and  Abdominal  Mass — An 
enlarged  liver  was  found  on  admission  in 
18,  or  36  per  cent,  of  the  patients.  This 
was  related  either  to  liver  metastases  or  to 
obstruction  of  the  common  bile  duct.  An 
additional  nine,  or  18  per  cent,  had  an  ab- 
dominal mass  which  in  some  instances  was 
undoubtedly  liver. 

Jaundice — "Painless  jaundice”  was  once 
classically  described  as  the  common  symp- 
tom of  carcinoma  of  the  pancreas.  Jaun- 
dice is  a common  symptom  in  pancreatic 
carcinoma,  but  occurred  early  in  only  nine, 
or  18  per  cent,  of  our  cases.  It  is  usually 
a late  symptom  and  is  usually  not  painless 
since,  as  noted,  most  patients  commonly 
have  pain. 

Abdominal  T enderness — Abdominal  ten- 
derness to  palpation  occurred  early  in  six 
patients,  or  12  per  cent,  on  admission.  This 
is  not  unusual  when  one  remembers  the 
posterior  location  of  the  pancreas. 

Less  Common  Findings — Other  less  com- 
mon initial  physical  findings  were  tremors, 
ascites,  ankle  edema,  rectal  mass,  and  lower 
abdominal  tenderness.  Thrombophlebitis, 


frequently  mentioned  in  connection  with 
pancreatic  carcinoma,  was  not  present  on 
admission  in  any  patient  and  was  found 
later  in  only  five  patients,  or  10  per  cent. 
This  is  in  keeping  with  the  findings  of  Bell, 
who  found  it  on  admission  in  only  nine  of 
609  patients  with  this  disease.1  Four  of  our 
patients  had  no  abnormal  physical  findings 
whatsoever  at  the  time  of  admission. 

Laboratory  Studies 

Abnormality  of  Glucose  Metabolism 
(Table  4) — One  of  the  most  helpful  and 

TABLE  4 

Glucose  Metabolism — Tested  on  Admission 
in  30  Patients 


Number  of  Patients 

Elevated  Fasting  or  Postpran- 
dial Blood  Sugar 

11 

Normal  Single  Determinations 
but  Abnormal  Glucose  Toler- 
ance Test 

7 

Total  Abnormal 

18 

Normals 

(60%  of  those  tested) 

12 

Known  Lon g-T e r m 
Diabetics 

2 

frequently  one  of  the  most  neglected  tests 
is  a postprandial  blood  sugar  which  is  ele- 
vated due  to  involvement  of  the  Islets  of 
Langerhans  by  tumor  tissue.  Even  in  the 
absence  of  an  elevated  postprandial  blood 
sugar,  the  glucose  tolerance  test  may  be 
positive  and  is  even  more  specific.  In  30 
patients,  at  least  one  of  these  tests  was  done 
and  60  per  cent  of  those  tested  had  abnor- 
mal results.  Two  of  our  cases  were  long- 
term diabetics  which  brings  up  a question 
often  asked,  "Is  pancreatic  carcinoma  more 
frequent  in  diabetics?”  Bell  in  his  large 
series  could  not  draw  any  conclusions  but 
felt  that  a much  large  proportion  of  the 
cancers  which  occur  in  diabetics  are  pan- 
creatic in  comparison  to  the  number  of 
pancreatic  cancers  occurring  in  the  popula- 
tion at  large.1  The  possibility  of  pancreatic 
cancer  should  be  kept  in  mind  in  any  pa- 
tient in  the  older  age  group  who  develops 
diabetes. 
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Serum  Amylase  (Table  5)  Thirty-one  of 
our  cases  had  serum  amylase  run  by  the 
method  of  Bray,  the  normal  being  20  to  40 


TABLE  5 

Serum  Amylase — Performed  on  Admission 
in  31  Patients  with  Pancreatic  CA 


Number  of  Patients 

Low  (Below  20  LTnits) 

. 9 

Elevated  (Above  10  Units) . . . 

. 13 

Total  Abnormal 

. 22 

(70%  of  those  tested) 

Normal 

9 

units.3  In  13  of  these  cases  it  was  elevated, 
in  nine  it  was  abnormally  low  and  in  the 
rest,  it  was  normal.  An  elevated  amylase  is 
thought  to  be  an  earlier  sign  and  to  indicate 
a gland  still  able  to  secrete,  while  very  low 
amylase  may  mean  wide-spread  destruction 
of  the  pancreas.  In  general,  the  amylase  is 
not  particularly  helpful  in  diagnosing  car- 
cinoma of  the  pancreas,  but  in  70  per  cent 
of  those  tested  here,  it  was  abnormal. 

Leucine  Aminopeptidase  — Within  the 
last  two  or  three  years  the  LAP,  or  Leucine 
Aminopeptidase  test,  has  achieved  popular- 
ity as  a diagnostic  test  in  carcinoma  of  the 
pancreas.  (Table  6)  Some  authors  went  so 


estimate  was  over  optimistic.5  Eleven  of  our 
patients  had  LAP  tests  run.  The  test  is  a 
simple  colorimetric  test  done  on  the  serum, 
measuring  an  enzyme  which  is  largely  se- 
creted and  excreted  by  the  liver,  and  only 
slightly  so  by  the  pancreas.  The  upper  limit 
of  normal  for  males  is  usually  expressed  as 
200  Goldbarg-Rutenberg  units.1’  Moderate 
to  marked  elevations  of  the  LAP  were  seen 
in  eight  of  the  1 1 patients  tested.  All  of 
those  with  marked  elevations  had  carcinoma 
of  the  head  of  the  pancreas  and  all  but  one 
of  those  also  showed  elevation  of  the  alka- 
line phosphatase,  suggesting  early  obstruc- 
tion to  the  biliary  tract  by  tumor  or  metas- 
tases.  The  three  patients  with  carcinoma  of 
the  body  and  tail  of  the  pancreas  had  either 
no  elevation,  or  a very  mild  elevation  on 
admission.  Conclusions  of  most  of  those 
who  have  studied  this  test  so  far  have  been 
that  it  is  a useful  adjunct  in  the  diagnosis 
of  pancreatic  carcinoma.  It  is  by  no  means 
specific  however,  since  equally  high  eleva- 
tions occur  in  many  forms  of  obstructive 
and  hepatocellular  liver  and  biliary  tract 
disease. 

Anemia — Anemia  has  been  mentioned 
often  as  a common  finding  in  these  patients. 


TABLE  G 

Comparison  of  Leucine  Aminopeptidase  and  Other  Pertinent  Laboratory 
Findings  on  Admission  in  CA  of  the  Pancreas 


Alkaline 

Serum 

Number 

Site 

L.A.P. 

Phosphatase 

Bilirubin 

Amylase 

Blood  Sugar 

Normals 

Under 

Under  4.5 

Under  1.0 

20-40 

65-100  mgm  % 

200  G.R. 

Bodansky 

mgm  % 

Bray 

Units 

Units 

Units 

1 

Head 

672 

22.5 

1.6 

176 

2 

Head 

696 

15.9 

4.0 

119 

3 

Tail 

264 

4.9 

0.3 

89 

4 

Head 

1114 

12.2 

1.6 

34 

107 

5 

Head 

852 

18.9 

4.6 

80 

92 

6 

Tail 

144 

47 

83 

7 

Head 

552 

23.0 

6.0 

115 

8 

Body  & Tail 

180 

53 

93 

9 

Head 

439 

3.8 

2.0 

12 

234 

10 

Head 

463 

13.7 

15.6 

147 

116 

11 

Head 

540 

26.8 

17.2 

50 

251 

far  as  to  liken  this  test  to  a laparotomy  and 
to  feel  that  it  obviated  the  need  for  explora- 
tion.4 More  experience  has  shown  that  this 


From  the  standpoint  of  early  diagnosis,  it 
is  not  helpful.  It  is  seldom  present  early. 
Sixty-six  per  cent  of  our  patients  has  essen- 
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daily  normal  hemoglobins  at  the  time  of 
their  admissions.  Seven  had  values  between 
11  gm.  and  11.5  gm.%,  and  five  between 
10  gm.  and  10.9  gm.%.  Only  two  had 
hemoglobins  below  10  gm.  Admittedly, 
many  of  these  became  anemic  later  in  their 
disease.  Our  findings  are  different  from  a 
series  of  84  cases  recently  reported  in  which 
over  half  the  patients  were  anemic."  Their 
studies,  unfortunately,  were  based  on  red 
cell  counts  which  are  frequently  erroneous. 

Miscellaneo7is  Tests  — White  blood  cell 
counts  were  done  on  46  cases  and  only  1 5 % 
had  any  leukocytosis.  Leukocytosis  often 
implies  liver  metastases  in  these  patients. 
Tests  of  liver  function  were  helpful  only 
in  pointing  out  the  presence  of  metastatic 
disease  in  patients  with  jaundice  or  an  en- 
larged liver.  The  most  commonly  elevated 
test  was  the  alkaline  phosphatase  which  was 
particularly  helpful  in  the  absence  of  gross 
jaundice  and  was  highly  suggestive  of  metas- 
tatic disease.  Twenty-seven  patients  had 
this  test  done  soon  after  admission  and  12 
of  these  had  elevation,  one  as  high  as  46 
Bodansky  units.  This  is  in  accord  with  pre- 
vious findings  by  one  of  us  in  29  patients 
at  the  Medical  College  of  Virginia  Hospital 
where  11  out  of  14  were  elevated.'  Other 
tests  less  frequently  positive  but  also  helpful 
were  the  bromsulphthalein  and  the  direct 
serum  bilirubin.  The  secretin  stimulation 
test  of  pancreatic  secretion  studied  by  duo- 
denal intubation  and  the  study  of  duodenal 
bicarbonates,  volumes,  and  amylases  is  a 
helpful  test,  but  very  time-consuming.  The 
newer  radioisotope  tests,  such  as  the  triolein 
I1"1  and  oleic  acid  I131  test  are  simple,  and 
measure  the  ability  of  the  pancreas  to  digest 
fat,  but  also  require  the  presence  of  an 
isotope  laboratory. 

X-ray  Findings 

Most  of  our  patients  were  studied  for 
puzzling  gastrointestinal  symptoms  by  x- 
ray,  and  in  a surprisingly  large  number 
nothing  specific  was  found.  This  unfor- 
tunately leads  all  too  frequently  in  patients 
with  this  disease  to  a false  sense  of  security 


and  to  the  assumption  that  the  patient’s 
symptoms  are  functional.  The  barium  meal 
was  the  most  helpful  x-ray  study.  This  was 
done  in  34  patients  and  abnormalities  were 
found  in  about  3/5  of  those  studied.  The 
commonest  finding  was  that  of  pressure  on 
the  stomach  which  was  seen  in  10  cases. 
Other  less  common  features  were  a narrow 
descending  duodenum,  gastric  retention, 
pressure  on  the  duodenal  arc,  an  esophageal 
mass,  and  pressure  on  the  duodenal  bulb 
suggestive  of  adhesions.  Acting  as  a red 
herring  were  duodenal  ulcers  in  two  patients 
and  a stomal  ulcer  in  another. 

Failure  of  Early  Diagnosis 

Twenty  per  cent  of  our  patients  were  not 
diagnosed  on  their  first  admission,  and  one 
of  these  was  not  diagnosed  until  his  third 
admission.  We  have  studied  these  ten  pa- 
tients in  an  attempt  to  determine  what 
factors  were  responsible  for  failure.  Ad- 
mittedly, this  is  something  which  is  easy  to 
study  with  a "retrospectoscope.”  Obviously, 
the  chief  cause  of  missing  the  diagnosis  is 
human  error,  largely  failure  to  follow  leads. 
Table  7 lists  the  earlier  wrong  diagnoses  and 
the  suggestive  findings  which  should  have 
indicated  further  study.  These  leads  were  at 
times  so  general  that  pancreatic  cancer 
would  not  necessarily  be  considered.  Two 
of  the  patients  were  diagnosed  duodenal  ul- 
cer and  had  a long  history  which  made  it 
easy  to  write  their  symptoms  off  as  either 
more  ulcer  symptomatology,  or  pancreatic 
penetration  of  an  ulcer.  Two  patients  were 
operated  upon  and  their  pancreas  felt  and 
diagnosed  as  pancreatitis  at  the  time  of  the 
operation.  The  possibility  of  carcinoma 
superimposed  on  chronic  pancreatitis* 
though  frequently  discussed,  is  still  un- 
solved.3 The  lesion  in  these  cases  may  have 
been  just  large  enough  to  block  the  pan- 
creatic duct  but  too  small  to  feel,  or  pos- 
sibly a generalized  infiltration.  Several  pa- 
tients had  emotional  and  situational  prob- 
lems and  for  this  reason  their  disease  was 
labeled  psychosomatic.  Psychiatric  symp- 
toms, especially  depression,  have  been  re- 
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ported  frequently  in  pancreatic  carcinoma.” 
The  youth  of  several  of  the  patients  was 
misleading,  so  the  diagnosis  was  not  con- 
sidered. The  fact  that  there  was  a family 


tolerance  test  and  the  postprandial  blood 
sugar  has  been  reiterated  and  an  attempt  has 
been  made  to  put  the  serum  amylase  and 
the  LAP  tests  in  their  proper  perspective. 


TABLE  7 

Patients  in  Whom  the  Diagnosis  of  Carcinoma  of  the  Pancreas  Was  Missed  on  at 

Least  One  Occasion 


Patient 

Age 

Wrong  Diagnosis 

Suggestive  Findings 

Reasons  Missed 

1 

G.  B. 

69 

Post-gastrectomy 

Gastritis 

Fast.  Sugar  136  mgm%, 
Eosinophilia  35% 
Epigastric  Mass  (?) 

Symtomatic  Relief 

2 

J.  R. 

53 

Adhesions  deforming 
stomach 

No  reason  for  adhesions 

Symptomatic  relief 

3 

0.  C. 

56 

Sprue 

Firm  pancreas  at  opera- 
tion 

Flat  Glucose  Tol. 
Gained  weight 

4 

J.  H. 

66 

Duodenal  Ulcer 

Weight  loss,  early  satiety 

Long  ulcer  history, 
Relief  on  Sippy 

5 

M.  P. 

63 

Psychosomatic 

Pain  all  night 

Many  family  problems 

6 

W.  Q. 

34 

Chr.  Pancreatitis 

Head  of  Pancreas  hard 

Biopsy  showed  pancrea- 
titis, age 

7 

E.  S. 

27 

1st  Adm. -Amebiasis 
2nd  Adm.  Irritable  Bowel 

Severe  diarrhea,  epig. 
pain 

Age,  response  to  therapy 

8 

I.  T. 

52 

Chronic  Pleurisy 
Acute  Bronchitis 

19  lb.  weight  loss,  left 
diaphragm  elev. 

All  symptoms  pointed  to 
chest 

9 

J.  0. 

28 

Chronic  Pancreatitis 
Anxiety  Reaction 

Worst  at  night 

Age,  nervousness,  looked 
like  pancreatitis  at 
operation 

10 

H.  W. 

70 

Duodenal  Ulcer 

Short  history  at  70, 

20  lb.  wt.  loss,  BSP  12% 

Deformed  duodenal  bulb. 

history  of  diabetes  was  likewise  unfortunate 
in  several  cases.  Probably  one  of  the  most 
misleading  factors  was  that  several  patients 
obtained  symptomatic  relief  from  diet  and 
medication  and  even  at  times  showed  a 
weight  gain  on  treatment.  These  then,  are 
some  of  the  reasons,  or  excuses  if  you  will, 
for  failure  to  find  carcinoma  in  these  cases. 
Most  of  us  are  too  prone  to  write  off  the 
complaining  patient  who  refuses  to  get  well, 
as  a "crock”,  particularly  when  all  studies 
are  normal  or  can  be  explained  on  a less 
serious  basis. 

Summary 

Fifty  cases  of  carcinoma  of  the  pancreas 
have  been  reviewed.  The  importance  of 
thinking  of  this  diagnosis  even  in  a younger 
patient  has  been  emphasized.  The  frequency 
of  pain  and  weight  loss  as  the  most  impor- 
tant early  symptoms  has  been  noted.  The 
absence  of  physical  findings  other  than 
wasting  and  occasional  liver  enlargement 
has  been  seen.  The  value  of  the  glucose 
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The  lack  of  specific  early  help  in  diagnosis 
from  x-ray  has  been  commented  upon  . The 
most  important  reasons  for  missing  this 
diagnosis  were  symptomatic  relief,  weight 
gain,  the  youth  of  the  patient,  a long  ulcer 
history,  and  family  history  of  diabetes.  The 
mistaken  diagnosis  of  pancreatitis  at  opera- 
tion and  a tendency  to  blame  findings  on 
emotional  factors  have  deterred  the  correct 
diagnosis.  Although  admittedly  the  treat- 
ment of  carcinoma  of  the  pancreas  at  pres- 
ent remains  extremely  discouraging,  it  is 
hoped  that  early  diagnosis  will  at  least  save 
many  patients  from  unnecessary  treatment, 
suffering,  and  expense. 
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Reduce  Reactions  to  Measles  Vaccine 


Gamma  globulin,  a component  of  blood 
plasma,  has  been  found  to  reduce  unfavor- 
able reactions  to  a live  attenuated  measles- 
virus  vaccine.  A "marked  reduction”  of 
reactions  among  a group  of  school  children 
successfully  immunized  with  a globulin- 
modified  measles-virus  vaccine  was  reported 
in  the  June  American  Journal  of  Diseases 
of  Children,  published  by  the  American 
Medical  Association. 

The  article  was  written  by  Fred  R.  Mc- 
Crumb,  Jr.,  M.D.;  Richard  B.  Hornick, 
M.D.;  Sheldon  Kress,  M.D.;  Ann  E.  Schlue- 
derberg,  Sc.D.;  Merrill  J.  Snyder,  Ph.D., 
and  Thomas  Bigbee,  B.S.,  Baltimore,  and 
Samuel  Musser,  M.S.,  St.  Joseph,  Mo. 

Earlier  studies  indicated  that  the  measles 
vaccine  was  effective,  but  caused  fever  and 
rash  in  some  vaccines. 

"Previous,  experience  with  attenuated 
measles-virus  vaccines  administered  by  var- 
ious routes  revealed  a high  incidence  of 
reactions  which,  in  our  opinion,  would  pre- 
clude the  use  of  these  vaccine  for  mass 
immunization.” 

In  their  study,  involving  15  8 susceptible 
school  children  in  St.  Joseph,  Mo.,  each 
child  was  given  an  intramuscular  injection 
of  the  measles  vaccine  and,  three  to  five  days 
later,  an  intramuscular  injection  of  gamma 
globulin.  "Of  this  group,  143  children  (91 
per  cent)  were  successfully  immunized  by 
this  method  without  an  appreciable  num- 


ber of  clinically  significant  reactions.” 

"Only  four  per  cent  of  the  group  had 
fever  in  excess  of  103  F,  and  nine  per  cent 
had  abnormal  temperatures  lasting  for  three 
or  more  days.  Rash  was  observed  in  4 per 
cent  to  17  per  cent  of  children  who  were 
immunized  by  the  combined  method.  Con- 
stitutional symptoms  and  mild  respiratory 
manifestations  of  measles  vaccine  infection 
were  limited  to  the  few  children  who  ex- 
perienced febrile  reactions  in  excess  of 
103  F.” 

The  group  also  reported  that  the  vaccine 
modified  by  gamma  globulin  proved  to  be 
as  potent  an  immunizer  as  the  vaccine  given 
by  injection  without  globulin. 

"The  desirability  of  having  a method  of 
vaccination  with  low  reactivity  and  high 
immunogenicity  cannot  be  questioned. 
Standardization  of  the  procedure  to  assure 
a high  degree  of  effectiveness  should  not  be 
difficult.” 

"Although  attenuated  measles  vaccines 
are  highly  immunogenic,  it  is  our  opinion 
that,  in  their  present  state  of  modification, 
these  viruses  are  not  suitable  for  community 
use. 

"Until  a less  reactive  vaccine  is  developed, 
the  use  of  a combined  immunization  pro- 
cedure employing  gamma  globulin,  and  at- 
tenuated vaccine  would  appear  to  be  the 
only  practical  method  for  large-scale  im- 
munization against  measles  presently  avail- 
able.” 
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Urgent  Abdominal  Surgery  in  the  Newborn 


Emergency  surgery  in  the  new- 
born has  its  peculiar  difficulties 
and  problems.  Much  progress  is 
being  made,  however,  and  results 
are  improving. 


'"p HE  ACUTE  SURGICAL  ABDOMEN 
in  the  newborn  is  an  immediate  threat 
to  life.  Diagnosis,  preparation,  therapy  and 
postoperative  care  are  urgent  and  formida- 
ble problems.  Nevertheless,  morbidity  and 
mortality  are  declining  because  earlier  diag- 
nosed and  better  prepared  patients  are  ex- 
posed to  more  specific  operations  in  an  at- 
mosphere of  intensive  care  geared  to  the 
metabolic  response  to  neonatal  surgery.14 

Preoperatively,  vitamin  K,  antibiotics  and 
a nasogastric  tube  should  be  used,  a venous 
cutdown  performed,  body  heat  conserved 
and  blood  volume,  water  and  electrolytes 
replaced. 

Diaphragmatic  hernia  is  an  urgent  sur- 
gical emergency  in  the  newborn.  It  usually 
occurs  on  the  left  side  and  frequently  causes 
respiratory  distress  and  cyanosis.  The  his- 
tory and  physical  examination  are  often 
suggestive.  If  such  a hernia  is  present  on 
the  abdomino-thoracic  roentgenogram,  sur- 
gical intervention  is  imperative  even  in  the 
absence  of  symptoms,  since  the  asympto- 
matic infant  may  become  critically  ill  with- 
in the  hour.  The  abdominal  or  thoracic 
approach  can  be  utilized  for  the  repair  of 
a diaphragmatic  hernia.  The  former  affords 
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the  opportunity  for  evaluation  of  other  in- 
tra-abdominal abnormalities.  The  prognosis 
will  be  favorable  with  either  approach  in 
about  90%  of  cases.4,10 

Omphalocele  is  a second  problem  which 
requires  prompt  and  decisive  surgery  in  the 
newborn.  This  hernia  at  the  umbilicus  is 
covered  only  by  peritoneum  and  an  amni- 
otic  membrane,  both  of  which  are  prone  to 
infection,  necrosis,  and  rupture  with  evis- 
ceration and  peritonitis.  The  operation 
should  be  done  immediately  after  birth  be- 
fore gastrointestinal  distention  occurs  and 
increases  the  technical  difficulties  of  organ 
replacement  in  an  already  reduced  abdom- 
inal cavity.  The  principles  of  a one-stage 
repair  consist  of  reduction  of  the  herniated 
viscera  and  abdominal  wall  closure  in  lay- 
ers, if  possible. 

After  abdominal  wall  closure,  intra-ab- 
dominal tension  must  not  produce  critical 
cardio-respiratory,  or  gastro-intestinal  dif- 
ficulty. If  the  hernial  sac  is  very  large  and, 
conversely,  the  intra-abdominal  space  small, 
a staged  procedure  in  which  the  omphalocele 
is  merely  covered  with  skin  might  be  pre- 
ferred. Formal  abdominal  wall  hernior- 
rhaphy can  be  delayed  until  convalescence 
from  this  first  stage  procedure  is  complete.4 

Incarcerated  inguinal,  and,  to  a lesser 
extent,  umbilical  hernia  occur  with  some 
frequency  in  the  neonatal  age  group  and 
should  be  handled  in  the  customary  manner 
by  either  operative  or  non-operative  reduc- 
tion and  subsequent  herniotomy. 

Obstructive  lesions  of  the  small  intestine 
are  neonatal  abdominal  emergencies.  The 
almost  constant,  early,  arresting  feature  is 
bile-stained  vomiting.  X-rays  of  the  abdo- 
men will  show  dilated  bowel  loops,  fluid 
levels,  or  absence  of  normal  intestinal  air 
pattern.  The  exact  differential  diagnosis  of 


Virginia  Medical  Monthly 


acute  small  bowel  obstruction  in  the  new- 
born may  be  an  academic  problem  since  the 
lesion  must  be  corrected  surgically.  How- 
ever, it  is  well  to  exclude  with  certainty 
cerebral  injury,  feeding  problems,  and  sepsis 
in  the  differential  diagnosis  of  vomiting  and 
abdominal  distention. lb 

For  practical  purposes,  duodenal  obstruc- 
tion will  occur  below  the  ampulla  of  Vater 
and  the  vomitus  will  contain  bile.  The  x- 
ray  is  extremely  suggestive  if  a distended 
stomach  and  proximal  duodenum  is  demon- 
strated in  the  presence  of  decreased  amounts 
of  distal  air.  In  order  of  frequency,  the 
offending  lesion  would  be  external  duodenal 
compression  from  malrotation,  duodenal 
stenosis,  atresia,  and  annular  pancreas. 

Arrest  of  intestinal  rotation  in  the  new- 
born usually  occurs  with  the  cecum  in  the 
upper  abdomen.  The  descending  duodenum 
is  compressed  externally  by  the  cecum  or  by 
dense  adhesions  running  from  the  cecum 
across  the  duodenum  to  the  right  flank.  In 
addition,  midgut  malrotation  is  often  ac- 
companied by  volvulus  of  the  intestine  be- 
cause of  failure  of  attachment  of  the  bowel 
mesentery  to  the  posterior  abdominal  wall." 
Rectal  bleeding  is  then  an  additional  finding. 
Operative  intervention  by  the  Ladd  pro- 
cedure will  reduce  the  volvulus  and  relieve 
the  duodenal  obstruction  by  division  of  the 
constricting  external  duodenal  bands.' 

In  other  instances  of  duodenal  obstruc- 
tion from  stenosis,  atresia,  and  annual  pan- 
creas, x-rays  demonstrate  varying  degrees 
of  proximal  gastro-duodenal  distention  and 
rather  collapsed  distal  bowel.  The  operative 
attack  here  regardless  of  the  specific  lesion 
should  probably  be  a short-circuiting  pro- 
cedure like  duodeno-jejunostomy  or  duo- 
deno-duodenostomy  rather  than  local  cor- 
rective measures.4 

Acute  jejunal  and  ileal  obstructions  in 
the  neonatal  period  are  usually  secondary  to 
atresia,  stenosis,  or  meconium  ileus.  A sus- 
picious clinical  picture  confirmed  by  x-rays 
should  be  followed  by  abdominal  explora- 
tion. Again,  it  appears  unwise  to  attack 
atresia  or  stenosis  by  local  excision  of  ob- 


structing veils  or  diaphragms  but  rather  to 
circumvent  them  by  appropriate  anasto- 
motic or  exteriorization  maneuvers. 

Meconium  ileus  is  a manifestation  of  a 
systemic  disease,  mucoviscidosis,  in  which 
the  absence  of  pancreatic  enzymes  and  the 
presence  of  pathologic  mucus-secreting 
glands  in  the  gastro-intestinal  tract  combine 
to  produce  a thick,  tarry,  adherent  mecon- 
ium, which  mechanically  obstructs  the  distal 
ileum.1'  The  symptoms  are  those  of  low 
bowel  obstruction.  On  physical  examina- 
tion, there  is  a doughy  abdomen  in  spite  of 
marked  distention  and  x-ray  reveals  a gran- 
ular appearance  in  the  right  lower  quad- 
rant.11 The  diagnosis  becomes  fairly  obvious 
at  laparotomy. 

Surgical  therapy  is  cumbersome  because 
often  the  meconium  cannot  be  removed 
from  the  lumen  of  the  terminal  ileum.  In 
these  instances,  aseptic  resection  of  the 
bowel  containing  the  tenacious  meconium 
with  a Miculicz  type  ileostomy  has  many 
advantages.4  Relief  of  the  obstruction,  how- 
ever, is  only  the  first  step  in  long  term 
pediatric  management  of  nutritional  and 
pulmonary  problems  secondary  to  mucovis- 
cidosis. 

A rare  cause  of  urgent  abdominal  surgery 
during  the  first  month  of  life  is  a sympto- 
matic duplication,  which  may  produce  in- 
testinal obstruction  by  extrinsic  pressure  on 
the  bowel  which  it  duplicates.  The  most 
common  site  for  this  is  the  ileum.  Dupli- 
cations usually  are  treated  by  resection  of 
the  duplication  as  well  as  the  bowel  being 
duplicated  because  there  is  a common  wall. 
In  addition,  the  blood  supply  to  the  dupli- 
cation also  supplies  the  normal  bowel.’  In 
areas  where  resection  of  the  duplication 
poses  peculiar  problems  such  as  the  esoph- 
agus or  rectum,  internal  marsupialization 
would  perhaps  be  the  better  procedure.1'11 

Congenital  megacolon  is  a rather  frequent 
cause  of  intestinal  obstruction  in  the  new- 
born. 2,13'1G  The  absence  of  the  myenteric 
neuromuscular  ganglion  cells  in  the  distal 
colon  produces  a complete  or  incomplete 
low  bowel  obstruction.1’  The  differential 
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diagnosis  is  meconium  ileus  or  plug,1  low 
ileal  or  colon  atresia  and  stenosis,  or  a type 
4 imperforate  anus.  Contrast  enema  in  a 
newborn  often  is  helpful  in  differentiating 
congenital  megacolon  from  other  obstruc- 
tive low  bowel  lesions  and  a satisfactory 
rectal  biopsy  in  which  ganglion  cells  are 
absent  will  establish  the  diagnosis. ls 

Treatment  at  this  time  is  a colostomy  in 
an  area  containing  normal  ganglion  cells. 
Excision  of  the  pathologic,  aganglionic  seg- 
ment and  colo-proctostomy  by  an  abdom- 
ino-perineal  approach  can  be  done  later 
when  the  procedure  is  technically  easier. ls 

Imperforate  anus  is  a rather  frequent 
anomaly  in  the  newborn.  Many  patients 
will  have  signs  and  symptoms  of  large  bowel 
obstruction,  including  vomiting  and  disten- 
tion and  require  rather  prompt  surgery. 
Other  patients  are  adequately  decompressed 
through  complicating  recto- vaginal  or 
recto-perineal  fistulae  and  do  not  require 
immediate  operation. 

Inspection,  palpation  and  probing  of  the 
perineum  along  with  abdominal  x-rays  in 
the  inverted  position  and  urinalysis  will  give 
the  necessary  information  for  diagnosis  and 
classification.  Type  1 imperforate  anus  is 
merely  anal  stenosis  with  narrowing  of  the 
anal  orifice.  Type  2 is  a membranous  im- 
perforate anus  with  a very  thin  layer  of  skin 
between  the  lumen  of  the  anus  and  the 
exterior.  Type  3,  the  most  frequent  variety 
of  imperforate  anus,  will  have  a consider- 
able barrier  of  skin  between  the  blind  rectal 
pouch  and  the  perineum.  In  addition  the 
incidence  of  recto-urinary,  recto-vaginal 
and  recto-perineal  fistulae  is  considerable. 
Type  4 is  actually  rectal  atresia  with  a nor- 
mal looking  anus.' 

Types  1 and  2 imperforate  ani  can  be 
handled  from  below  by  dilatation  and  ano- 
plasty  respectively.  Type  4 must  be  handled 
by  the  combined  abdomino-perineal  ap- 
proach. Management  of  type  3 will  depend 
on  the  distance  between  the  blind  rectal 
pouch  and  the  perineum  as  determined  by 
the  inverted  X-ray.  If  the  distance  is  below 
1.5  cm.,  perineal  anoplasty  is  preferable 
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while  a greater  separation  can  be  handled 
easier  by  an  abdomino-perineal  anoplasty.15 

The  technical  approach  to  imperforate 
anus  is  not  difficult  to  accomplish  anatom- 
ically, but  the  functional  aspects  at  the 
moment  leave  much  to  be  desired.  It  would 
seem  important  to  interfere  minimally  with 
the  sphincter  mechanism  while  conducting 
the  dissection  from  below,  and  create  a small 
anal  stoma  which  can  be  dilated,  rather  than 
fashioning  a larger  opening  with  the  hope 
that  it  will  contract  to  adequate  size.12 

Following  all  neonatal  surgery,  it  is  im- 
portant to  provide  skilled,  constant  nursing, 
and  emergency  equipment,  preferably  in  an 
intensive  care  unit  devoted  exclusively  to 
pediatric  surgical  patients.  Oxygen  is  given 
in  an  isolette  with  a temperature  of  8 5 de- 
grees and  relatively  high  humidity.  Paren- 
teral fluids,  electrolytes,  blood  and  plasma 
are  ordered  in  arithmetic  amounts. 

Vigilant  supervision  and  cooperation  dur- 
ing this  critical  period  by  anesthesiologist, 
pediatrician  and  surgeon  is  fundamental  in 
maintaining  and  improving  the  current 
morbidity  and  mortality  rates  in  pediatric 
surgery. 

Bibliography 

1.  Clatworthy,  H.  W.,  Howard,  W.  H.  R.,  and 

Lloyd,  J.:  The  Meconium  Plug  Syndrome. 
Surgery  39:  131,  1956. 

2.  Ehrenpreis,  T.:  Hirschsprungs  Disease  in  the 

Neonatal  Period.  Arch.  Dis.  Childhood  30:  8, 
195  5. 

3.  Estrada,  R.  L.:  Anomalies  of  Intestinal  Rotation 

and  Fixation.  Springfield,  Charles  C.  Thomas, 
1958. 

4.  Gross,  R.  E.:  The  Surgery  of  Infancy  and  Child- 

hood. Philadelphia,  W.  B.  Saunders  Co.,  195  3. 

5.  Gross,  R.  E.,  Holcomb,  G.  W.,  and  Farber,  S.: 

Duplications  of  the  Alimentary  Tract.  Pe- 
diatrics 9:  449,  1952. 

6.  Hiatt,  R.  B.:  A Further  Description  of  the 

Pathologic  Physiology  of  Congenital  Mega- 
colon and  the  Results  of  Surgical  Treatment. 
Pediatrics  21:  825,  1958. 

7.  Ladd,  W.  E.,  and  Gross,  R.  E.:  Abdominal  Sur- 

gery of  Infancy  and  Childhood,  Philadelphia 
and  London,  W.  B.  Saunders  Co.,  1941. 

8.  Maier,  H.  C.:  Intramural  Duplication  of  the 

Esophagus.  Ann.  Surg.  145:  395,  1957. 

Virginia  Medical  Monthly 


9.  Minor,  G.  R.:  Mediastinal  Cyst  Treated  by  Mar- 
supialization to  the  Esophagus.  Ann.  Surg. 
139:  230, 1954. 

10.  Moore,  T.  C.,  Battersby,  J.  S.,  Roggenkamp,  M. 

W.,  and  Campbell,  J.  A.:  Congenital  Postero- 
Lateral  Diaphragmatic  Hernia  in  the  New- 
born. Surg.,  Gynec.,  and  Obst.  104:  675, 
1957. 

11.  Neuhauser,  E.  B.  D.:  Roentgen  Changes  Asso- 

ciated with  Pancreatic  Insufficiency  in  Early 
Life,  Radiology  46:  319,  1946. 

12.  Potts,  W.  J.:  The  Surgeon  and  The  Child.  Phil- 

adelphia, W.  B.  Saunders  Co.,  1959. 

13.  Potts,  W.  J.,  Boggs,  J.  D.  and  White,  H.:  In- 

testinal Obstruction  in  the  Newborn  Infant 
Due  to  Agenesis  of  the  Myenteric  Plexus. 
Pediatrics  10:  253,  1952. 


14.  Rickham,  P.  P.:  The  Metabolic  Response  to 

Neonatal  Surgery.  Cambridge,  Harvard  Uni- 
versity Press,  1957. 

15.  Santulli,  T.  V.:  The  Treatment  of  Imperforate 

Anus  and  Associated  Fistulas.  Surg.,  Gynec., 
and  Obst.  95:601,  1952. 

16.  Santulli,  T.  V.:  Intestinal  Obstruction  in  the 

Newborn.  Bull.  New  York  Acad.  Med.  33: 
175,  1957. 

17.  Shwachman,  H.:  Progress  in  the  Study  of  Muco- 

viscidosis. Pediatrics  7:  1 5 3,  195  1. 

18.  Swenson,  O.:  Pediatric  Surgery.  New  York, 

Appleton-Century  Crafts,  Inc.,  195  8. 


Medical  College  of  Virginia  Hospital 
Richmond,  Virginia 


New  Test  for  Cancer 


A new  laboratory  test  for  detecting  can- 
cer— based  on  enzyme  activity — was  re- 
ported in  the  June  3rd  Journal  of  the 
American  Medical  Association.  The  test 
could  help  physicians  treat  patients  in  whom 
there  is  an  abnormal  and  unexplained  escape 
of  fluid  into  various  parts  and  tissues  of  the 
body,  a possible  sign  of  cancer. 

Determining  whether  patients  with  this 
symptom,  termed  effusion,  have  cancer  is 
a "difficult  challenge,”  according  to  Russell 
J.  Erickson,  Cancer  Research  Institute,  Uni- 
versity of  California  School  of  Medicine, 
San  Francisco.  Based  on  earlier  studies  which 
showed  that  the  activity  of  the  enzyme  lac- 
tic dehydrogenase  (LDH)  was  associated 
with  the  presence  of  cancer,  Erickson 
studied  LDH  activity  in  samples  of  effusion 
fluids  taken  from  the  lung  and  stomach  area 
of  14  patients.  The  results  indicated  that 
"LDH  activity  in  effusion  fluids  can  be  used 


as  a diagnostic  test  in  the  detection  of  malig- 
nancy.” 

Effusions  of  non-malignant  origin  gener- 
ally exhibited  less  LDH  activity  than  did 
effusions  of  malignant  origin.  Effusions  con- 
taining pus  or  involving  massive  tissue  de- 
struction were  the  only  exceptions.  The 
difference  between  LDH  activity  in  malig- 
nant and  non-malignant  pusless  fluids  was 
"statistically  significant”. 

The  study  also  indicates  that  cancer  can 
be  detected  in  patients  with  tuberculosis 
and  cirrhosis,  a liver  ailment,  which  also  has 
been  a difficult  diagnostic  problem.  The 
value  of  the  test  is  enhanced  by  its  sim- 
plicity. 

LDH  acts  as  a catalyst  in  the  chemical 
processes  of  the  body  as  do  all  enzymes. 
Earlier  studies  suggested  that  effusion  fluids 
might  pick  up  LDH  from  a nearby  cancer- 
ous growth. 
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Povidone-Iodine  as  a Topical  Antiseptic 

HARRY  F.  LENHARDT,  Captain,  MC,  USN 
N.  C.  LACHAPELLE,  Lt.  (jg),  MSC,  USN 
Portsmouth,  Virginia 


This  agent  is  being  used  as  a top- 
ical, surgical  antiseptic  with  good 
results  and  little  or  no  skin  irrita- 
tion. 


SINCE  THE  DAWN  OF  SURGERY, 
infection  in  surgical  wounds  has  plagued 
the  surgeon.  Lister  concentrated  attention 
to  this  problem  and  demonstrated  beyond 
the  shadow  of  doubt  the  necessity  for  ste- 
rility of  the  surgical  field,  instruments,  and 
drapes,  as  well  as  the  need  for  sterility  of 
the  surgeon’s  hands.  The  post-Lister  era 
has  since  run  the  gamut  of  almost  every 
conceivable  antiseptic  solution  for  the  prep- 
aration of  the  skin  for  operative  incision. 
Periodic  resurgence  for  interest  in  the  ef- 
fectiveness of  skin  antiseptics  has  occurred. 
The  present  interest  in  "hospital  infections,” 
particularly  staphylococcic  infections,  has 
fostered  renewed  interest  in  the  problem. 
Many  years  ago  iodine  was  known  to  be  one 
of  the  best  antiseptics  for  this  purpose.  Un- 
fortunately, skin  reactions  to  iodine  were 
relatively  frequent,  and  other  antiseptics 
came  into  vogue  which  did  not  have  such 
a high  incidence  of  side  effects,  but  which 
were  not  quite  as  effective. 

More  recently  an  iodine  preparation 
(Povidone-Iodine®)  * has  been  developed 

Lenhardt,  Harry  F.:  Chief  of  Surgery,  U.  S. 
Naval  Hospital,  Portsmouth. 

LaChapelle,  N.  C.:  Laboratory  Officer,  U.  S. 
Navy  Preventive  Medicine  Unit  ff-2,  Norfolk. 

* Betadine  (brand  of  polyvinyl-pyrrolidone)  dis- 
tributed by  Tailby-Nason  Company,  Dover,  Dela- 
ware, was  supplied  to  the  laboratory  for  all  bacteri- 
ological tests. 
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which  promised  to  be  as  effective  as  iodine 
without  many  of  the  side  effects. 

This  paper  constitutes  a report  on  a study 
made  jointly  by  the  Surgical  Service,  U.  S. 
Naval  Hospital,  Portsmouth,  Virginia,  and 
U.  S.  Navy  Preventive  Medicine  Unit  #2, 
Norfolk,  Virginia.  Studies  were  performed 
to  test  the  effectiveness  of  Povidone-Iodine 
as  a topical  surgical  antiseptic  to  be  used 
for  preparation  of  skin  for  operation. 

Reduction  of  Microorganisms  as 
Determined  by  the  “Rubber 
Surface”  Method  of  Test 

T echnique:  Five  milliliters  of  Peptone 

Broth  were  placed  separately  in  sterile  tubes 
in  a water  bath  adjusted  to  3 5°  C.  An  in- 
oculum (0.5  ml.)  of  a 24  hour  old  culture 
of  the  following  test  organisms,  separately 
in  each  instance,  was  added  to  each  tube 
containing  the  broth.  This  mixture  was 
incubated  in  the  water  bath  for  six  hours. 
Approximately  1 ml.  of  this  bacterial  mix- 
ture was  aseptically  pipetted  directly  on  a 
rubber  surface  (1  sq.  inch).  This  surface 
somewhat  resembled  the  texture  of  skin. 
One  milliliter  of  the  antiseptic  Povidone- 
Iodine  in  dilutions  of  1:2,  1:4;  1:6;  1:8,  and 
1:10  was  placed  directly  on  the  surface 
contaminated  with  the  various  bacteria. 

Results:  As  indicated  in  Table  I,  in  all 
instances  Povidone-Iodine  in  dilutions  of  1 :2 
killed  separately  on  contact  and  within  30 
seconds  approximately  95%  of  the  test  bac- 
terial mixture  employed. 

Evaluation  of  Povidone-Iodine  As 
Topical  Antiseptic 

Technique:  At  the  beginning  of  each  day 
the  operating  suite  was  supplied  with  nu- 
trient broth  tubes  prepared  by  the  hospital 
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bacteriology  department.  The  Chief  Oper- 
ating Room  Nurse  collected  the  cultures 
according  to  the  procedure  as  outlined  be- 
low: 

A)  Swab  area  of  operation  with  a mois- 
tened sterile  swab  (moisten  swab  with  nu- 
trient broth,  removing  excess  broth  by 
pressing  swab  against  interior  of  tube)  and 


gloves,  clothing,  etc.  At  the  end  of  each 
day,  a laboratory  technician  will  collect  the 
nutrient  broth  tubes  for  bacteriological  ex- 
amination. 

The  "dirty”  swabs  were  incubated  for  24 
hours  at  37  centrigrade  and  then  inocu- 
lated on  blood  agar  plates.  No  attempt  was 
made  to  identify  the  microorganisms  pres- 


TABLE  1 


Organism 

Time  Period 
of  Contact 

% Reduction  of  Bacteria 

1:2  dil. 

T.4  dil. 

1:6  dil. 

1:8  dil. 

1:10  dil. 

S.  aureus 

30  seconds 

99.4 

99.4 

89.5 

84 

70 

Strep,  pyogenes 

ft  tf 

98.5 

98 

86 

80.4 

65 

D.  pneumoniae 

it  t t 

92 

89.5 

84.2 

78 

72 

P.  mirabilis 

tt  ft 

92.1 

84.6 

79.5 

68.2 

60.2 

A.  aerogenes 

ft  ft 

97.5 

89.5 

80.2 

78.5 

70 

P.  aeruginosa 

t)  ft 

91 

85.5 

79 

68 

61 

B.  subtilis 

tt  ft 

94.5 

89 

80 

78.5 

70.5 

immediately  insert  swab  into  the  nutrient 
broth  tube.  Use  Tubes  Labeled  "Before 
Prep”. 

B)  Swab  area  of  operation  with  a mois- 
tened sterile  swab  after  (hexachlorophene) 
"prepping”.  Use  Tubes  Labeled  "After 
Prep”. 

C)  Swab  area  of  operation  with  a mois- 
tened sterile  swab  after  applying  Betadine 
and  prior  to  operation.  Use  Tubes  Labeled 
"Povidone-Iodine”. 


ent  but  rather  to  determine  the  efficacy  of 
Povidone-Iodine  in  the  reduction  of  skin 
bacteria. 

Results:  In  this  study  108  surgical  cases 
were  tested.  All  108  cases  were  positive  for 
bacterial  growth  prior  to  prepping.  Out  of 
108  surgical  cases  5 0 (46.3%)  showed  a 
heavy  to  slight  bacterial  growth  on  blood 
agar  plates  after  routine  prepping  with 
hexachlorophene.  (Table  2)  Povidone-Io- 
dine was  then  applied  and  cultures  were 


TABLE  2 

Bacteriological  Results  of  180  Surgical  Cases  Examined  After  Routine  Skin 
Prepping  (Hexachlorophene  10  Minute  Scrub) 


Number  of  Cases 

Bacterial  Growth 

% Reduction  of  Bacteria 

Cases  Positive 

Cases  Negative 

108 

50 

58 

53.7% 

D)  Swab  area  of  operation  with  a mois- 
tened sterile  swab  at  end  of  operation.  Use 
Tubes  Labeled  "After  Operation”. 

NOTE:  Extra  precaution  should  be  taken 
not  to  contaminate  the  sterile  swabs  with 


again  taken.  Of  the  5 0 which  showed  posi- 
tive cultures  after  hexachlorophene,  only 
12  still  showed  bacterial  growth.  (Table  3) 
Thus,  it  is  shown  that  with  routine  hexa- 
chlorophene prepping  followed  by  the  use 
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of  Povidone-Iodine  a total  reduction  in  posi- 
tive cases  of  88.9%,  has  been  accomplished. 

An  incidental  result  of  this  study  (Table 
5),  shows  that  39  of  108  cases  (36.1%) 
show  no  growth  of  cultures  taken  from 
wounds  immediately  after  operation.  The 
fact  that  63.9%  of  operative  wounds  give 
positive  cultures  for  bacteria  immediately 
after  operation  is  sufficient  cause  for  alarm. 


dine.  The  skin  of  over  200  patients  was 
treated  with  Povidone-Iodine  resulting  in 
little  or  no  irritation  in  each  instance.  Bac- 
tericidal efficiency  of  the  above  topical, 
surgical  antiseptic  was  demonstrated  in 
Tables  1 and  2.  Solutions  of  Povidone- 
Iodine  retain  a visible  color  to  delineate 
the  areas  treated.  This  can  be  removed  in- 
stantly by  wiping  or  washing  with  water. 


TABLE  3 

Bacteriological  Results  of  the  50  Positive  Cases  Immediately 
After  Applying  Povidone-Iodine 


Number  of  Cases 

Bacterial  Growth 

Cases  Positive 

Cases  Negative 

% Reduction  of  Bacteria 

50 

12 

38 

76% 

TABLE  4 

Bacteriological  Results  of  108  Surgical  Cases  Examined  After  Routine  Skin 
Prepping  in  Conjunction  With  the  Application  of  Povidone-Iodine 


Number  of  Cases 

Bacterial  Growth 

Cases  Positive 

Cases  Negative 

% Reduction  of  Bacteria 

108 

12 

96 

88.9% 

TABLE  5 


Bacterial  Growth 

Before 

Prep 

After 

Hexachlorophene 

Prep 

After 

P-I 

After 

Op 

Heavy  growth 

63 

24 

1 

32 

Mild  growth 

38 

15 

2 

25 

Slight  growth 

7 

15 

9 

12 

No  growth 

0 

54 

96 

39 

At  our  institution  we  are  now  resorting  to 
Povidone-Iodine  spray  of  the  wounds  im- 
mediately postoperative  before  dressings  are 
applied.  No  skin  sensitivity  has  yet  been 
noted  attributable  to  this  procedure. 

Summary 

Povidone-Iodine  appears  to  possess  all  the 
effective  microbiocidal  activity  of  free  io- 
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The  1:2  dilution  was  adequate  to  kill  bac- 
teria on  contact  within  30  seconds. 

Further  results  of  this  study  show  that 
63.9%  of  operative  wounds  yield  positive 
cultures  immediately  after  operation.  The 
irrigation  of  operative  wounds  with  saline 
prior  to  closure  and  the  spraying  of  the 
operative  wound  immediately  after  closure 
with  Povidone-Iodine  is  recommended  in 
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an  effort  to  cut  down  the  incidence  of 
postoperative  wound  infection.  This  is  not 
to  encourage  poor  operative  technique  but 
rather  to  add  to  our  armamentarium  in  our 


battle  against  this  type  of  operative  mor 
bidity. 

U.S.  Naval  Hospital 
Portsmouth,  Virginia 


Background  in  Emotional  Disorders 


Certain  background  occurrences  are  found 
more  frequently  among  psychiatric  patients 
than  among  comparable  normal  subjects. 
The  factors  reported  in  a significantly 
greater  number  of  patients  were  parental 
separation  and  divorce,  severe  personal  phys- 
ical illness,  previous  personal  emotional  dis- 
turbance, a family  history  of  alcoholism  or 
mental  illness,  and  failure  to  complete  edu- 
cation. 

The  study  was  made  by  Richard  E.  Gor- 
don, M.D.;  Marcia  B.  Singer,  M.A.,  and 
Katherine  K.  Gordon,  B.S.,  Mental  Health 
Research  Unit,  Englewood  Hospital,  Engle- 
wood, N.J.,  and  reported  in  the  May  Ar- 
chives of  General  Psychiatry,  published  by 
the  American  Medical  Association. 

It  appears  that  preparation  for  one’s  life 
role  and  anxiety  about  performance  are  re- 
lated to  the  occurrence  of  emotional  dis- 
orders. 

"Young  married  men  seemed  to  be  both- 
ered by  stresses  associated  with  their  bread- 
winning and  marital  role  responsibilities.” 

"Business,  financial,  and  family  physical 
and  mental  health  difficulties  concerned 
them  more  than  they  did  single  men.  They, 
as  other  men,  had  more  difficulties  when 
they  lacked  a completed  education  and/or 
an  American-born  father  in  their  childhood 
home  to  prepare  and  guide  them.  They  were 
overloaded  with  quantitative  stresses  more 
than  any  other  group.  However,  they  usual- 
ly were  upwardly  mobile  socially,  more 
rugged  and  competitive.  They  responded 
readily  to  therapy.  Young  married  women 
reported  stresses  related  to  preparation  for 
the  feminine  homemaking  role.  Disruption 
of  their  parents’  home  by  divorce  or  moth- 
er’s death  and  a previous  marriage  ending 
in  divorce  were  more  frequently  reported 


in  their  social  histories.  Single  young  men 
had  problems  related  to  poor  preparation 
for  the  competitive  world  of  school  and 
business  affairs.  Incomplete  educations  and 
personal  illness  were  common  features  in 
these  patients’  social  histories.  Single  young 
women,  although  almost  all  were  working, 
were  relatively  less  concerned  with  problems 
in  this  sphere  of  activity. 

"Middle-aged  and  older  men  had  prob- 
lems with  work,  personal  and  family  illness, 
and  previous  personal  and  family  marital 
troubles.  Middle-aged  and  older  women 
were  especially  incapacitated  by  loss  in  any 
or  all  of  their  three  main  sources  of  security. 
With  no  husband,  no  work  abilities,  or  no 
children  it  was  difficult  for  a woman  to  gain 
a respected  position  in  society  and  maintain 
self-confidence.” 

"Children  in  our  present  materialistic 
society  often  have  high  expectations  for 
pleasures  and  rewards  and  low  tolerance  to 
frustration,  punishment,  or  stress.” 

"Just  as  we  often  immunize  against  many 
severe  physical  illnesses  by  repeated  doses  of 
antigens,  we  might  recommend  'inuriza- 
tion’  against  emotional  illness,  gradual  fac- 
ing responsibility,  toughening  up  in  order 
to  face  a not  so  gentle,  competitive  world. 
As  the  child  recognizes  he  must  assert  him- 
self tactfully,  face  some  hardship,  strive, 
persevere,  develop  patience,  consideration  of 
others  and  self-control,  he  is  better  prepared 
to  cope  with  life’s  stresses  without  develop- 
ing emotional  illness.” 

"Probably  the  more  susceptible  have  had 
less  preparation  for  the  rigors  of  modern 
life.  Children  need  less  protection  and 
smothering  'love’  and  more  toughening  and 
preparation  for  life.” 
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Pheochromocytoma 

Successful  Removal  in  an  8 -Year-old  Boy 


This  tumor , most  unusual  in  an 
eight  year  old  boy , teas  accurately 
diagnosed  and  successfully  re- 
moved. Credit  is  due  the  physi- 
cians involved  for  alert  and  thor- 
ough examination  and  treatment. 


ONE  OF  THE  MOST  DRAMATIC 
DIAGNOSES  and  cures  possible  in 
modern  medicine  is  the  discovery  and  re- 
moval of  a pheochromocytoma.  This  le- 
sion has  been  the  subject  of  much  interest 
throughout  the  world.  Frankel1  first  re- 
ported a case  with  hypertension  in  1886. 
Extensive  reviews  of  the  literature  and  tab- 
ulations of  the  cases  have  been  published 
recently. 2,3,4  The  addition  of  a reliable  test 
for  its  detection  in  the  assay  of  24  hour 
urinary  catechol  amines  has  added  further 
interest. 

Relatively  few  cases  have  been  reported 
in  children.  Twenty-two  other  patients 
diagnosed  before  their  eighth  birthday  were 
found  in  a survey  of  world  literature  by 
Hume'  in  1960.  It  seemed  relevant,  there- 
fore, to  report  the  details  of  this  case  with 
emphasis  on  the  diagnostic  features. 

Two  physical  signs  often  omitted  in  rapid 
pediatric  examinations  may  be  clues  to  this 
or  other  diseases  demanding  early  attention. 
Accurate  blood  pressure  readings  from  in- 
fancy through  adolescence  require  proper 

From  the  Departments  of  Pediatrics  and  Surgery, 
Medical  College  of  Virginia,  Richmond. 
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equipment,  an  experienced  observer,  and 
often  repeated  testing  if  the  patient  is  not 
cooperative.  A fundoscopic  examination  is 
more  difficult  in  the  average  small  child,  but 
after  three  or  four  years  of  age,  should  be 
part  of  a routine  evaluation.  An  interesting 
picture  or  playful  assistant  can  attract  the 
attention  and  direct  the  eyes  on  a distant 
spot  obviating  the  need  for  a mydriotic. 
The  habit  of  the  physician  and  his  close 
attention  to  details  will  be  rewarding. 

Hypertension  and  abnormal  fundi  may 
occur  together  or  singly.  Their  combina- 
tion in  this  8 -year-old  boy  with  a mild  res- 
piratory infection  led  the  referring  physician 
to  search  for  their  cause,  and  resulted  in 
the  successful  removal  of  a pheochromocy- 
toma. 

Case  History 

This  7-year-old  white  male  was  the  third 
child  of  healthy  parents.  He  had  weighed 
nine  pounds  at  birth  on  2-7-47  and  devel- 
oped normally  with  rare  infections  and  no 
medical  problems  in  the  past.  He  presented 
on  1-31-5  5 at  the  Medical  College  of  Vir- 
ginia Hospital  with  the  chief  complaint  of 
headaches  which  had  started  approximately 
one  year  previously.  These  occurred  in 
severe  episodes  approximately  every  two 
weeks  and  would  last  about  twelve  hours 
until  relieved  by  vomiting.  He  was  afebrile 
but  in  severe  pain  during  the  attack,  but 
between  episodes  seemed  entirely  normal. 
During  the  preceding  summer;  his  local 
physician  recognized  fundoscopic  changes 
and  referred  him  to  a neurologist.  The  diag- 
nosis of  migraine  was  made  and  the  child 
treated  accordingly  without  benefit.  Uri- 
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nalyses  had  been  repeatedly  negative.  No  one 
in  the  family  had  been  known  to  have 
hypertension  or  a tumor,  and  both  parents 
were  healthy. 

The  boy  continued  very  active  during  the 
fall,  engaging  in  boxing  and  other  sports 
for  his  age.  The  last  severe  episode  of  head- 
ache had  occurred  in  late  November  of 
1954,  and  since  that  time,  he  had  been  rela- 
tively asymptomatic.  The  mother  reported 
that  the  quality  of  his  school  work  had 
improved.  There  had  been  no  visual  dis- 
turbance or  excessive  sweating.  He  had  al- 
ways been  "nervous”  but  had  continued  to 
gain  weight  slowly.  There  was  no  history 
of  lead  ingestion.  A mild  otitis  in  late  Jan- 
uary required  medical  attention;  and  at  this 
time,  hypertension  and  fundoscopic  changes 
led  his  local  physician  to  refer  him  imme- 
diately to  the  hospital  for  study. 

Physical  examination  showed  temperature 
36. 5 C,  pulse  100,  respirations  30,  blood 
pressure  in  both  arms  180  150,  blood  pres- 
sure in  the  legs  210  140,  weight  47% 
pounds,  height  48  inches.  He  was  a well- 
developed,  well-nourished,  cooperative  boy 
in  no  distress.  The  vision  by  Snellen  chart 
was  20  30  bilaterally.  The  fundi  showed 
marked  blurring  of  both  discs  with  silver 
wiring  of  the  arteries  and  numerous  hemor- 
rhages and  exudates.  The  lungs  were  clear 
to  auscultation  and  percussion.  The  heart 
was  normal  in  size  without  murmurs,  al- 
though the  beat  was  forceful.  The  abdomen 
showed  no  masses,  palpable  tumors,  or  ten- 
derness. The' genitalia  and  extremities  were 
negative  as  was  a neurologic  examination. 

Laboratory  studies  revealed  a hemoglobin 
of  16.8  grams;  RBC  6,540,000;  WBC  9,800; 
66%  polymorphonuclears;  32%  lympho- 
cytes; and  12%  eosinophiles.  Urinalysis 
showed  a specific  gravity  of  1.024  with 
negative  albumin,  sugar,  and  acetone,  and 
1-3  WBCs.  Sedimentation  rate  was  1 mm. 
in  one  hour.  Blood  chemistries  revealed  a 
fasting  sugar  of  121  mg.%,  blood  urea  ni- 
trogen 16  mg.%,  sodium  142  mEq/L., 
chlorides  98  mEq/L.,  potassium  4 mEq/L., 
and  COii  29  mEq/L.  Electrocardiogram  was 


normal.  Basal  metabolism  was  plus  9 per 
cent.  X-rays  of  the  skull  were  negative  as 
was  the  flat  plate  of  his  abdomen.  Chest 
roentgenogram  showed  a cardiothoracic 
ratio  of  44%  with  clear  lungs. 

During  the  first  two  days  in  the  hospital, 
the  patient’s  blood  pressure  stabilized  around 
180/150;  and  he  was  asymptomatic.  A 
phentolamine  test  injecting  1 mg.  intra- 
venously (Regitine)  caused  a drop  in  blood 
pressure  from  210/170  to  130/100  within 
2 minutes.  Unfortunately,  urinary  catechol 
amines  were  not  available. 

A pheochromocytoma  was  strongly  sus- 
pected, and  efforts  were  made  to  localize 
it.  When  an  intravenous  pyelogram  was 
negative,  a presacral  air  study  was  per- 
formed and  a mass  was  interpreted  by  the 
radiologist  to  be  present  over  the  pole  of 
the  left  kidney.  (Plate  I) 


Plate  I 


The  boy  was  prepared  for  surgery  on 
2-7-5  5,  the  day  of  his  eighth  birthday,  with 
adequate  barbiturate  premedication.  An 
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upper  abdominal  transverse  incision  was 
made  exposing  the  left  kidney  and  adrenal 
area,  but  there  were  no  tumors  in  this  re- 
gion. The  right  kidney  area  was  then  ex- 
plored, and  a large  tumor  mass  measuring 
approximately  6 cm.  in  diameter  could  be 
visualized  over  the  pole  of  the  right  kidney 
mesial  to  its  upper  pole.  Minimal  manipu- 
lation of  the  tumor  occasioned  no  signifi- 
cant change  in  blood  pressure.  The  tumor 
was  removed  without  major  bleeding.  The 
region  of  the  celiac  vessels  and  bifurcation 
of  the  aorta  were  inspected  for  further 
tumor  masses,  but  none  were  visible. 

Immediately  after  the  tumor  was  re- 
moved, the  patient’s  blood  pressure  dropped 
to  about  110  systolic.  At  this  time,  levophed 
was  begun  intravenously  and  was  used  as 
needed  for  the  next  24  hours  to  maintain 
the  blood  pressure  around  1 10/70.  A smooth 
post-operative  course  followed  and  a phen- 
tolamine  test  on  the  sixth  postoperative 
day  showed  no  change  in  blood  pressure. 
Pathological  report  of  the  tumor  mass 
(courtesy  of  Dr.  M.  A.  Spyke)  revealed  it 
to  be  "composed  of  the  right  adrenal  gland 
which  weighed  19.9  grams  measuring  3.5x 
2.4  cm.  and  attached  to  this  was  a 1.7x.09x.7 
cm.  tag  of  adrenal  cortical  tissue.  The  mass 
was  smoothly  nodular  and  the  capsule 
roughened  and  fibrous.  The  tissue  was  firm 
and  elastic  and  showed  a poorly  circum- 
scribed vascular  hemorrhagic  pattern  which 
varied  in  color  from  grayish  to  red  to  deep 
yellow.  The  central  portion  of  the  tumor 
was  translucent  and  clear  of  a myxoid  type.” 
Another  10  grams  of  tumor  was  frozen  for 
immediate  pathologic  sections.  Thus,  the 
total  weight  of  the  tumor  was  about  30 
grams.  A portion  of  this  tumor  was  ana- 
lyzed by  Dr.  Marcel  Goldenberg  and  found 
to  contain  norepinephrine  4.95  mg/gm  and 
epinephrine  .28  mg/gm  tumor  tissue. 

"Multiple  sections  of  the  adrenal  gland 
and  tumor  showed  central  necrosis  and  re- 
placement of  fibrin  and  debris.  The  tumor 
itself  formed  a rim  of  bizarre  grouped 
epithelial  cells,  none  of  which  showed  gland 
formation.  The  variable  brown  staining 
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material  presumed  to  be  a precursor  or 
adrenalin  was  prominent  throughout.  Mul- 
tiple small  foci  of  infarcts  were  present  in 
other  areas.  The  capsule  was  made  up  of 
dense  fibrous  tissue  and  infiltrated  by  the 
cells  which  were  thought  to  be  adrenal  cor- 
tex and  not  part  of  the  tumor.  There  was 
no  vascular  invasion.  There  were  no  prom- 
inent mitoses  but  the  tumor  was  outgrowing 
its  blood  supply  in  necrotic  areas.  No  cor- 
tical hyperplasia  was  noted.  Pathologic 
diagnosis:  pheochromocytoma  of  the  right 
adrenal  gland.” 

The  patient  was  seen  several  times  during 
the  following  year  with  blood  pressure  read- 
ings in  the  range  of  95/70  and  in  excellent 
general  health.  The  fundi  gradually  re- 
turned to  normal.  Although  he  has  moved 
out  of  the  state,  reports  received  from  his 
local  physician  and  the  mother  in  the  past 
year  stated  that  he  is  entirely  well  and  still 
had  a blood  pressure  of  118/70,  five  years 
after  the  removal  of  the  tumor. 

Discussion 

Pheochromocytomas  are  tumors  of  the 
chromaffin  cells  derived  from  the  sympathet- 
ic nervous  system.  They  occur  chiefly  in 
the  adrenal  medulla,  but  may  be  found  along 
the  chain  of  ganglia  from  thorax  to  pelvis 
either  as  single  or  multiple  tumors.  Rarely 
are  they  malignant  as  such;  but  their  secre- 
tions, especially  of  norepinephrine,  lead  to 
severe  peripheral  vasoconstriction  with  re- 
sultant elevation  of  both  systolic  and  dia- 
stolic blood  pressure.  Epinephrine,  which  is 
the  major  endocrine  secretion  after  fetal 
life,  becomes  a minor  one  to  norepinephrine 
in  most  cases  of  such  tumors.  If  not  recog- 
nized and  removed,  these  tumors  are  fatal 
because  of  the  malignant  form  of  hyperten- 
sion that  results  from  their  secretions. 

Such  tumors  have  been  recognized  in 
adults  in  large  numbers.  Barbeau  reviewed 
the  world  literatre  in  19  57  and  found  626 
cases.4  Hume  in  1960  reported  finding  8 5 
cases  in  children  under  16  years  of  age  of 
whom  63  had  been  operated  upon  with  46 
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survivals.  Sixty-two  of  these  were  eight 
years  of  age  or  over. 

The  common  symptoms  of  sweating,  pal- 
pation, nervousness,  headache,  and  weakness 
may  be  paroxysmal  or  sustained.  They  re- 
late to  variations  in  blood  pressure  which,  in 
about  one  half  of  the  cases,  are  constant 
and  in  the  other  occur  only  in  episodes. 
Weight  loss  and  heat  intolerance  are  also 
common.  There  has  been  little  difference  in 
symptoms  in  children  and  adults  except  that 
92%  of  hypertension  in  children  is  sustained. 
In  a small  percentage  of  either  group,  they 
are  "silent”. 

Physical  signs  are  notably  blood  pressure 
elevations,  either  sustained  or  paroxysmal 
during  an  attack,  and  the  side  effects  men- 
tioned above.  Arteriolar  changes  in  the 
fundi  with  exudates  and  hemorrhages  ac- 
company the  severe  forms.  Rarely  is  a tumor 
palpable. 

Many  tests  have  been  used  to  aid  in  diag- 
nosis. The  most  reliable  is  the  24  hour  uri- 
nary assay  of  catechol  amines.  As  described 
by  Engel  and  Euler  in  195  0’,  this  has  given 
an  excellent  quantitative  test  if  properly 
collected  and  regulated  as  to  pEf.  The  nor- 
mal values  of  10-40  mcg.%  are  not  readily 
confused  with  levels  over  100  mcg.%  found 
consistently  in  tumors.  Blood  samples  vary 
widely  during  the  day  at  short  intervals  and 
are  much  less  reliable. 

Lowering  the  blood  pressure  by  phentol- 
amine  (Regitine),  an  adrenolytic  agent,  by 
intravenous  dosage  of  1-10  mgm.  is  a com- 
monly used 'screening  test.  A drop  in  pres- 
sure of  at  least  40  mm.EIg.  occurs  if  the 
test  is  positive,  but  false  positives  are  not 
rare.  Elevation  of  blood  pressure  by  his- 
tamine in  intervals  between  paroxysms  is 
also  used. 

In  retrospect,  it  is  thought  that  the  case 
presented  the  paroxysmal  type  of  hyperten- 
sion for  approximately  10  months  during 
which  time  the  headaches  came  in  severe 
episodes.  It  is  interesting  that  the  headaches 
stopped  entirely  about  two  months  before 
his  final  admission  for  study  and  he  returned 
to  his  physician  only  because  of  a minor 


respiratory  infection.  When  the  severe  and 
sustained  elevation  of  blood  pressure  was 
recognized,  he  had,  in  addition,  the  marked 
changes  in  the  fundi. 

The  differential  diagnosis  in  children  re- 
volves chiefly  around  causes  of  hypertension. 
These  have  been  reviewed  recently  by  Et- 
teldorf  and  Smith. ''  In  this  case,  renal  causes 
were  promptly  excluded  by  urinalyses,  nor- 
mal urea  nitrogens,  and  intravenous  pyelo- 
grams.  Cardiac  causes  were  considered  but 
absence  of  murmurs  and  proportionate  leg 
blood  pressures  made  coarctation  of  the 
aorta  or  aortic  valve  lesions  unlikely.  Cen- 
tral nervous  system  tumors  gave  no  neuro- 
logic signs,  and  the  lumbar  punctures  showed 
no  increase  in  pressure  or  protein.  Lead 
and  other  poisoning  was  not  suggested  by 
history,  roentgenograms,  or  blood  smears. 
Rarer  collagen  diseases,  other  endocrine 
causes,  or  essential  types  of  hypertension 
would  have  been  investigated  if  the  phentol- 
amine  test  had  not  been  positive. 

A positive  phentolamine  test  on  two  oc- 
casions combined  with  the  other  findings 
made  the  diagnosis  highly  probable.  Un- 
fortunately, the  urinary  assay  of  catechol 
amines  was  not  available  at  that  time  in  this 
institution.  Recent  reports  indicate  this  is 
a highly  satisfactory  test  on  a 24  hour  urine 
specimen  giving  a more  exact  diagnosis. 
Norepinephrine  is  usually  the  predominat- 
ing substance  in  such  tumors  and  was  shown 
to  be  in  our  specimen  chemically  analyzed 
by  Dr.  Goldenberg. 

It  has  been  demonstrated  often  that  lo- 
calization of  tumor  is  very  difficult,  if  not 
impossible,  without  thorough  exploration. 
As  noted  here,  the  presacral  air  study  sug- 
gested a mass  on  the  left  when  actually  the 
tumor  was  found  in  the  right  adrenal. 

Summary 

The  case  of  an  8 -year-old  white  male  who 
had  first  paroxysmal  and  then  sustained 
hypertension  is  reported.  Severe  changes  in 
the  fundi  had  occurred  secondary  to  the 
hypertension.  After  diagnostic  studies,  a 
pheochromocytoma  was  suspected  and 
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found  by  exploration  in  the  right  adrenal 
area.  This  was  successfully  removed  on  the 
boy’s  eighth  birthday,  and  he  has  remained 
entirely  well  with  normal  blood  pressures 
for  five  years  since  that  time.  This  is  the 
twenty-third  case  reported  in  children  un- 
der eight  years  of  age. 
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Oxygen  Tent  Has  Therapeutic  Value 


The  cool  environment  of  an  oxygen  tent 
can  be  of  help  in  the  treatment  of  a number 
of  ailments  during  hot,  humid  weather. 

Writing  in  the  June  24th  Journal  of  the 
American  Medical  Association,  Drs.  G.  E. 
Burch,  N.  P.  DePasquale  and  A.  L.  Hyman 
said  they  found  a cool  atmosphere  was  bene- 
ficial in  the  treatment  of  allergic  skin  rash, 
kidney  disease,  infectious  diseases  and  thy- 
roid disease  in  addition  to  heart  disease  and 
asthma.  "Except  in  certain  instances  maxi- 
mal benefit  to  the  patient  was  obtained  sim- 
ply by  placing  him  in  a cool  environment 
with  a normal  oxygen  concentration  of  the 
air.” 

A warm,  humid  environment  increases 
the  work  of  the  heart.  Even  though  a per- 
son is  resting  in  bed,  hot  weather  forces 
the  heart  to  work  harder  to  maintain  the 
body’s  normal  temperature,  they  said.  "Un- 
der such  environmental  conditions  cardiac 
as  well  as  other  debilitating  diseases  are  less 
likely  to  improve.”  In  a study  of  10  pa- 
tients, the  authors  found  in  every  instance 
cardiac  output,  or  work,  was  higher  when 


the  patients  were  in  the  warm  environment 
than  when  they  were  in  oxygen  tents. 

In  patients  without  heart  disease,  average 
cardiac  output  was  49  per  cent  lower  inside 
the  tent.  In  patients  with  heart  disease, 
average  cardiac  output  was  42  per  cent  low- 
er inside  the  tent. 

The  researchers  also  reported: 

— Five  patients  with  asthma  "improved 
considerably”  when  placed  in  air-condition- 
ed oxygen  tents. 

— Of  nine  patients  with  impaired  kidney 
function,  seven  improved  and  were  dis- 
charged from  the  hospital  after  being  placed 
in  oxygen  tents. 

— A patient  with  an  allergic  skin  rash 
was  "markedly  benefited”  by  being  placed 
in  an  oxygen  tent. 

— The  problem  of  controlling  the  tem- 
perature of  two  patients  with  infection- 
caused  fevers  was  made  easier  by  the  use  of 
oxygen  tents. 

— The  pulse  rate  of  a patient  with  thy- 
roid disease  was  slowed  considerably  when 
he  was  placed  in  an  oxygen  tent. 


462 


Virginia  Medical  Monthly 


Virginians  and  “Calenture’’ 

II.  The  Solution 


This  is  the  second  part  of  the  ar- 
ticle which  began  in  the  last  issue 
of  the  Monthly. 

AS  SHOWN  in  the  preceding  section  of 
this  paper,  yellow  fever  reached  its 
zenith  in  Virginia  during  the  terrible  Nor- 
folk-Portsmouth  epidemic  of  18  5 5.  It  is 
an  interesting  coincidence  that  this  occurred 
during  the  Virginia  childhoods  of  two  of  the 
most  important  conquerors  of  the  disease. 
At  the  time,  both  lived  within  a hundred 
miles  of  the  afflicted  area.  The  proximity  of 
their  birth-time  and  residences  may  or  may 
not  have  influenced  their  later  interest.  The 
record  is  silent,  but  they  must  have  heard 
many  a lurid  tale  of  the  Year  of  the  Pes- 
tilence, as  it  was  known  until  the  memory 
of  it  was  blotted  out  by  the  worse  trials  of 
the  War  Between  the  States.  Yet  another, 
probably  strictly  minor,  coincidence  is  the 
fact  that  Lt.  Hugh  Rose,  a likely  ancestor 
on  the  maternal  side  of  the  younger  of  these 
two  men,  served  with  the  Virginia  contin- 
gent during  that  Cartagena  Expedition  of 
yellow  fever  notoriety.1 

Virginia  can  well  be  proud  of  these  two 
sons,  Walter  Reed  and  Henry  Rose  Carter. 
Not  only  their  State  but  the  whole  world  is 
decidedly  healthier  as  a result  of  their  having 
lived.  And  yet  another  Virginian,  Robert 
P.  Cooke,  one  of  Reed’s  young  subordinates 
at  Camp  Lazear,  well  deserved  the  medal 
Congress  voted  him  in  1929. 

The  immortal  Walter  Reed  was  born 
September  13,  1851,  in  Gloucester  County, 


GORDON  W.  JONES,  M.D. 
Fredericksburg,  Virginia 

Virginia,  in  the  tiny  frame  house  now  pre- 
served by  The  Medical  Society  of  Virginia 
as  a shrine.  He  was  the  son  of  a Methodist 
minister.  In  our  pride  in  Walter  we  Vir- 
ginians tend  to  forget  that  his  parents  were 
unfortunately  natives  of  North  Carolina. 
The  most  we  can  claim  is  that  his  genius  was 
nurtured  and  molded  here.  Most  of  his  boy- 
hood and  schooling  were  in  Farmville.  After 
the  War  Between  the  States,  in  1866,  his 
family  moved  to  Charlottesville  where  he 
continued  his  secondary  education  in  a pri- 
vate school.2 

It  will  be  recalled  that  Virginians  were  a 
bit  short  of  cash  in  those  years.  Reed  fam- 
ily money  for  much  higher  education  was 
lacking.  Short-cuts  had  to  be  found.  Despite 
the  fact  that  he  had  shown  no  interest  in 
science  previously,  Walter  Reed  decided  to 
make  medicine  his  career.  Because  of  his 
spotty  educational  background,  consisting 
only  of  interrupted  private  schooling  plus 
a year  in  the  Academic  Department  of  the 
University,  it  took  some  powers  of  persua- 
sion to  be  allowed  to  enter  the  Medical  De- 
partment. With  tremendous  energy  he  made 
up  his  deficiencies  and  mastered  his  medical 
studies  to  such  an  extent  that  he  was  readily 
granted  the  degree  Doctor  of  Medicine  after 
nine  months.  By  living  at  home  he  must 
have  been  able  to  keep  the  cost  of  this  degree 
down  to  much  less  than  the  $386  which  the 
University  then  charged  for  board,  room 
and  tuition.  The  same  esteemed  institution 
would  today  quadruple  the  time  and  quad- 
ruple quadruple  the  cost!2 

A glance  at  his  curriculum  might  be  of 
interest  to  us  over-educated  moderns.  There 
were  four  departments  in  the  school  then, 
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with  a professor  in  each  giving  three  lectures 
a week.  These  were: 

Comparative  Anatomy,  Physiology,  and 
Surgery 

Human  Anatomy  and  Materia  Medica 

Chemistry  and  Pharmacy 

Medical  Jurisprudence,  Obstetrics,  and 
Practice  of  Medicine 

There  was  laboratory  work,  including 
"actual  dissections”,  but  no  clinical  instruc- 
tion. There  were  no  hospitals  in  the  vicin- 
ity.4 When  we  shake  our  heads  over  the 
impossibility  of  learning  so  much  in  so  short 
a time  we  are  jolted  by  the  fact  that  some  of 
the  all-time  greats  of  our  profession  were 
thus  educated.  Can  it  be  that  we  are  wasting 
a number  of  precious  months  in  our  schools 
today? 

It  is  perfectly  true  that  Walter  Reed  was 
not  satisfied  with  this  bargain  basement 
M.D.  He  earned  another  such  degree  after 
one  more  year  at  Bellevue  Hospital  Medical 
College.  After  that  year  he  spent  several 
more  in  New  York  City,  largely  as  an  em- 
ployee of  the  city  health  department,  before 
he  sought  and  received  a commission  in  the 
U.S.  Army  Medical  Corps.  This  enabled 
him  to  marry.  However,  it  also  caused  him 
to  be  buried  in  obscure  army  posts  for  fif- 
teen years.  Such  a life  would  have  made  a 
less  active  mind  as  tradition  bound  as  that 
of  Surgeon  General  Baxter. 

The  latter,  with  great  reluctance,  allowed 
Reed  to  spend  a few  months  at  Johns  Hop- 
kins in  1881  studying  physiology.  This 
purely  scientific  study  annoyed  Dr.  Baxter 
a bit.  When  he  permitted  Reed  to  return 
to  Baltimore  in  1889  for  more  study,  he 
insisted  that  only  clinical  medicine  was  of 
value  to  the  Army.  None  of  these  new- 
fangled sciences  like  bacteriology  suited  Dr. 
Baxter.  The  fact  that  Koch  and  Pasteur  had 
lighted  the  fires  of  medical  research  so  re- 
cently interested  him  not  at  all. 

Fortuitously,  the  old  traditionalist  died 
suddenly.  The  new  Surgeon  General,  George 
Sternberg,  was  progressive.  He  gladly  gave 
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Walter  Reed  his  head.  At  once  the  latter 
made  use  of  his  enormous  industry  so  that 
by  the  time  he  was  transferred  from  Balti- 
more in  1891  he  was  superbly  trained  in 
modern  bacteriological  and  pathological 
techniques.  We  of  today,  satiated  as  we  are 
by  the  flood  of  reports  of  research  activities 
in  all  fields  of  medicine,  have  no  idea  of  the 
exhilaration  felt  by  the  young  men  of  that 
day  who  realized  that  they  stood  on  the 
threshold  of  unbelievable  relief  of  suffering 
humanity. 

Reed’s  application  to  the  new  science  paid 
off  in  1893  when  he  was  promoted  to  major 
and  appointed  Professor  of  Bacteriology  in 
the  new  Army  Medical  School,  the  pet  proj- 
ect of  General  Sternberg.  The  next  few 
years  were  spent  in  teaching  and  doing  re- 
search on  diphtheria  and  typhoid  fever.  Be- 
cause of  the  disturbing  problem  presented 
by  yellow  fever  among  the  American  troops 
stationed  at  Havana,  Dr.  Reed  was  ap- 
pointed head  of  the  Yellow  Fever  Commis- 
sion which  made  such  amazingly  short  work 
of  the  disease. 

About  a year  younger  than  Reed  was 
Henry  Rose  Carter.  He  was  born  August 
25,  18  52,  in  lower  Caroline  County,  Vir- 
ginia, at  "Clifton”,  his  family’s  colonial 
plantation.  He  became  an  engineer  graduate 
of  the  University  of  Virginia,  but  had  to 
drop  that  career  because  of  a severe  leg 
injury.  He  changed  to  medicine.  Unlike 
Reed,  he  ventured  out  of  our  State  and  re- 
ceived his  medical  education  at  the  Univer- 
sity of  Maryland.  After  graduation  he  en- 
tered the  Marine  Hospital  Service.  And  in 
this  activity  he  gradually  through  the 
eighties  and  nineties  built  up  an  experience 
and  interest  in  yellow  fever.  This  experi- 
ence became  greatest  after  he  was  shifted  to 
the  Quarantine  Service  in  1888.  At  quaran- 
tine stations  and  in  half  a dozen  or  more 
epidemics  he  developed  a great  knowledge 
of  the  disease.  Surprisingly  enough,  he  did 
not  himself  contract  yellow  fever  until  late 
in  the  Ocean  Springs,  Mississippi,  epidemic 
of  1897.  As  he  dryly  put  it,  his  illness  came 
so  late  in  the  epidemic  that  it  caused  no  in- 

Virginia  Medical  Monthly 


convenience  to  the  Service.  All  through  these 
years  he  was  observing  the  characteristics 
not  only  of  the  disease  but  also  of  its  mode 
of  spread.1' 

He,  of  course,  knew  nothing  as  yet  of  the 
vector  or  the  cause  of  yellow  fever.  How- 
ever, by,  to  this  writer,  a remarkable  feat 
of  observation  and  reasoning,  he  fixed  the 
incubation  period  of  yellow  fever  in  man  at 
not  more  than  six  days  (it  is  three  to  six 
days) , and  the  infection  of  the  environment 
at  from  ten  to  seventeen  days  (the  mos- 
quito incubates  the  virus  for  from  twelve  to 
eighteen  days  and  only  after  that  time  is 
infectious) .' 

This  latter  conclusion  was  the  result  of 
his  early  discovery  that  vessels  leaving  port 
with  fever-infected  cases  (i.e.,  not  active) 
did  not  themselves  become  infective  until 
the  lapse  of  two  or  three  weeks.  He  made 
similar  observations  in  1897  at  Ocean 
Springs,  and  at  Taylor,  and  Or  wood,  Missis- 
sippi in  1898.  He  calculated  with  great 
accuracy  the  time-lapse  between  the  arrival 
of  a case  of  yellow  fever  in  a home  and  the 
occurrence  of  secondary  cases.  Using  this 
knowledge,  he  was  able  to  stamp  out  an  epi- 
demic at  McHenry,  Mississippi,  before  it  got 
out  of  hand,  for  the  first  time  in  history. 
He  published  his  findings  and  conclusions 
in  May,  1900.  This  was  the  very  month  in 
which  Reed’s  Yellow  Fever  Commission  was 
formed. 

Not  long  before  this,  Ronald  Ross  of  the 
Indian  Medical  Service  had  shown  that  ma- 
laria is  carried  by  the  Anopheles  mosquito. 

Walter  Reed  added  Carter’s  conclusions 
to  Ross’s  facts  and  at  once  thought  of  an 
intermediate  host  in  the  case  of  yellow  fever. 
He  gave  great  and  generous  credit  to  Carter. 

However,  Carter,  in  a priceless  private 
letter  to  Dr.  Paul  Barringer  of  Charlottes- 
ville, denied  himself  the  credit  of  declaring 
the  existence  of  an  intemediate  host.  He 
wrote,  "What  I did  was  to  shew  that  while 
it  takes  but  a short  time  . . . after  the  devel- 
opment of  a case  of  yellow  fever  for  its 
environment  to  receive  infection,  yet  a con- 
siderable number  of  days  must  elapse  before 


the  disease  can  be  contracted  ...  by  people 
exposed  there.  ...  I fixed  the  minimum  of 
this  period  as  somewhat  over  ten  days.  . . . 
This  was  shown  to  be  exactly  the  number 
of  days  between  primary  and  secondary 
cases  of  malaria.”  Later  in  the  letter  he 
wrote  with  charming  modesty,  "I  think 
Major  Reed  ascribed  too  much  credit  to  my 
paper.”  N Others  did  not  agree:  Ronald  Ross 
himself  tried  to  have  Carter  awarded  the 
Nobel  Prize  for  his  discovery. 

To  the  work  of  Carter  and  Ross,  in  Reed’s 
thinking,  were  added  the  wild  conclusions 
of  an  "eccentric”,  Dr.  Carlos  Finlay  of  Ha- 
vana, who  had  rocked  his  home  town  with 
merriment  for  twenty  years  by  his  ridicu- 
lous claims  that  a species  of  Stegomyia 
(Aedes  now)  mosquitoes  spread  yellow 
fever.  Probably  this  accounts  for  Reed’s 
picking  the  right  vector  the  first  time.  Since 
this  seems  to  be  a Virginia  congratulation 
paper,  I regret  that,  search  as  I may,  I can 
find  no  evidence  that  Dr.  Finlay  ever  even 
visited  Virginia.  Nor  were  Drs.  Carroll, 
Lazear,  or  Agramonte,  Reed’s  fellow  com- 
missioners of  Virginia  extraction.  However, 
the  production  of  a Reed  and  a Hugh  Carter 
should  be  glory  enough. 

There  now  began  one  of  the  greatest  sagas 
of  humanitarianism  the  world  has  known. 
In  their  preliminary  experiments  two  doctors 
of  the  Commission  and  a previously  unbe- 
lieving soldier  volunteer  contracted  yellow 
fever  after  having  been  bitten  by  suspected 
mosquitoes.  Dr.  Jesse  Lazear,  the  martyr, 
deliberately  allowed  an  insect  to  light  on  his 
hand  and  bite.  In  five  days  he  was  ill;  in 
twelve  he  was  dead.  Dr.  Carroll  and  the 
soldier  survived.9 

Reed  was  convinced.  So  were  his  remain- 
ing associates.  However,  to  convince  the 
world,  they  outlined  and  performed  a series 
of  beautiful  experiments  on  a group  of 
heroic  volunteers,  mostly  American  soldiers, 
at  "Camp  Lazear”  outside  Havana.  Quaran- 
tine was  rigid.  The  only  contact  with  the 
outside  world  was  through  members  of  the 
Commission  and  two  immune  men  who 
acted  as  truck  driver  and  steward.  After 
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it  was  proven  that  the  men  were  not  already 
infected,  one  by  one  or  in  groups  they  were 
exposed  to  mosquitoes  which  had  bitten 
yellow  fever  patients  a varying  number  of 
days  before.10 

At  the  same  time  it  was  necessary  to  test 
the  popular  fomites  theory.  It  is  at  this 
point  that  we  meet  Dr.  Robert  P.  Cooke, 
another  Virginian.  Like  Carter,  he  was  very 
much  a Virginian.  He  too,  had  been  born 
on  a county  estate,  "The  Briars”,  in  Clarke 
County.  His  father  was  John  Esten  Cooke, 
a man  whom  we  might  almost  call  a profes- 
sional Virginian  in  that  he  spent  a lifetime 
writing  enormously  about  his  beloved  State. 
He  was  the  favorite  of  many  of  us  in  our 
younger  days.11 

Dr.  Cooke  was  much  younger  than  the 
other  two  of  whom  we  write.  He  was  born 
October  12,  1874.  After  a rather  sad  child- 
hood— he  had  become  a bilateral  orphan  by 
the  time  he  was  twelve — his  family  sent  him 
to  the  University  of  Virginia  where  he  was 
graduated  in  medicine  in  1897.  While  there 
he  became  well  acquainted  with  Dr.  Carter’s 
correspondent,  Dr.  Barringer. 

Shortly  after  the  usual  postgraduate 
training  in  New  York,  the  young  doctor 
received  a commission  as  a contract  surgeon 
with  the  Army.  He  thus  became  a member 
of  a rather  self-sacrificing  group  of  young 
men  whose  future  was  very  uncertain  because 
of  the  penury  of  Congress.  They  were  al- 
ways given  the  most  onerous  duty  in  the 
Army  Medical  Service  during  and  after  the 
Spanish  American  War.1'  Most  were  un- 
sung, but  Dr.  Cooke  won  acclaim  by  volun- 
tarily exposing  his  body  to  the  dangers  of 
yellow  fever  in  the  experiment  to  prove  or 
disprove  the  infective  potential  of  fomites. 

Every  night  for  weeks  Cooke  and  two 
soldiers  shut  themselves  in  an  air-tight  shack 
called,  pompously,  the  Infected  Clothing 
Building.  To  prevent  any  possibility  of  chill 
— and  comfort — the  hut  was  heated  to  rein- 
force the  tropics.  Each  night  on  entering 
their  unpleasant  nest  they  emptied  fresh 
boxes  of  clothing  and  bedding  newly 
snatched  from  the  yellow  fever  wards.  This 
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material  was  soiled  in  every  conceivable 
manner.  The  odors  in  the  stuffy  heat  were 
nigh  unbearable.  However,  the  plucky  three 
wore  the  soiled  clothing  and  slept  on  the 
foul  bedding.  It  is  said  that  when  these  men 
who  were  putting  up  with  this  assignment 
learned  that  their  buddies  out  in  the  fresh 
air  who  had  been  tapped  by  mosquitoes  were 
developing  yellow  fever,  they  were  first 
struck  by  a human  enough  fear  and  then 
became  almost  lyrically  happy  when  they 
realized  they  had  drawn  a blank. 

As  fast  as  the  less  fortunate  men  devel- 
oped the  very  first  sign  of  the  disease  they 
were  immediately  put  to  bed,  transferred  to 
a hospital,  and  given  superb  nursing  care. 
All  survived.  Reed  felt  that  such  instanta- 
neous bed  rest  and  anxious  care  were  the  key 
to  survival. 

To  prove  how  the  "environment  became 
infected”  another  wooden  building  was  con- 
structed, divided  down  the  middle  with 
mosquito-proof  screen.  On  one  side  mos- 
quitoes were  liberated  and  men  located  there 
became  infected  with  experimental  yellow 
fever.  No  infections  occurred  among  the 
volunteers  on  the  mosquito-free  side. 

As  a final  clincher,  a volunteer  was  sub- 
jected to  a subcutaneous  injection  of  blood 
taken  from  an  early  case  of  yellow  fever. 
He  developed  the  disease. 

By  means  of  these  experiments  the  Reed 
Commission  proved  that  the  mosquito  now 
named  Aedes  aegypti  is  the  vector,  that  the 
yellow  fever  incubates  inside  the  mosquito 
for  from  twelve  to  eighteen  days,  depend- 
ing on  the  temperature,  before  the  insect  is 
dangerous,  that  fomites  are  innocent,  that 
a household  becomes  infected  only  through 
its  resident  mosquitoes. 

One  of  the  most  fortunate  of  all  circum- 
stances is  the  fact  that  the  Aedes  is  so  do- 
mestic. It  does  not  breed  in  swamps.  Its 
dependence  on  hard-rimmed  containers 
(barrels,  cisterns,  calabashes,  etc.)  means 
that  the  elimination  of  such  man-made  con- 
veniences is  very  effective.  The  mere  estab- 
lishment of  a central  water  supply,  and  thus 
the  elimination  of  the  need  for  rain  water 
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storage,  have  been  known  to  free  a town 
of  the  fever.  Tight  screening  is  important. 
A proper  fumigation  of  "infected”  houses 
and  ships  rids  them  of  the  vectors.  Finally, 
a strict  quarantine,  behind  fine  screening, 
of  all  yellow  fever  patients  is  essential.  By 
the  employment  of  these  major  steps  Ha- 
vana was  rendered  safe  almost  immediately. 
So  was  New  Orleans.  And  only  thus  was 
our  building  of  the  Panama  Canal  possible. 

At  the  present  time,  of  course,  we  have 
the  additional  safeguard  of  a vaccine.  The 
writer  wryly  recalls  that  he  was  unaware  of 
the  fact  during  his  pre-World  War  II  final 
orals  in  medicine.  It  seems  that  yellow  fever 
has  been  nearly  stamped  out  in  the  world. 
Or  is  it  just  quiescent?  Certainly  the  mon- 
keys of  South  America  have  been  shown  to 
be  a reservoir  of  the  disease.  Accordingly, 
we  must  not  forget  the  facts  of  the  disease 
nor  the  sanitary  principles  involved  in  its 
control  which  Reed  and  Carter  and  Cooke 
risked  their  lives  to  discover  and  develop. 

Lucky  is  the  man  in  whose  lifetime  the 
high  tide  of  significance  rises  even  once.  The 
perhaps  happier  balance  of  us  maintain  a 
surgeless  level  all  our  days.  No  doubt  the 
three  personalities  of  this  paper  would  agree 
as  to  which  were  their  glorious  years. 

Walter  Reed  did  not  long  survive  his  great 
moment.  The  accolade  of  the  world  was 
immediate  and  great.  He  received  honorary 
degrees  from  Harvard  and  Michigan.  To 
his  position  at  the  Army  Medical  School  was 
added  the  pqst  of  professor  of  pathology 
and  bacteriology  at  the  Columbian,  now 
George  Washington,  Medical  School.  Even 
another  responsibility  was  added  to  these: 
that  of  the  librarianship  of  the  Army  Med- 
ical Library. 

So  busy  did  he  become  that  he  ignored 
the  warning  signs  of  his  own  body.  During 
his  self-neglect  his  appendix  ruptured.  He 
died  ingloriously,  not  of  yellow  fever,  but 
of  peritonitis  on  November  22,  1902. 

Perhaps  Henry  Rose  Carter,  the  pioneer 
sanitarian,  was  not  as  well  known  to  the 
general  public  as  Reed.  However,  his  pro- 
fessional reputation  was  so  great  that  he 


became  recognized  as  the  world’s  authority 
on  yellow  fever.  As  noted  above,  he  was 
even  proposed  as  a recipient  of  the  Nobel 
Prize  since  his  observations  had  been  the 
key  to  Reed’s  work.  It  was  he  who  started 
the  fight  against  yellow  fever  in  Panama  in 
1904.  During  the  last  ten  years  of  his  life 
he  was  associated  with  the  campaigns  of  the 
International  Health  Board  to  eradicate 
completely  the  disease  everywhere.  He  per- 
sonally assisted  the  Peruvian  government  in 
1920  and  1921  in  bringing  its  yellow  fever 
problem  under  control.  He  died  a cardiac 
death  in  1925. 

Just  as  Carter  spent  his  days  in  the  Public 
Health  Service  (or  its  equivalent),  so  also 
did  Robert  P.  Cooke  lean  to  public  health 
as  a career.  His  great  moment  under  Reed 
came  early  in  his  professional  life.  It  was  of 
directing  influence.  He  did  remain  in  army 
service  for  several  years.  He  did  do  private 
practice  in  Front  Royal  for  a time.  But  the 
last  twenty  years  of  his  life  were  spent  in 
pioneer  activity  in  the  public  health  field  in 
the  Valley  of  Virginia.  He  led  a vigorous 
crusade  against  such  communicable  diseases 
as  typhoid  fever,  which  had  killed  his  own 
father,  diphtheria,  tuberculosis.  He  died  on 
October  27,  195  2. 

It  was  while  he  was  living  in  Lexington  as 
health  officer  that  he  received  his  recognition 
from  Congress,  a gold  medal,  no  less,  for  his 
service  in  his  first  public  health  task,  that  of 
exposing  himself  as  a guinea  pig  in  the  yel- 
low fever  research. 

Emphasizing  as  it  does  the  careers  of  three 
Virginians,  this  brief  resume  has  shown  how, 
six  decades  ago,  a fascinating  and  terrible 
disease  was  conquered.  A man  with  a keen 
mind,  drawing  together  the  isolated  observa- 
tions of  others,  planned  a research  program 
and  pushed  it  with  vigor.  He  had  the  cour- 
age to  experiment  on  a band  of  the  finest 
heroes  our  nation  has  produced.  There  re- 
sulted the  saving  of  hundreds  of  thousands 
of  lives. 
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may  not  have  written  great  literature,  but, 
even  so,  he  certainly  is  as  deserving  of  a fresh 
full  biography  as  many  who  have  recently 
been  so  favored. 

12.  Ashburn,  op.  cit.,  fn.,  p.  150. 

Medical  Arts  Building 
Fredericksburg,  Virginia 


Sweets  Show  No  Effect  on  Acne 


Sugar  in  the  diet  apparently  has  no  effect 
on  the  treatment  of  acne.  Writing  in  the 
June  Archives  of  Dermatology,  published 
by  the  American  Medical  Association,  Drs. 
Theodore  Cornbleet  and  Irma  Gigli  found 
no  difference  in  results  obtained  with  acne 
patients  allowed  as  much  sugar  as  they  de- 
sired, and  those  sharply  restricted  in  its  use. 

The  study  involved  5 2 patients  who  were 
divided  into  two  groups  of  similar  age,  se- 
verity of  acne,  and  about  the  same  division 
between  sexes.  One  group  was  restricted  to 
two  teaspoonsful  of  sugar  a day  for  coffee 
or  tea,  and  not  allowed  soft  drinks  contain- 


ing sugar,  or  candy,  and  cake.  Both  groups 
received  the  same  treatment,  antibiotics. 
Each  patient  was  observed  for  at  least  one 
month. 

In  another  study,  the  sugar  tolerance  of 
15  acne  patients  was  compared  with  15  per- 
sons who  did  not  have  the  condition.  The 
acne  patients  showed  no  evidence  of  sugar 
intolerance. 

Although  adolescents  have  acne  and  are 
large  consumers  of  sweets,  it  is  doubtful 
whether  there  is  good  statistical  evidence  to 
support  a dietary  approach  to  the  treatment 
of  acne. 
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The  World  of  the  Autistic  Child 


FAITH  F.  GORDON,  M.D. 
Richmond,  Virginia 


The  strange  behavior  of  children 
with  this  distressing  condition  is 
described. 


T AST  YEAR,  at  The  Medical  Society  of 
^ Virginia  Annual  Meeting,  the  Rich- 
mond Memorial  Guidance  Clinic  had  a 
booth  in  the  scientific  exhibit  demonstrat- 
ing the  syndrome  of  autism.  The  Clinic 
learned  several  things  from  this  experience. 
Doctors  who  had  examined  autistic  children 
were  as  perplexed  and  fascinated  by  the  syn- 
drome as  we  were.  Ear,  nose,  and  throat 
men  tended  to  have  these  children  referred 
to  them  earliest,  because  of  simulated  deaf- 
ness. 

This  year  again  we  have  a booth  in  the 
scientific  exhibit.  We  are  demonstrating 
problems  of  chronic  brain  syndromes.  The 
only  relationship  we  now  know  between 
autism  and  brain  damage  is  that  brain  dam- 
aged children  may  also  have  symptoms  of 
autism.  We  are  interested  in  exploring  any 
possible  connection  with  all  autistic  chil- 
dren. We  brought  with  us  the  fourteen 
minute  film  made  at  the  Clinic  that  dem- 
onstrates ritualistic  behavior  in  autistic  chil- 
dren. Since  it  has  been  borrowed  by  inter- 
ested groups  from  Connecticut  to  Florida, 
we  believe  it  is  a successful  method  of  show- 
ing just  what  these  children  are  like. 

The  word  autism  comes  from  the  Greek 
and  means  selfism,  as  automobile  means  self 
moving.  It  was  used  to  refer  to  mental  de- 
ficiency as  the  Romans  used  the  word  from 
Latin,  idiocy.  These  two  words  have  now 
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been  differentiated  in  meaning — autism  re- 
ferring to  some  kind  of  emotional  malde- 
velopment  rather  than  intellectual.  In  au- 
tism, the  usual  human  stimuli  are  denied. 
Like  the  classical  three  monkeys,  these  chil- 
dren refuse  to  see,  to  hear,  and  to  speak. 
They  judge  what  is  real  or  good  by  smelling 
and  licking. 

These  children  whom  we  treat  at  the  Me- 
morial Guidance  Clinic  seem  to  us  bright, 
or  with  islands  of  brightness,  physically  well 
coordinated,  and  with  the  appearance  of 
being  well  born.  Studying  them  as  physi- 
cians, we  find  no  recognizable  hereditary 
factor,  no  abnormal  reflexes,  and  electro- 
encephalogram tracings  are  negative  in  most 
cases. 

To  some  of  us,  the  syndrome  of  autism 
seems  to  be  an  increasingly  more  frequently 
occurring  phenomenon,  although  this  im- 
pression may  be  due  to  our  more  diligent 
search.  The  first  clear  cut  descriptions  were 
made  about  twenty  years  ago,  although  ref- 
ferences  to  autism  are  found  much  earlier. 

The  bizarre  gestures  and  dance  of  the 
autistic  child  suggest  the  magic  rituals  of 
primitive  tribes  as  described  by  Margaret 
Meade,  but  these  children  and  their  parents 
lives  in  the  states  and  have  had  the  same 
experiences  in  living  as  the  rest  of  us.  We 
are  interested  that  early  books  on  witch- 
crafty  do  not  describe  children  like  these. 
Earlier  classifications  of  mental  deficiency 
do  not  mention  them,  although  now  they 
are  often  referred  to  as  pseudo-mental  de- 
fectives. 

A typical  autist,  as  we  see  him  at  the 
Memorial  Guidance  Clinic,  is  a child  whose 
birth  and  babyhood  were  uneventful.  Often 
he  is  described  as  having  been  a good  baby, 
a placid  one  who  showed  little  interest  in 
his  new  world.  Some  observers  elsewhere 
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have  diagnosed  beginning  autism  in  infancy. 

Up  to  between  the  first  and  the  second 
year,  the  child  develops  speech,  has  play 
activities  like  other  children,  and  relates  to 
those  about  him.  Gradually  these  growth 
gains  are  lost,  and  the  child  is  often  de- 
scribed by  his  parents  as  seeming  to  grow 
backwards,  or  retiring  into  his  own  world. 
The  pronoun  he  is  used  because  there  are 
those  who  question  whether  the  syndrome 
in  its  complete  form  occurs  in  females. 
Some  students  in  this  field  believe  autism 
may  be  related  to  gene  damage.  There  are 
autistic  girls,  but  the  problem  in  them  seems 
to  be  related  to  definite  brain  damage,  or  to 
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some  devastating  experience  from  which 
they  fled  to  an  autistic  adjustment  as  an 
older  child  might  flee  to  schizophrenia. 

At  the  Memorial  Guidance  Clinic,  we 
describe  the  salient  characteristics  of  infan- 
tile autism  under  four  headings: 

1.  Determination  to  preserve  sameness 
and  routine. 


2.  Negation  of  relatedness  to  people  and 
to  things. 

3.  Reaching  out  to  others  only  to  satisfy 
body  needs. 

4.  Perserverative,  rhythmic,  and  ritual- 
istic movements. 


Relating  these  characteristics  to  the  symp- 
toms the  child  shows,  an  early  one  is  lack 
of  response  to  the  human  voice.  The  child 
seems  to  be  deaf.  As  this  symptom  develops, 
the  child  may  enter  the  room  with  his  eyes 
closed,  and  his  fingers  to  his  ears.  Earlier 
speech  deteriorates  to  echolalia,  or  disappears 
entirely.  That  there  is  some  kind  of  inner 
language  is  shown  by  knowledge  of  words 
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in  those  children  who  regain  speech  after 
therapy,  and  the  ability  of  the  child  to  fol- 
low directions. 

Previously  acquired  training  skills,  such 
as  bowel  and  bladder  control,  ability  to  dress 
self,  and  the  use  of  eating  utensils  are  lost. 
Feces,  or  the  destruction  of  favorite  posses- 
sions, are  used  to  express  resentment  against 
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others.  Annoy  or  coerce  an  autistic  child 
and  you  may  find  a mess  of  feces  on  your 
desk  or  your  favorite  picture,  not  mentioned 
to  the  child,  smashed  to  tiny  pieces,  or  eaten. 

There  is  a compulsion  to  keep  objects  in 
the  mouth  without  differentiating  between 
paper,  stones,  glass,  or  food.  There  is  often 
a preference,  in  our  experience,  for  strong, 
acrid,  or  bitter  flavors.  Burnt  matches  are 
a favorite. 

The  intense  need  for  rhythmic  motion 
culminates  in  repetitious,  bizarre  gestures, 
posturing,  whirling,  and  dancing.  Some  ob- 
ject is  frequently  held  or  dangled  as  a sym- 
bol of  the  dance.  In  the  gesturing,  we  have 
noticed  that  the  distal  phalanx  of  the  fore 
finger  is  usually  flexed.  The  autistic  child 
rarely  falls  and  hurts  himself,  and  if  he  does, 
there  is  an  inappropriate  response  to  pain, 
and  the  seeming  inability  to  synthesize  in- 
ternal pain.  He  shows  no  awareness  of  dan- 
ger, space,  time,  or  self  boundaries,  but  flits 
about  on  tip  toes.  He  balances  himself  pre- 
cariously on  window  sills,  and  goes  up  and 
down  stairs  without  looking  at  the  treads, 
or  holding  on  to  the  bannister.  On  a swing, 


he  pumps  so  hard  that  the  rope  seems  to 
stand  out  to  the  horizontal,  while  he  uses 
one  free  hand  to  charm  away  reality  with 
his  ritual. 

The  autistic  child  is  unable  to  defend  him- 
self by  striking  out  when  attacked,  but  does 
show  various  self  destructive  acts,  like  head 
bumping,  walking  into  fire,  or  biting 
through  the  skin  of  his  lip.  He  has  unpre- 
dictable mood  swings  with  loud  wailing  not 
related  to  any  recognizable  external  cause. 
Sleep  reversal  is  sometimes  found,  with  de- 
crease in  the  amount  of  sleep  expected  in  a 
twenty-four  hour  period. 

These  then  are  the  autistic  children  we 
deal  with  at  the  Memorial  Guidance  Clinic. 
Our  observations  of  the  world  they  live  in 
come  from  work  with  them  and  with  their 
parents.  Factors  of  family  relationships  and 
personality  patterns  of  the  parents  are 
studied  to  relate  them  to  the  ways  in  which 
the  emotional  development  of  the  autistic 
child  expresses  itself. 


3001  Fifth  Avenue 
Richmond , Virginia 


New  Drug  Firm  Launched  at  AM  A Meeting 


The  June  meeting  of  the  American  Med- 
ical Association  served  as  a launching  pad 
for  the  orbiting  of  a huge  new  drug  manu- 
facturing enterprise.  This  was  the  intro- 
duction of  Philips  Roxane,  Incorporated, 
and  it  was  considered  something  of  a 
historical  precedent  that  a company  chose 
this  annual  conclave  to  make  its  initial  bow 
to  the  medical  profession. 

In  completing  its  plans  for  full-scale  op- 
eration, Philips  Roxane  has  just  erected  a 
new  62,000  square  foot  plant  at  its  head- 
quarters location  in  St.  Joseph,  Missouri. 
Among  its  present  pharmaceutical  projects 
is  the  development  of  a measles  vaccine,  now 


in  extensive  clinical  trial.  Preliminary  find- 
ings show  that  this  vaccine  may  provide  a 
practical  method  for  mass  inoculation.  The 
Company  has  also  initiated  clinical  testing 
of  a promising  new  progestational  agent 
with  which  it  hopes  to  open  up  a new  phase 
in  steroid  chemistry. 

To  enhance  and  facilitate  its  research  and 
marketing  operations  in  this  country,  Philips 
Roxane  has  acquired  several  American  af- 
filiates, among  them  being  Columbus  Phar- 
macal  Company,  the  Anchor  Serum  Com- 
pany, the  Thompson-Hayward  Chemical 
Company. 
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Carcinoma  of  the  Breast 

Personal  Experience  in  a Small  Hospital 


A series  of  sixty- five  cases  of  car- 
cinoma of  the  breast , all  treated 
by  the  same  surgeon , is  presented. 


NE  OF  EVERY  TWENTY  WOMEN 
may  be  expected  to  develop  cancer  of 
the  breast  during  her  lifetime.1  Of  those 
women  who  are  stricken  with  cancer  of  any 
type,  the  probability  is  one  in  six  that  it  will 
occur  in  the  breast."  It  is  the  leading  cause 
of  death  in  this  country  for  women  between 
the  ages  of  40  and  60  years.'1  the  annual  mor- 
tality exceeding  2 5,000. 4 The  toll  in  mor- 
bidity that  this  disease  harvests  is  difficult 
to  determine  but,  judging  from  the  mor- 
tality figures,  must  be  staggering.  Unques- 
tionably more  intensive  studies  on  the  sub- 
ject are  justified. 

Purpose 

While  reviews  and  analyses  of  the  prob- 
lem are  legion,  most  large  series  are  com- 
prised of  the  aggregate  experience  of  many 
surgeons  maintaining  privileges  at  one  insti- 
tution. In  this  regard  the  efficacy  of  these 
reports  is  vitiated  to  a certain  degree  by  the 
number  of  conflicting  opinions  concerning 
management  that  enter  into  the  total  ex- 
perience. In  the  present  study,  admittedly 
not  as  extensive  as  those  appearing  from 
the  larger  clinics,  a distinct  advantage  was 
retained  in  that  all  of  the  patients  have  been 
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under  the  personal  care  of  one  of  the  authors 
(J.  M.  E.).  This,  therefore,  is  an  analysis 
of  the  personal  experience  in  the  diagnosis, 
treatment  and  follow-up  of  65  consecutive- 
ly treated  cases  of  carcinoma  of  the  breast 
seen  between  January,  1948,  and  December, 
1954,  at  the  Chesapeake  and  Ohio  Hospital, 
Clifton  Forge,  Virginia. 

Methods 

Criterion  for  admission  to  the  present 
study  was  rigid  and  consisted  of  the  com- 
plete care  of  the  case:  that  is,  histologic 
diagnosis,  treatment  (surgery,  roentgen-ray, 
hormonal)  and  follow-up  were  carried  out 
in  this  institution.  All  of  the  patients  were 
white  females.  Sixty-one  cases  had  radical 
mastectomy  with  or  without  postoperative 
irradiation,  four  had  simple  mastectomy 
with  post-operative  irradiation  and  there 
was  one  operative  death.  One  patient  was 
deemed  categorically  inoperable  and  not  in- 
cluded in  this  series. 

The  following  factors  were  considered: 
age  of  patient,  type  and  duration  of  first 
sign  or  symptom  prior  to  admission  to  the 
hospital,  pathology,  site  of  tumor,  skin  fixa- 
tion, incidence  of  axillary  metastasis,  oper- 
ability, treatment,  operative  mortality,  mor- 
bidity, hospitalization,  site  and  interval  of 
recurrence  and  subsequent  hormonal  modi- 
fication. 

When  radical  mastectomy  was  performed, 
the  method  of  Willy  Meyer  ' was  employed. 
In  all  but  two  cases  primary  closure  of  the 
wound  was  effected.  One  of  the  authors  (J. 
M.  E.)  either  performed  or  personally  super- 
vised all  surgery.  Post-operative  roentgen- 
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ray  therapy,  when  used,  consisted  of  3 500 
to  4000  r,  skin  dose,  delivered  to  the  supra- 
clavicular, axillary  and  internal  mammary 
fields. 

Results 

General.  The  five  year  follow-up  rate  was 
100  per  cent. 

Age.  Ninety-four  per  cent  of  the  cases 
were  over  40  years  of  age  contrasted  to  a 
general  average  of  75  per  cent  for  a com- 
parable group  by  Lewison.”  The  median  age 
in  our  series  was  57.8  years. 

Symptoms.  A mass  in  the  breast,  with  or 


tients  reporting  for  treatment  within  two 
weeks  after  apparent  onset  of  the  disease  the 
five  year  survival  rate  was  57  per  cent; 
among  those  who  delayed  one  or  more  years 
after  apparent  onset,  there  was  a 29  per  cent 
five-year  survival  rate. 

In  this  study  the  delay  intervals  are  shown 
in  Table  II  along  with  those  reported  by 
Burdick  and  Chanatry.9 

Location  of  Tumor  in  Breast.  Five  zones 
of  the  breast  were  delineated:  four  quad- 
rants and  the  area  beneath  the  nipple.  Our 
experience  paralleled  that  of  other  series 
fairly  well.8,11  See  Table  III. 


TABLE  I 

Carcinoma  of  the  Breast 


First  Sign  of  Symptom 


No. 

Breast 

Nipple 

Asymp- 

Author 

Cases 

Mass 

Pain 

Bleeding 

tomatic 

Lowicki  & Emmett  (1948-54) 

65 

86% 

8% 

3% 

3% 

Haagensen  & Stout  (1935-42) 

411 

89% 

4% 

2% 

5% 

Eggers  et  al  (1924-33) 

278 

77% 

4% 

2% 

Burdick  & Chanatry  (1920-47) 

(Combined  signs  and  symptoms) 

972 

96% 

36% 

13% 

9% 

TABLE  II 

Carcinoma  of  the  Breast 


Patient  Delay  Seeking  Treatment — Dated  from  Onset  of  Symptoms 


Author 

No. 

Cases 

Less 

Than  One 
Month 

Less 

Than  Six 
Months 

Six 

Months  to 
One  Year 

One  Year 
or  More 

Lowicki  & Emmett  (1948-54) 

Burdick  & Chanatry  (1920-47) 

65 

972 

29% 

21% 

64% 

66% 

14% 

14% 

22% 

20% 

without  other  symptoms  was  the  presenting 
complaint  in  86  per  cent  of  the  cases  in  this 
series.  Another  8 per  cent  complained  only 
of  a painful  breast  and  3 per  cent  had  nip- 
ple bleeding  as  the  primary  complaint.  Three 
per  cent  of  the  tumors  were  discovered 
during  physical  examination  for  unrelated 
complaints.  See  Table  I for  comparative 
statistics.7,8,9 

Delay.  The  importance  of  early  diagnosis 
and  treatment  of  carcinoma  of  the  breast 
was  emphasized  by  the  survey  of  Miller  and 
Pendergrass10  who  found  that  among  pa- 


Pathology.  Microscopic  diagnoses  were 
made  by  several  pathologists  at  this  institu- 
tion. See  Figure  I.  We  agree  with  Trimble 

FIGURE  1 

Carcinoma  of  the  Breast 
Pathologic  Diagnoses 


Ductal  Cell  Carcinoma 
Differentiated  Ductal  Cell  Ca 
Scirrhous  Infiltrating  Duct  Ca 
Alveolar  Carcinoma 
Papillary  Intracystic  Ca 
Carcinoma  Simplex 
Medullary  Carcinoma 
Scirrhous  Carcinoma 


Adenocarcinoma 
Undifferentiated 
Adenoca 
Colloid  Adenoca 
Scirrhous  Adenoca 
Papillary  Adenoca 
Mucus-producing 
Adenoca 

Anaplastic  Carcinoma 
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and  Lewison12  that  the  pathologic  diagnosis 
is  subject  to  wide  variation  in  terminology, 
to  a large  extent  dependent  on  the  individ- 
ual pathologist  and  his  background.  No  ef- 
fort, therefore,  was  made  to  study  these 


period  1948-1954  was  deemed  categorically 
inoperable  and  when  combined  with  the 
four  cases  of  simple  mastectomy,  brought 
the  radical  mastectomy  operability  rate  to 
92  per  cent.  Haagensen  reported  an  opera- 


TABLE  III 


Carcinoma  of  the  Breast 


Site  of  Tumor  in  Breast 


Author 

No. 

Cases 

Upper 

Lateral 

Quadrant 

Upper 

Medial 

Quadrant 

Lower 

Lateral 

Quadrant 

Lower 

Medial 

Quadrant 

Central 

Lowicki  & Emmett  (1948-54). . 

65 

54% 

17% 

13% 

8% 

8% 

Bloom'  (1936-42) 

385 

18% 

19% 

14% 

5% 

14% 

Eggers  et'al  (1924-33) 

226 

49% 

19% 

19% 

9% 

13% 

tumors  according  to  pathologic  classifica- 
tion. 

Skin  Attachment.  Skin  involvement  by 
the  tumor,  proven  histologically,  occurred 
in  33  per  cent.  Burdick  and  Chanatry'1 
found  that  tumor  was  "adherent  to  the  skin” 
in  72  per  cent  but  this  was  on  clinical 
grounds  alone.  Of  related  interest  in  our 
study  was  that  in  the  group  in  which  skin 
involvement  by  the  tumor  was  present,  70 
per  cent  had  axillary  metastases  at  surgery. 

Axillary  Metastasis.  Metastasis  to  the 
ipselateral  axillary  lymph  nodes  was  present 
in  50  per  cent  of  the  cases  at  the  time  of 
surgery.  Table  IV  shows  the  comparative 
data  from  other  sources. 13,14,1 1 

TABLE  IV 

Carcinoma  of  the  Breast 

Frequency  of  Ipselateral  Axillary  Metastasis  at 
Time  of  Surgery 


Author 

No. 

Cases 

Incidence 

Lowicki  & Emmett  (1948-54) 

61 

50% 

ltiddell  (1948) 

170 

67% 

Andreassen  (1953) 

100 

41% 

Warren  & Tompkins  (1927-36) 

171 

52% 

Axillary  Metastasis  and  Location  of  Breast 
Tumor.  The  relative  incidence  of  site  of 
breast  tumor  coupled  with  ipselateral  axil- 
lary metastasis  is  shown  in  Table  V. 

Operability.  One  patient  seen  during  the 


TABLE  V 

Carcinoma  of  the  Breast 


Incidence  of  Axillary  Node  Metastasis  Related  to 
Site  of  Primary  Breast  Tumor 


Upper 

Upper 

Lower 

Lower 

Lateral 

Medial 

Lateral 

Medial 

Quadrant 

Quadrant 

Quadrant 

Quadrant 

Central 

64% 

13% 

10% 

3% 

10% 

(54%) 

(17%) 

(13%) 

(8%) 

(8%) 

Figures  in  parentheses  represent  the  site  incidence 
of  the  tumor  as  shown  in  Table  III  as  reported  by 
Lowicki  & Emmett. 


bility  rate  for  radical  mastectomy  of  75  per 
cent  prior  to,  and  60  per  cent  since  19 52. 1,5 
The  discrepancy  of  these  figures  is  readily 
explained  by  the  fact  that,  since  195  2,  Haa- 
gensen has  biopsied  the  internal  mammary 
and  supraclavicular  nodes  in  a separate  op- 
erative session  and  found  that  30  per  cent  of 
his  cases  already  had  internal  mammary 
lymph  node  metastasis  and  10  per  cent  had 
supraclavicular  node  metastasis.  In  our  series 
only  those  who  were  deemed  serious  surgical 
risks  or  in  whom  local  palliation  was  the 
sole  operative  indication,  was  simple  mas- 
tectomy and  post-operative  irradiation  per- 
formed. No  internal  mammary  or  supra- 
clavicular lymph  node  biopsies  were  done. 
Our  operatibility  criteria  were  somewhat 
more  generous  than  those  of  Haagensen.1, 

Radical  Mastectomy,  Five-year  Clinical 
Cure  and  Five-year  Survival.  It  is  proper  at 
this  point  to  consider  the  natural  history 
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of  the  disease.  There  is  rather  close  agree- 
ment between  three  sets  of  data  derived 
from  different  geographical  regions  and 
covering  varying  periods  from  1882  to  193  5 
in  that  the  untreated  five  year  survival  rate 
is  approximately  20  per  cent.ls,i:'"’° 

Our  surgical  experience  is  compared  with 
that  of  larger  groups'1''21,22  in  Tables  VI  and 
VII.  There  can  be  little  doubt  that  surgical 
intervention  with  or  without  irradiation  has 
a definite  beneficial  effect  on  the  progress 
of  the  disease.  It  is  difficult  to  subscribe  to 
the  pessimistic  views  of  the  therapeutic 
nihilists  in  light  of  the  surgical  experience 
with  these  tumors. 

Skin  Grafting.  The  authors  did  not  rou- 


policy  was  felt  to  be  justified  in  view  of  the 
study  by  Conway  and  Neuman,21  of  154 
skin-grafted  cases,  adjusted  to  include  a tu- 
mor size  of  less  than  7 cm.  in  diameter, 
who  found  a local  recurrence  rate  of  16%; 
in  62  cases  similarly  adjusted  to  include  only 
tumors  less  than  7 cm.  in  diameter  and  not 
skin  grafted,  that  is,  closed  primarily,  the 
local  recurrence  rate  was  only  6 per  cent. 
Although  they  found  that  the  recurrence 
rate  was  actually  higher  in  the  grafted  cases, 
these  cases  had  a higher  incidence  of  axillary 
metastasis  and  were  therefore  presumably 
more  advanced.  However,  the  inescapable 
conclusion  is  that  routine  skin  grafting  adds 
little  or  nothing  to  the  prevention  of  skin 


TABLE  VI 

Carcinoma  of  the  Breast 


Radical  Mastectomy — 5 Year  Survival  Rate 


Author 

Years 

No. 

Cases 

With 

Metastases 
at  Surgery 
(Axillary) 

Without 
Metastases 
at  Surgery 
(Axillary) 

Overall 

Untreated  (3  series) 

1882-1935 

815 

20% 

Lowicki  & Emmett 

1948-1954 

60 

50% 

86% 

68% 

Harrington  (Mayo  Clinic) 

1940-1944 

. 1476 

32% 

78% 

62% 

Lewison  (JHH) 

1935-1940 

220 

32% 

64% 

44% 

Burdick  & Chanatry 

1920-1947 

810 

32% 

42% 

42% 

TABLE  VII 

Carcinoma  of  the  Breast 
Radical  Mastectomy 


Operability — 5 Year  Clinical  Cure  and  5 Year  Survival  Rates 


Author 

No. 

Cases 

Oper- 

ability 

With 

Metastases 
at  Surgery 
(Axillary) 

Without 
Metastases 
at  Surgery 
(Axillary) 

Overall 

Clinical 

Cure 

Survival 

Rate 

Clinical 

Cure 

Survival 

Rate 

Clinical 

Cure 

Survival 

Rate 

Lowicki  & Emmett 

(1948-54) 

Haagensen  (1935-50)... 

60 

356 

92% 

75% 

36% 

39% 

50% 

50% 

76% 

79% 

CO  CO 
00  00 

57% 

56% 

68% 

66% 

tinely  use  skin  grafts  but  made  every  effort 
to  close  the  wound  primarily.  Only  in  those 
cases  in  which  the  extent  of  the  disease  was 
great  in  relation  to  the  overlying  skin  was  a 
skin  graft  utilized.  In  this  series,  only  3 per 
cent  (2  cases)  required  a skin  graft.  This 


recurrences  but  contributes  considerably  to 
the  operative  morbidity. 

Mortality.  There  was  one  death  in  the 
series  for  a surgical  mortality  of  1.5  per 
cent.  This  is  compared  with  the  operative 
mortality  of  others1'24  in  Table  VIII. 
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Surgical  Morbidity  — Arm  Edema.  No 
specific  measurements  of  arm  size  were 
made.  Arm  edema  was  noted  only  if  it  was 
grossly  perceptible.  Twenty-six  per  cent 
(16  patients)  had  grossly  noticeable  arm 
edema  post-operatively  and  in  5 per  cent  (3 

TABLE  VIII 
Carcinoma  of  the  Breast 
Radical  Mastectomy 
Operative  Mortality 


No. 

Autho  r 

Cases 

Mortality 

Lowicki  & Emmett  (1948-54) 

61 

1.5% 

Bell  (1930-44) 

470 

0.85% 

Haagensen  (1935-42) 

495 

18% 

patients)  this  was  moderate  to  severe.  The 
remainder  (74  per  cent)  were  free  of  grossly 
discernible  arm  edema. 

Burdick  and  Chanatry  noted  the  appear- 
ance of  clinical  arm  lymphedema  in  42% 
of  8 10  cases. 

Surgical  Morbidity — Arm  Function.  Some 
impairment  of  arm  function  was  recorded 
in  8 per  cent  (5  patients) — three  had  some 
limitation  of  arm  motion  and  two  com- 
plained of  pain. 

Hospitalization.  The  median  number  of 
post-operative  hospital  days  was  9.4.  The 
mode  was  7 days. 

Recurrent  Metastasis.  Of  the  30  cases 
without  axillary  metastasis  at  the  time  of 
surgery  23  per  cent  (7  patients)  subse- 
quently had  recurrences  ranging  from  1 % 
to  5 years  and  the  initial  sites  of  metastasis 
were  about  equally  distributed  between  the 
skin  (2),  lung  (2),  supraclavicular  nodes 
(2)  and  contralateral  axilla  (1).  The  skin 
and  supraclavicular  metastases  appeared 
earlier,  in  general,  and  the  pulmonary  lesions 
later.  Of  the  30  cases  with  metastasis  at 
suigery  60  per  cent  (18  patients)  subse- 
quently had  recurrences.  The  most  common 
sites  for  metastasis  were  skin,  bone  and  lung. 
The  skin  as  a recurrence  site  occurred  over 
twice  as  frequently  as  bone  or  lung.  There 
seemed  to  be  no  temporal  predilection  re- 
lated to  site  of  metastasis  in  this  group. 
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Hormonal  Modification.  Thirteen  per 
cent  (8  patients)  of  the  60  patients  receiv- 
ing radical  mastectomy  subsequently  under- 
went one  or  more  forms  of  surgical  or  roent- 
genological hormonal  alteration.  All  of  these 
cases  had  had  axillary  metastasis  at  the  initial 
surgery. 

Six  patients  (10  per  cent)  had  oophorec- 
tomy (four  operative  and  two  radiological) . 
Five  of  these  were  for  known  recurrences 
and  the  sixth  for  induction  of  the  meno- 
pause. Four  of  the  five  patients  who  had 
oophorectomies  performed  for  recurrences 
subsequently  expired  of  the  disease.  The 
fifth  is  alive  10%  years  after  radical  mas- 
tectomy. 

Four  patients  (7  per  cent)  were  adre- 
nalectomized  (two  of  these  also  had  oopho- 
rectomy) . In  all  but  one  case  there  seemed 
to  be  no  effect  on  the  relentless  progression 
of  the  disease.  A good  response  was  obtained 
in  one  case  in  which  the  initial  recurrence 
appeared  after  a considerable  interval. 

Our  viewpoint  regarding  hormonal  modi- 
fication has  changed  by  virtue  of  the  experi- 
ence of  others'1  and  we  now  are  employing 
these  procedures  (oophorectomy  and  adre- 
nalectomy) more  frequently. 

Hypophysectomy  was  performed  in  one 
case  (following  adrenalectomy  and  oopho- 
rectomy) with  a survival  of  one  year. 

Testosterone  was  used  in  six  cases  (two  in 
conjunction  with  surgical  hormonal  modi- 
fication). No  striking  effects  could  be  at- 
tributed to  its  use. 

Simple  Mastectomy  with  Post-Operative 
Irradiation.  Four  patients  (6  per  cent) 
were  treated  with  simple  mastectomy  and 
post-operative  irradiation.  Only  one  was 
alive  and  free  of  disease  after  4 years.  The 
number  of  patients  so  treated  is  obviously 
too  small  to  draw  any  conclusions.  They 
are  included  in  this  report  as  an  estimate  of 
the  frequency  with  which  the  procedure  was 
used. 

Roentgen-ray  Therapy.  Eighty  per  cent 
of  the  entire  group  undergoing  radical  mas- 
tectomy also  had  post-operative  irradiation. 
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All  of  the  patients  with  axillary  metastasis 
received  irradiation. 

Among  the  group  without  axillary  metas- 
tasis who  were  irradiated  there  was  an  89 
per  cent  five  year  survival  rate  and  of  those 
in  the  same  group  who  were  not  irradiated 
the  survival  rate  was  83  per  cent — not  a sta- 
tistically significant  difference. 

The  four  cases  treated  by  a simple  mas- 
tectomy received  post-operative  irradiation. 

Summary 

The  six  year  personal  experience  with  65 
consecutively  treated  cases  of  carcinoma  of 
the  breast  between  1948  and  1954  has  been 
reviewed.  Sixty  patients  were  treated  with 
radical  mastectomy  with  or  without  post- 
operative roentgen-ray  therapy.  Four  pa- 
tients had  simple  mastectomy  with  post- 
operative irradiation  and  there  was  one 
operative  death.  Experience  with  a number 
of  facets  of  the  disease  is  reported  and  com- 
pared with  that  of  others  in  the  literature. 

An  overall  five  year  survival  rate  of  68 
per  cent  for  those  treated  with  radical 
mastectomy  and  a surgical  mortality  of  1.5 
per  cent  form  a salient  part  of  the  data 
presented. 
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Problems  of  the  General  Practitioner  in  Finding 
Tuberculosis 


Although  great  advances  have 
been  made  in  the  treatment  of 
tuberculosis , this  disease  remains 
a threat.  The  responsibility  for 
early  detection  belongs  largely  to 
the  private  physician. 


THE  EARLY  DIAGNOSIS  of  tubercu- 
losis is  essential  if  we  are  to  succeed  in 
controlling  and  ultimately  eradicating  the 
disease.  It  must  be  found  before  symptoms 
are  evident  if  we  are  to  hope  for  early  cure 
of  the  patient  and  for  the  prevention  of 
the  spread  of  the  disease  to  others.  Through- 
out the  years  it  has  been  increasingly  ob- 
vious that  tuberculosis  is  the  problem  of 
every  physician  and  the  ultimate  eradica- 
tion of  the  tubercle  bacillus  is  dependent 
upon  early  diagnosis,  proper  treatment  and 
preventive  measures  directed  by  physicians 
and  their  allies  in  the  health  fields.  Physi- 
cians everywhere  must  assume  leadership 
and  cooperate  with  other  agencies  in  their 
communities.  The  family  physician  must 
be  in  the  front  line  in  any  community 
health  program.  He  is  in  a key  position  to 
find  tuberculosis  early,  and  upon  him  rests 
the  responsibility  of  detecting  the  disease 
in  its  incipiency.  He  sees  the  patient  first. 
He  usually  knows  the  patients,  their  family 
backgrounds,  their  family  histories  and 
their  associates.  He  is  challenged  to  recog- 
nize potential  tuberculous  patients  early;  to 
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direct  them  through  proper  diagnostic 
channels  and  to  arrange  for  hospitalization 
or  proper  treatment  at  home.  Whether  at 
home  or  in  the  hospital,  this  treatment  must 
be  carried  out  where  the  patient  can  get  the 
best  care  possible  and  where  there  is  the 
least  danger  of  infecting  others.  While  all 
active  or  sputum  positive  cases  should  be 
hospitalized,  the  family  physician  must  al- 
ways cooperate  with  the  local  health  nurse 
and  the  family  in  caring  for  the  patient 
at  home  before  or  after  hospitalization. 

Sir  William  Osier  once  said,  "The  battle 
against  tuberculosis  is  not  just  the  doctor’s 
affair,  it  belongs  to  the  entire  public.”  It 
belongs  to  all  of  us.  We  must  work  together 
as  a team  of  individuals,  physicians,  tax  sup- 
ported and  voluntary  agencies,  especially  the 
Tuberculosis  Association.  No  one  group  can 
do  it  all.  We  family  physicians  cannot  shirk 
our  duty.  We  must  always  help  and  we 
must  use  our  influence  to  get  others  to  help. 

Let  us  consider  tuberculosis,  the  disease. 
The  story  of  tuberculosis  is  the  story  of  peo- 
ple— people  who  hope;  people  who  fear; 
and  people  who  need  to  be  told  hard  facts 
about  the  disease  as  it  exists,  and  good  truths 
about  the  great  strides  that  have  been  made; 
people  who  need  to  be  helped,  and  who  need 
to  give  help — to  overcome  the  obstacles  that 
still  remain.  We  must  understand  what  it 
is,  its  cause,  its  course  and  its  effect  if  we 
will  understand  why  it  is  necessary  to  find, 
treat  and  control  it  if  we  are  to  eradicate  it. 
This  will  require  repetition  but  Laennec 
once  said,  "Do  not  fear  to  repeat  what  has 
already  been  said.  Men  need  these  things 
dinned  into  their  ears  many  times  and  from 
all  sides.  The  first  rumor  makes  them  prick 
up  their  ears,  the  second  registers  and  the 
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third  enters.”  Some  forget,  others  have  not 
heard,  and  the  young  are  constantly  ap- 
pearing for  their  first  information  in  this 
field. 

There  is  so  much  that  we  know  about 
tuberculosis  that  we  should  have  no  trouble 
in  detecting  it  early,  but  the  infectiousness, 
and  the  insidious  onset  of  the  disease  make 
this  difficult  and  it  is  still  Virginia’s  most 
important  communicable  disease,  and  it  is  a 
serious  public  health  problem  in  our  State. 

We  know  that  it  is  caused  by  the  tubercle 
bacillus  which  was  discovered  by  Koch  in 
1882.  We  know  that  tuberculosis  is  not  in- 
herited but  it  is  caught  from  someone  who 
has  the  disease — someone  who  cou  ghs, 
sneezes  and  spits  about  carelessly  and  con- 
taminates the  air  we  breathe.  The  germs 
may  also  be  carried  into  the  mouth  on  fin- 
gers, food,  eating  utensils,  or  by  kissing 
someone  who  has  the  disease.  This  germ 
may  affect  most  parts  of  the  body  but  it 
most  often  strikes  the  lungs.  It  can  strike 
anyone,  anywhere,  anytime.  It  is  often  a 
lifetime  disease.  An  infant  baby  may  be 
invaded  with  the  tubercle  bacilli  and  menin- 
gitis may  develop  within  weeks  or  months 
or  tuberculosis  of  bones,  joints  and  lymph 
nodes  may  appear  during  childhood  or  clin- 
ical pulmonary  tuberculosis  may  evolve 
during  adolescence  or  at  any  subsequent 
time  including  old  age.  Again,  clinical  tu- 
berculosis may  never  appear  and  death  re- 
sults from  another  condition  in  the  eighth, 
ninth  or  tenth  decade  of  life. 

Today,  the  tubercle  bacillus  presents  the 
most  serious  threat  to  the  future  health  of 
our  people  of  any  pathogenic  organism. 
However,  observations  to  date  have  revealed 
some  of  the  secrets  of  this  germ.  It  is  lying 
in  wait  in  the  bodies  of  so  many  people  that 
relaxation  of  effort  and  failure  to  extend 
and  intensify  the  attack  on  the  bacillus 
could  soon  result  in  a most  serious  situation. 
Methods  now  known  to  be  able  to  eradicate 
the  germ  must  be  kept  before  the  people 
always.  They  must  be  educated  as  to  public 
tuberculosis  control.  This  is  not  a simple 
and  easy  undertaking.  Education  is  not 


dramatic.  It  is  difficult.  It  requires  resource- 
ful thinking.  It  must  meet  competition.  It 
must  be  patient.  Results  are  not  always 
evident.  It  is  expensive  and  it  is  difficult  to 
raise  money  for  it.  At  the  same  time,  the 
disease  can  be  prevented  by  it. 

We  must  help  educate  people.  Let  them 
know  that  there  are  usually  no  symptoms  in 
the  early  stages  of  the  disease  just  when  it 
can  be  most  easily  cured.  Where  there  are 
frequent  colds,  cough,  fever,  indigestion, 
night  sweats  and  spitting  of  blood,  and  the 
patient  loses  appetite,  weight  and  energy, 
the  disease  is  far  advanced  and  it  is  much 
more  time  consuming  and  difficult  to  arrest, 
control  or  cure,  if  possible  to  do  so  at  all. 
Remember,  fear  cannot  defeat  tuberculosis, 
but  knowledge  can. 

We  need  also  to  educate  ourselves.  We 
need  to  inventory  our  facilities  for  detecting 
tuberculosis  and  to  be  sure  that  we  know 
how  to  use  them  in  the  best  possible  way, 
and  then  we  must  interpret  our  results. 

Evidence  of  tuberculosis  has  been  found 
in  the  earliest  records  of  man.  Hippocrates 
(470-376  B C)  wrote  the  first  clear  descrip- 
tion of  it.  It  has  been  known  by  various 
names  before  being  finally  called  tubercu- 
losis in  1839.  As  late  as  the  17th  century, 
it  was  thought  that  tuberculosis  was  pres- 
ent to  some  degree  in  all  people. 

Various  and  valuable  aids  have  been  per- 
fected to  help  us  over  the  years.  Among 
these  are  the  compound  microscope  which 
was  invented  about  1 590.  Laennec  discov- 
ered the  stethoscope  in  1819.  Proof  of  the 
contagiousness  of  tuberculosis  was  con- 
firmed in  1865.  Koch  discovered  the  tuber- 
cle bacillus  in  1882  and  prepared  tuberculin 
in  1890.  The  x-ray  was  discovered  in  1895 
and  the  bronchoscope  in  1898.  These  aids 
have  provided  information  which  made  the 
modern  attack  on  the  disease  possible.  With 
the  establishment  of  well  equipped  sanatoria 
with  enough  beds  for  all  who  need  them 
and  the  aides  we  have,  aided  by  increased 
knowledge  and  greatly  increased  cooperative 
effort,  it  seems  that  the  time  is  ripe  for  the 
knockout  blow  to  this  dread  disease. 
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What  shall  the  family  physician  do? 
There  are  so  many  things  to  think  about  and 
to  do  that  we  can  list  only  a few.  Certainly, 
he  must  think  of  tuberculosis,  always,  and 
concern  himself  about  finding  it  early.  He 
must  keep  himself  well  trained  and  alert  to 
the  early  signs  and  symptoms  of  the  disease. 
Symptoms  of  the  advanced  cases  are  too 
evident.  They  mean  a lot  of  good  time  lost 
somewhere.  The  doctor  must  associate  the 
patient  with  his  contacts,  surroundings  and 
station  in  life.  He  must  remember,  of 
course,  that  tuberculosis  may  be  found  in 
every  racial  age  and  sex  group,  but  the  dis- 
ease appears  to  be  concentrated  more  in  the 
male  group,  the  non-white  race  and  the 
older  and  lower  economic  groups,  particu- 
larly in  alcoholics.  The  physician  must  get 
a good  medical  history  and  do  a thoroughly 
good  physical  examination.  He  must  make 
the  most  of  his  God-given  senses  and  the 
aids  already  enumerated. 

There  are  available  facilities  at  our  clinics 
and  sanatoria  to  get  all  needed  examinations 
and  tests  done.  The  physician  must  refer 
patients  for  needed  services.  He  must  help 
to  get  all  patients  examined.  He  must  re- 
port all  positive  cases  and  all  known  con- 
tacts. He  must  cooperate  closely  with  the 
local  health  and  welfare  departments  and 
the  tuberculosis  associations.  Remember,  al- 
ways, that  prompt  reporting  of  every  case 
of  tuberculosis  is  essential  if  treatment  is  to 
be  insured.  Treatment  is  available  which  if 
properly  applied  to  all  active  cases  of  tuber- 
culosis can  eliminate  the  disease. 

We  must  remember  that  tuberculosis  is 
a disease  of  the  people.  They  cannot  be 
handled  as  we  handle  cattle  in  the  campaign 
to  eradicate  bovine  tuberculosis. 


If  we  are  to  control  this  disease  in  people, 
every  American  must  know  how  he  can 
combat  the  disease.  He  must  know  how  he 
can  protect  and  promote  his  own  good 
health  and  that  of  his  neighbors.  He  must 
know  that  tuberculosis  can  be  controlled, 
can  be  prevented,  can  be  cured.  He  must 
know  that  to  eliminate  it  from  Virginia, 
all  active  cases  of  tuberculosis  must  be  con- 
sidered as  public  health  as  well  as  individual 
problems.  May  I repeat,  fear  cannot  defeat 
tuberculosis  but  knowledge  can?  The  tu- 
berculosis associations  can  educate  and 
greatly  help.  The  health  departments  can 
and  must  educate  people  and  put  into  effect 
measures  which  help  to  prevent  or  control 
the  disease.  It  has  largely  the  responsibility 
for  the  treatment  of  active  tuberculosis  and 
the  care  of  all  other  patients  who  are  sent 
in  for  diagnosis  or  treatment. 

The  interested  public  can,  and  does,  great- 
ly aid  in  education,  in  raising  funds,  in  help- 
ing to  get  needed  legislation  and  in  sup- 
porting the  tuberculosis  association,  the  wel- 
fare and  health  departments  as  well  as  the 
patient’s  physician. 

The  family  physician  must  cooperate  in 
all  areas.  He  must  make  tuberculosis  his 
business  and  he  must  try  to  get  everyone  to 
help  him  to  utilize  his  talents  to  the  best 
interest  of  all  the  people  who  have  con- 
tracted or  who  have  been  exposed  to  tuber- 
culosis. Further,  every  physician  whether  in 
general  practice  or  in  special  fields  should 
become  informed  on  the  fundamentals  of 
tuberculosis.  He  should  offer  and  use  his 
talents.  This  is  a challenging  assignment. 
I have  every  reason  to  feel  that  it  will  be 
cheerfully  accepted. 
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Letters  to  the  Editor 


Reactive  Depression 

To  the  Editor: 

I felt  you  would  be  interested  in  the  fol- 
lowing case  history  concerning  an  unusual 
observation. 

A 32  year  old  white  male  presented  him- 
self for  treatment  of  pain  in  the  low  mid 
back  associated  with  fever  and  urethral  dis- 
charge which  had  been  present  for  some  two 
weeks  and  treated  without  help. 

He  gave  the  impression  of  being  acutely 
depressed  and  initially  it  was  felt  that  this 
was  a simple  reactive  depression. 

On  complete  physical  and  laboratory  ex- 
amination including  IVP  the  only  abnor- 
malities that  could  be  demonstrated  were  a 
2+  bilaterally  enlarged  boggy  prostate 
gland  which  was  acutely  tender.  Cysto- 
scopic  examination  was  negative  except  for 
an  inflamed  prostatic  urethra. 

The  prostate  gland  infection  cleared  up 
nicely  with  antibiotic  therapy  and  when  all 
apparent  physical  signs  had  cleared  the  pa- 
tient still  complained  of  severe  low  back 
pain. 

On  further  examination  it  was  obvious 
that  this  patient  was  suffering  from  a long- 
standing depression  which  had  started  some 
ten  years  previously  when  he  was  in  the 
army  and  felt  that  he  was  being  persecuted. 

His  agitated  depression  was  relieved  very 
successfully  with  Librium  20  mgm  tid  and 
Monase  (Upjohn  Code  M' — 9= P)  and  in 
four  weeks  all  aches  and  pains  had  disap- 
peared and  he  was  working  steadily  at  his 
job  with  no  time  lost. 

On  discontinuation  of  his  medications  he 
noticed  a free  floating  anxiety  which  seemed 
to  center  around  meal  times  and  became 
worse  if  he  did  not  eat  properly  because  he 
was  in  a hurry  and  there  was  some  associated 
fine  tremor  of  the  hands.  He  stated  that  this 
was  never  present  on  Sundays  when  he  ate 
his  food  or  late  at  night  after  he  had  eaten 
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a good  supper.  The  history  was  only  vaguely 
suggestive  of  hypoglycemia  and  a postpran- 
dial blood  sugar  four  after  lunch  was  found 
to  be  8 3 mgm.  % and  he  was  at  this  time 
complaining  of  his  free  floating  type  of 
anxiety  and  there  was  a noticeable  fine 
tremor.  One  mgm.  of  glucagon  was  given 
i.v.  stat  and  he  stated  in  ten  minutes  that 
he  did  not  ever  remember  feeling  so  relaxed 
and  at  ease  and  a blood  sugar  taken  10 
minutes  after  administration  showed  160 
mgm.  % of  glucose.  The  patient  is  now  on 
a high  protein  diet  with  frequent  feedings 
and  is  symptomless. 

Several  patients  have  been  seen  with  this 
free  floating  type  of  anxiety  during  the  past 
few  months.  None  of  them  had  typical 
hypoglycemic  spells,  yet  on  random  testing 
their  blood  glucose  was  in  the  65-85  mgm 
% range  and  they  all  improved  rapidly  on 
a high  protein  diet  with  the  blood  sugars 
coming  up  into  the  100-130  mgm  % range 
on  random  testing. 

This  is  the  first  opportunity  I have  had 
to  use  glucagon  to  test  for  this  condition 
and  it  seems  that  further  investigation  is 
warranted.  In  general  practice  it  is  hard 
to  find  many  patients  with  any  one  condi- 
tion and  it  would  be  interesting  to  have 
seme  other  physicians  apply  this  test. 

Sincerely  yours 

Christopher  M.  G.  Buttery,  M.D. 
Rocky  Mount,  'Virginia 

It  Is  a Privilege  to  Be  an  M.D. 

To  the  Editor: 

In  Medical  Economics  a Maine  physician 
recently  made  a strong  plea  for  charging 
patients  for  telephone  calls.  He  stated  in 
an  article  in  this  medical  magazine  that 
charging  for  telephone  calls  worked  out  well 
in  his  experience  and  it  made  his  life  less 
burdensome.  To  me,  at  least,  he  gave  the 
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impression  that  he  believes  physicians  are 
too  soft-hearted,  and  too  charitable. 

I am  an  M.D.  practicing  dermatology  in 
Portland,  Maine,  and  therefore  wish  to  apol- 
ogize for  the  smug  commercialism  shown 
by  this  Maine  doctor  who  through  Medical 
Economics,  a magazine  read  by  many  M.D.’s 
throughout  America,  has  attempted  to 
spread  the  impression  that  Maine  doctors  do 
not  have  the  dedication  or  idealism  that 
M.D.’s  everywhere  in  America  should  have. 
In  my  humble  opinion,  this  doctor  who 
wrote  under  an  assumed  name  has  views 
which  are  no  credit  to  my  State  nor  to  the 
doctors  of  America  and  I write  this  letter 
because  I am  sure  his  views  and  his  way  of 
treating  telephone  calls  from  patients  should 
not  be  considered  acceptable.  No  doctor 
should  take  his  advice  I feel  sure. 

All  patients  should  have  a green  light  to 
their  doctor  and  no  charge  or  other  road- 
blocks should  be  set  up  to  keep  the  mothers 
or  anxious  patients  from  telephoning  him 
and  getting  his  personal  attention.  There 
are  too  many  middlemen  between  patient 
and  doctor  and  one  of  them  is  the  doctor’s 
secretary. 

Twenty-five  or  thirty  years  ago  no  M.D. 
would  dare  write  as  this  Maine  doctor  did 
and  to  his  credit  is  the  fact  that  he  did  not 
use  his  own  name.  I therefore  do  not  know 
his  identity  and  believe  he  is  secretly 
ashamed  of  his  self-interested  and  unchari- 
table stand. 

We  who  have  practiced  medicine  for  a 
long  time  and  without  ever  doing  what 
some  of  the  younger  "better  business  men” 
do,  want  to  see  the  profession  we  highly 
revere  and  love  put  back  in  a class  with  the 
clergy  and  priesthood.  Those  doctors  who 
are  most  successful  in  helping  people  or  in 
the  Art  of  Medical  Practice  are  not  often 
financial  successes.  The  two  do  not  often 
go  together  for  great  physicians  are  like 
the  clergy — altruistic,  uncommercial  and 
unselfish.  They  try  to  do  good — not  to  just 
make  money. 

I regret  to  see  any  doctors  become  like 
some  hardhearted  businessmen  and  our  over- 
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paid  Blue  Shield  and  voluntary  Insurance 
executives.  Blue  Shield,  I am  sure  has  in- 
troduced unnecessary  middlemen  and  has 
created  more  problems  than  it  has  solved. 
Self-interest  usually  guides  those  who  pro- 
mote it  so  strongly.  The  altruism  of  medical 
men  must  not  be  supplanted  by  the  mer- 
cenary consideration  or  business  practices 
that  so  often  guides  insurance  men. 

When  it  does  it  is  high  time  we  try  to 
put  our  standards  of  medical  conduct  back 
where  those  who  went  before  us,  placed  it. 
Years  ago  no  doctor  ever  wanted  to  be  rated 
a good  businessman. 

American  medicine  became  a great  and 
grand  profession  because  they  put  the  pa- 
tient first,  not  their  own  convenience,  or 
their  own  pocketbook.  In  those  days  no 
public  relations  men  or  business  advisers  put 
good  doctors  on  wrong  roads.  The  rules  of 
conduct  of  an  insurance  executive  were  not 
their  guideposts. 

The  doctors  of  the  past  were  on  a pedestal 
in  the  public’s  opinion  because  they  deserved 
to  be  there.  They  lived  to  serve  and  they 
observed  strictly  the  Oath  of  Hippocrates 
and  the  Code  of  Medical  Ethics  which  was 
inexcusably  revised  by  some  of  our  repre- 
sentatives in  the  House  of  Delegates  of  the 
American  Medical  Association  recently.  I 
am  sure  that  like  the  Ten  Commandments, 
it  needed  no  revision.  Today  the  conduct 
of  quite  a few  people  in  all  walks  of  life, 
including  a few  doctors,  badly  needs  revi- 
sion. We  should  get  our  number  of  M.D.’s 
whose  conduct  is  questionable  or  needs  re- 
vision down  to  an  irreduceable  minimum. 
In  all  walks  of  life  we  must  set  a better 
example  in  a materialistic,  selfish,  and  cor- 
rupt world. 

The  public  did  not  get  billed  for  tele- 
phone calls,  cancelled  appointments,  nor 
were  they  sent  to  free  clinics  by  the  truly 
great  physicians  of  the  past  and  none  were 
told  to  take  out  insurance  so  the  surgeons 
or  obstetricians  or  other  doctor  could  get 
paid.  The  public  is  still  getting  this  good 
"old-fashioned”  treatment  from  most  of  the 
doctors  practicing  today.  They  get  it  with- 

V irginia  Medical  Monthly 


out  fail  from  the  many  "unbusinesslike” 
older  doctors  who  don’t  want  any  middle- 
men between  them  and  their  patients,  and 
who  die  without  leaving  an  estate  of  over 
$10,000.  They,  like  the  preachers,  priests, 
and  many  teachers,  go  about  doing  good  all 
their  lives  without  regard  for  the  financial 
return. 

Like  these  good  people  the  great  physi- 
cians of  the  past  were  not  unhappy  men  and 
they  ivere  truly  successful.  Those  who  fol- 
low their  ways  in  collecting  fees  will  not 
go  wrong.  The  ways  of  the  lawyers,  insur- 
ance men,  Blue  Shield  executive,  or  bankers 
are  not  a better  way  for  the  dedicated  doc- 
tor. The  aged  and  the  poor  we  will  always 
have  with  us.  None  must  be  neglected. 

All  of  us  should  read  our  Bibles  more 


and  we  should  be  less  self-interested.  Too 
many  doctors,  especially  the  younger  ones 
of  today,  try  to  act  like  businessmen.  If 
they  wanted  to  become  rich  men  they 
should  not  have  become  physicians. 

"It  is  easier  for  a camel  to  go  through 
the  eye  of  a needle  than  for  a rich  man  to 
enter  the  Kingdom  of  Heaven.” 

Commercial  interest  does  not  guide  the 
true  physician,  and  there  are  many  thou- 
sands of  these  men  in  America.  They  believe 
it  is  a privilege  to  be  an  M.D.  and  they  go 
about  daily  doing  good,  giving  of  themselves 
gladly  and  generously,  showing  a heart  as 
well  as  a well-trained  medical  mind. 

Adrian  H.  Scolten,  M.D. 
Portland,  Maine 


New  Antibiotic 


A new  antibiotic,  demethylchlortetracy- 
cline  (Declomycin) , has  proved  effective 
against  a wide  variety  of  infections  accord- 
ing to  a report  in  the  May  20th  Journal  of 
the  American  Medical  Association. 

The  drug  was  effective  for  4,432,  or  86 
per  cent,  of  5,144  infectious  conditions, 
according  to  Joel  L.  Shapiro,  A.B.,  and 
Franklin  M.  Phillips,  M.D.,  Lederle  Lab- 
oratories, Pearl  River,  N.  Y.,  the  manufac- 
turer. The  infections  treated  included  5 50 
different  clinical  entities. 

Their  report  was  based  on  an  extensive 
field  trial,  begun  in  1959,  in  which  400 
physicians  prescribed  the  drug  for  4,704 
patients,  some  of  whom  were  treated  for 
more  than  one  infection.  Special  data  proc- 
essing methods  were  devised  to  handle  the 
large  number  of  case  studies. 

A high  percentage  of  respiratory  infec- 
tions responded  to  the  drug.  Physicians  also 
had  "excellent  success”  in  the  response  of 
venereal  diseases.  "There  was  an  8 5 per  cent 
favorable  response  of  ear  and  mastoid  infec- 
tions to  the  drug,  although  chronic  condi- 
tions were  less  successfully  treated  than  the 
more  acute  types.”  "About  94  per  cent  of 


infections  of  the  gums  and  teeth  responded 
favorably.  About  86  per  cent  of  the  patients 
treated  for  various  infections  of  the  diges- 
tive tract  responded  favorably.” 

Of  4,704  patients,  721  or  15  per  cent  had 
infections  which  had  proved  resistant  to 
other  antiinfective  therapy  and  later  im- 
proved during  treatment  with  demethyl- 
chlortetracycline.  By  contrast,  only  112 
patients,  or  2 per  cent,  failed  to  respond  to 
the  new  drug  and  later  improved  with  the 
administration  of  another  agent. 

Side  reactions  were  reported  in  451,  or 
9.6  per  cent,  of  the  patients.  The  figure 
apparently  is  exaggerated,  because  it  in- 
cluded such  conditions  as  those  which  were 
probably  a natural  consequence  of  the  in- 
fection itself  or  due  to  a reaction  of  simul- 
taneously administered  medications. 

Although  all  the  conditions  reported  by 
the  responding  physicians  have  not  been 
listed,  "this  brief  analysis  of  the  mass  of 
information  received  should  provide  a strong 
foundation  for  anticipating  the  results  of 
the  treatment  of  a very  large  segment  of 
infections  commonly  encountered.” 
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Mental  Health 


Northern  Virginia  Mental  Health  Project 

Recent  advances  in  psychiatry  and  the 
development  of  tranquilizing  drugs  have 
made  it  possible  for  many  people  to  leave 
mental  hospitals  and  to  have  a much  shorter 
period  of  hospitalization.  At  the  same  time 
a person  returning  from  a state  hospital  is 
faced  with  the  matter  of  getting  started 
again  in  the  family,  on  the  job,  and  in  the 
community. 

For  some,  this  is  not  so  hard;  for  others 
it  is  extremely  difficult.  But  it  is  never  easy, 
and  too  many  times  people  return  to  the 
hospital  again,  and  again.  This  happens 
when,  for  whatever  reasons,  people  do  not 
receive  the  help  they  require  after  hospital- 
ization. 

Very  rarely  can  the  hospital  provide  the 
necessary  services;  never  when  it  is  far  dis- 
tant from  the  community.  Western  State 
Hospital,  for  example,  which  serves  North- 
ern Virginia,  is  in  Staunton,  HO  miles  away. 
This  means  that  effective  services  after  hos- 
pitalization need  to  be  provided  by  the  local 
communities.  It  is  only  through  a commu- 
nity effort  and  the  acceptance  of  the  per- 
son who  has  been  in  a mental  hospital,  along 
with  his  problems,  can  we  eventually  hope 
to  restore  the  individual  as  a self-sustaining 
member  of  society. 

The  rapid  return  of  more  patients  to  the 
community  also  has  raised  questions.  Ex- 
actly what  services  are  required?  What  serv- 
ices are  now  available?  What  new  services 
would  be  helpful?  Why  don’t  more  people 
use  existing  services  when  they  do  need 
them?  What  do  patients  expect  from  their 
families  and  communities?  In  turn,  what 
does  the  family  and  community  expect 
from  the  returning  patient? 

Hiram  W.  Davis,  M.D.,  Commissioner,  Depart- 
ment Mental  Hygiene  and  Hospitals,  Richmond , Vir- 
ginia. 
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HIRAM  W.  DAVIS,  M.D. 

These  questions  and  many  others  all  point 
to  the  complexity  of  the  problems  involved 
in  making  a successful  transition  from  the 
hospital  to  the  home  community. 

Tliree-Fold  Program 

The  Northern  Virginia  Mental  Health 
Project  will  undertake  a first  hand  study  of 
these  problems  and  to  provide  effective  serv- 
ices the  project  is  developing  a three-fold 
program. 

I.  To  obtain  accurate  knowledge  for  the 
development  of  services  based  upon  scien- 
tific principles,  surveys  will  be  made  in  col- 
laboration with  Northern  Virginia  com- 
munity agencies  and  Western  State  Hospital 
of  the  needs  for  services  as  seen  by  agencies, 
patients  and  their  families.  In  the  same  way, 
a survey  will  be  made  of  existing  services. 

Through  close  contacts  with  people,  both 
while  they  are  in  the  hospital  and  immedi- 
ately after  they  return  home,  the  project 
hopes  to  learn  more  about  the  rehabilitation 
process,  as  the  people,  and  their  families, 
actually  experience  it.  This  part  of  the  pro- 
gram is  based  on  the  fact  that  we  need  to 
learn  much  more  about  the  problems  of  the 
patients  and  their  families  during  and  after 
hospitalization  in  order  to  provide  maxi- 
mum effective  services  within  the  frame- 
work of  funds  available  to  agencies. 

II.  The  second  part  of  the  project  is  con- 
cerned in  assisting  in  the  coordination  of 
existing  community  services  for  people  re- 
turning from  the  hospital,  so  that  these  serv- 
ices can  be  used  most  effectively.  These 
include  medical,  psychiatric,  psychological, 
nursing,  and  social  welfare  services. 

To  implement  this  goal  the  project  is 
inaugurating  a Northern  Virginia  Mental 
Health  Advisory  Council  in  order  that  by 
means  of  mutual  assistance  and  the  develop- 
ment of  cooperative  programs  this  goal  may 
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be  attained.  The  council  will  consist  of 
representatives  from  the  various  public  and 
private  agencies  in  Northern  Virginia  and 
other  individuals  concerned  with  mental 
health.  The  project  also  will  report  the  find- 
ings from  its  various  studies  to  the  council 
for  translation  into  action  programs.  In 
this  manner  it  is  expected  that  when  the 
project  terminates,  an  active  body  will  re- 
main to  continue  the  coordination  and  de- 
velopment of  needed  services  for  the  men- 
tally ill. 

III.  Out  of  the  experiences  of  the  project 
personnel  and  the  data  compiled  from  the 
psychiatric,  psychological,  and  social  studies 
that  will  be  undertaken,  the  project  expects 
to  emerge  with  a greater  understanding  of 
the  process  of  rehabilitation,  new  percep- 
tions of  the  human  strivings  that  influence 
it,  and  specific  recommendations  as  to  how 
these  factors  can  be  best  taken  into  account 
in  devising  a practical,  flexible,  and  compre- 
hensive program  of  services.  As  a result, 
the  project  in  cooperation  with  existing 
community  agencies  will  devise,  demon- 
strate, and  test  new  kinds  of  services  and 
rehabilitation  techniques. 

The  project  is  presently  consulting  with 
community  agencies  to  develop  a closer  hos- 
pital-community working  relationship.  A 
program  of  counseling  for  families  who 
have  a patient  returning  home  from  the  hos- 
pital has  been  inaugurated  in  the  past 
month. 

The  Alexandria  Mental  Hygiene  Clinic 
is  developing  a group  therapy  program  in 
which  staff  members  will  travel  to  Western 
State  Hospital  for  purposes  of  providing 
therapy  while  the  patient  is  in  the  hospital 
and  continuing  in  the  clinic  upon  the  pa- 
tient’s return  to  Alexandria. 

The  Fairfax  Child  Guidance  Center  has 
initiated  a group  therapy  program  for  pa- 
tients who  have  returned  from  the  hospital. 
Public  Health  Nurses  in  the  Arlington  Pub- 
lic Health  Department  and  the  Fairfax 
County  Department  of  Public  Health  have 
been  providing  nursing  services  to  former 


patients  who  are  being  rehabilitated.  In 
addition,  a seminar  series  in  basic  principles 
of  psychiatry  has  been  started  for  the  pub- 
lic health  nurses  in  the  Fairfax  County  De- 
partment of  Public  Health.  These  initial 
programs  will  be  followed  by  the  develop- 
ment of  other  programs  representing  a co- 
operative enterprise  between  the  project  and 
other  community  agencies. 

Many  people  returning  from  mental  hos- 
pitals have  to  continue  taking  tranquilizing 
medication  for  varying  periods  of  time  but 
find  it  very  difficult,  if  not  impossible,  to 
pay  for  continued  medication.  Methods  are 
being  investigated  with  the  area  medical 
societies  for  providing  medical  supervision 
of  patients  taking  tranquilizers. 

Dr.  Elmer  Lowry,  Jr.,  and  Dr.  James 
Pettis  are  the  program  Co-Directors.  Dr. 
Lowry  is  the  Director  and  Psychiatrist  in 
the  Alexandria  Mental  Hygiene  Clinic  where 
he  has  provided  much  of  the  stimulation  for 
the  initial  development  of  the  project.  He 
is  a graduate  of  Harvard  Medical  School 
and  prior  to  assuming  the  directorship  of 
the  Alexandria  Mental  Hygiene  Clinic  was 
a psychiatrist  in  the  medical  corps  of  the 
U.S.  Navy.  Dr.  Pettis  is  the  Superintendent 
of  Western  State  Hospital  and  a graduate 
of  the  Medical  College  of  Virginia.  At 
Western  State  Hospital  he  has  been  respon- 
sible for  the  development  of  many  new  pro- 
grams of  patient  care. 

Dr.  Edwin  Zolik,  a clinical  psychologist 
from  the  faculty  of  the  Graduate  School 
at  Marquette  University  has  been  appointed 
within  the  Department  of  Mental  Hygiene 
and  Hospitals  as  Executive  Director  of  the 
project.  He  received  his  doctorate  from 
Catholic  University  of  America  in  the  De- 
partment of  Psychology  and  Psychiatry. 
While  at  Marquette  he  conducted  a com- 
munity mental  health  project  under  a grant 
from  the  National  Institute  of  Mental 
Health  and  has  published  research  on  psy- 
chotherapy and  the  rehabilitation  of  hospital 
patients. 

Mr.  Irving  Levin  has  been  designated  as 
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Chief  Psychiatric  Social  Worker.  He  is  a 
graduate  of  the  Richmond  School  of  Social 
Work.  He  assisted  in  setting  up  the  Child 
Study  Division  in  the  District  of  Columbia 
public  school  system.  While  on  the  staff  of 
St.  Elizabeth’s  Hospital  he  was  involved, 
among  his  various  duties,  in  developing 
after-care  services  being  interested  in  the 
problems  of  patients  who  were  returning  to 
the  community  after  a long  period  of  hos- 
pitalization. 

Mr.  William  Cashin,  a graduate  of  Catho- 
lic University  and  Mr.  Calvin  Green,  who 
has  a Master’s  Degree  from  the  University 
of  Missouri  and  is  a doctoral  candidate  at  the 
University  of  Maryland,  have  been  ap- 
pointed as  Associate  Research  Psychologists. 

Mrs.  Margery  Wyatt,  Chief  of  the  Social 
Service  Department  at  Western  State  Hos- 
pital is  Project  Coordinator  at  the  hospital. 
Her  concern  for  the  need  for  after-care 
services  for  patients  has  played  a major  role 


in  the  hospital  joining  with  the  community 
in  this  collaborative  endeavor.  Under  the 
direction  of  Dr.  William  Grey  and  Dr.  Car- 
los Recio,  the  Clinical  Directors  of  the  hos- 
pital, the  medical  and  nursing  departments 
are  participating  in  the  project  by  inaugu- 
rating programs  of  more  intensive  patient 
care.  Project  personnel  are  assisting  in  de- 
veloping various  hospital  programs  and  have 
been  conducting  training  sessions  for  nurses 
and  ward  attendants. 

The  project  is  supported  by  a grant  from 
the  National  Institute  of  Mental  Health, 
United  States  Department  of  Health,  Edu- 
cation and  Welfare  and  is  under  the  auspices 
of  the  Department  of  Mental  Hygiene  and 
Hospitals  of  the  Commonwealth  of  Vir- 
ginia. It  is  anticipated  that  the  procedures 
and  programs  developed,  and  the  findings  of 
the  project  will  be  useful  and  applicable  in 
other  communities  throughout  Virginia  and 
other  states. 


Male  Sex  Hormone  in  Anemias 


Androgen,  the  male  sex  hormone,  is  help- 
ful in  treating  anemias  associated  with  cer- 
tain malignant  conditions,  according  to  an 
article  in  the  June  Archives  of  Internal 
Medicine,  published  by  the  American  Med- 
ical Association.  A preliminary  report  on  a 
study  involving  a small  number  of  patients 
was  made  by  Drs.  Frank  H.  Gardner  and 
James  C.  Pringle,  Jr.,  Boston. 

Although  earlier  studies  have  indicated 
a relationship  between  the  production  of 
red  blood  cells  and  the  male  sex  hormone, 
androgen  therapy  has  not  been  widely  used 
in  the  treatment  of  anemia,  they  said.  Cer- 
tain anemias  are  caused  by  a deficiency  of 
red  blood  cells. 

The  present  study  was  initiated  in  195  6 


after  it  was  observed  that  anemia  occurring 
with  breast  cancer  improved  in  women  who 
were  given  androgen  as  cancer  therapy. 

It  is  not  known  just  how  androgens  im- 
prove anemias,  but  there  is  some  evidence 
that  the  primary  effect  is  related  to  changes 
in  the  bone  marrow  tissue.  Red  blood  cells 
are  formed  in  the  bone  marrow. 

Dosage  requirements  have  not  been  de- 
fined precisely,  but  larger  doses  have  been 
correlated  with  a more  rapid  and  complete 
alleviation  of  the  anemias  observed. 

Improvement  is  not  rapid,  and  the  first 
benefit  to  the  patient  may  be  related  to 
decreased  blood  transfusion  requirements. 

The  results  obtained  suggest  a much  wider 
application  of  androgen  therapy. 
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Cancer  Trends 


• • • 


WILLIAM  L.  TALIAFERRO,  M.D. 
Norfolk,  Virginia 


The  “Conquer  Uterine  Cancer”  Project 

in  Virginia 

The  Papanicolaou  Technique  for  detec- 
tion of  uterine  cancer  has  been  in  use  about 
ten  years,  and  yet  twenty-three  million 
American  women  have  never  heard  of  the 
test. 

This  was  learned  in  a recent  "Gallup  Poll” 
conducted  for  the  American  Cancer  So- 
ciety. It  was  also  found  that  of  the  33  mil- 
lion women  who  have  heard  of  the  Pap 
smear  examination,  only  17  million  have 
actually  had  the  test,  and  of  these  at  least 
9 or  10  million  are  overdue  for  another  ex- 
amination. 

This  information  becomes  even  more  dis- 
tressing when  we  realize  that  about  32,000 
women  will  get  uterine  cancer  this  year  and 
14,000  will  die  of  this  particular  cancer. 

Here  we  have  a technique  for  detecting 
uterine  cancer  in  its  early,  manageable 
stages,  before  the  onset  of  symptoms  notice- 
able to  the  patient,  and  yet  there  are  thou- 
sands of  women  dying  each  year  because  the 
disease  was  not  detected  or  was  detected  too 
late. 

Last  April,  with  these  facts  in  mind,  the 
American  Cancer  Society  and  the  General 
Federation  of  Women’s  Clubs  launched  a 
joint  project  entitled  "Conquer  Uterine 
Cancer”.  This  project  is  a major  step  in  the 
elfort  to  reduce  sharply  and  eventually  to 
practically  eliminate  uterine  cancer  as  a 
cause  of  death. 

In  preparation  for  this  program,  a na- 
tional survey  on  cytologic  facilities  in  the 
United  States  was  conducted  with  the  coop- 
eration of  the  College  of  American  Patholo- 
gists and  the  American  Society  of  Clinical 
Pathologists.  The  survey  revealed  that 
rapid  expansion  of  the  cytology  program  is 


entirely  possible  but  depends  on  recruiting 
and  training  cytotechnologists.  Pathologists 
indicated  that  they  are  ready  to  do  "Pap” 
smears  on  about  6,100,000  women:  twenty 
per  cent  more  than  they  did  last  year.  They 
also  reported  that  facilities  could  be  ex- 
panded to  meet  a demand  for  smears  for 
11,000,000  women  annually,  if  more  cyto- 
technologists are  trained. 

The  "Conquer  Uterine  Cancer”  Project 
now  under  way  is,  therefore,  both  a major 
public  education  effort  with  women,  stimu- 
lating and  encouraging  them  to  take  regular 
annual  advantage  of  the  life-saving  "Pap” 
smear  examination  and  a recruitment  pro- 
gram to  enlist  cytotechnologists. 

In  Virginia,  the  project  is  being  conduct- 
ed jointly  by  the  American  Cancer  Society’s 
Virginia  Division  and  the  Virginia  Federa- 
tion of  Women’s  Clubs.  The  Division’s 
Board  of  Directors  has  endorsed  the  "Con- 
quer Uterine  Cancer”  Project  and  is  work- 
ing closely  with  the  Virginia  Federation  of 
Women’s  Clubs  in  planning  the  program, 
which  will  be  one  of  the  major  activities  of 
club  women  in  the  State  during  1961-1962. 

The  Division  has  worked  with  the  various 
professional  organizations  on  the  medical 
aspects  of  the  program,  and  the  necessary 
medical  clearances  have  been  obtained.  A 
special  steering  committee  composed  of  rep- 
resentatives of  the  two  groups  and  the  med- 
ical profession  is  working  on  plans  for  the 
project.  The  author  of  this  paper  is  serving 
as  Chairman. 

The  Cancer  Society  is  working  closely 
with  the  federated  women’s  clubs  through 
the  Society’s  local  units,  of  which  there  are 
103  in  the  State.  It  is  expected  that  nearly 
all  of  the  2 5,000  members  of  the  423  fed- 
erated clubs  in  Virginia  will  participate  in 
the  project.  The  Cancer  Society’s  local  units 
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will  provide  the  information  and  materials 
needed  in  carrying  out  the  project  and  will 
assist  in  planning  programs  about  uterine 
cancer  for  club  meetings. 

Monthly  progress  reports  will  be  made  by 
the  clubs,  and  achievement  awards  will  be 
given  by  the  Cancer  Society’s  Virginia  Di- 
vision at  the  annual  convention  of  the 
VFWC  next  April.  Awards  will  be  given 
for  clubs  having  75  per  cent  or  more  of 
their  membership  receive  physical  examina- 
tions, including  "Pap”  smears. 

Progress  is  also  being  made  in  recruiting 
young  people  to  train  for  work  in  labora- 
tories as  cytotechnologists.  A recruitment 
film  entitled  "The  Human  Cell  and  the 
Cytotechnologists”  is  being  shown  on  tele- 


vision stations  throughout  the  State.  Sev- 
eral stations  have  shown  the  film,  and  others 
are  planning  to  use  it  within  the  next  few 
months. 

The  "Conquer  Uterine  Cancer”  project 
has  been  planned  to  run  for  one  year  from 
April  1960  until  April  1962.  It  is  hoped 
to  extend  the  program  later  to  other  wom- 
en’s organizations. 

Through  the  cooperation  and  efforts  of 
all  the  groups  involved  in  this  project — the 
Cancer  Society,  the  Federated  Women’s 
Clubs,  the  medical  profession,  and  others — 
the  goal  of  eventual  control  of  uterine  can- 
cer can  become  a reality,  and  there  will  no 
longer  be  thousands  of  women  dying  need- 
lessly each  year  from  uterine  cancer. 


Stinging  Caterpillar 


A stinging  caterpillar  has  become  a "pub- 
lic health  problem”  in  some  southern  states, 
according  to  an  article  in  the  April  1st  Jour- 
nal of  the  American  Medical  Association. 

Sometimes  called  a "woolly  worm,”  its 
technical  name  is  megalopyge  opercularis. 

Texas  apparently  has  the  largest  number 
of  the  caterpillars  but  they  also  have  been 
reported  in  Missouri,  Maryland,  Virginia, 
North  Carolina,  South  Carolina,  Georgia, 
Florida,  Alabama,  Mississippi  and  Louisiana. 

The  caterpillar  has  many  quills  which  re- 
lease a poison  on  contact.  The  sting  can 
cause  severe  local  pain,  swelling  at  the  site 


of  the  sting,  headache,  shock-like  symptoms, 
and  convulsions. 

Although  no  deaths  have  been  reported 
from  the  sting,  the  severity  of  symptoms  in 
some  patients  suggests  that  death  could  re- 
sult. 

About  2,130  stings  were  reported  during 
an  epidemic  in  southeastern  Texas  in  the 
summer  of  195  8.  There  is  a marked  increase 
in  the  prevalence  of  the  caterpillars  every 
four  or  five  years. 

The  article  was  written  by  John  P.  Mc- 
Govern, M.D.;  Gilbert  D.  Barkin,  M.D.; 
Thomas  R.  McElhenney,  M.D.,  and  Reubin 
Wende,  M.S.,  Houston. 
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Pre-Paid  Medical  Care — 


Edited  by 

RICHARD  J.  ACKART,  M.D. 


An  Urgent  Request 

There  are  but  few,  if  any,  physicians  who 
do  not  firmly  believe  in  the  free  enterprise 
system.  Though  we  find  much  to  criticize 
in  many  areas  of  our  American  free  enter- 
prise, we  see  greater  fault  and  danger  in 
extensive  governmental  control  of  the  pur- 
suits of  living. 

Up  until  now  health  care  has  been  essen- 
tially a free  enterprise  in  the  United  States. 
It  is  a $2  5 billion  enterprise,  $6  billion  of 
which  has  been  governmental  and  $19  bil- 
lion nongovernmental.  Because  the  coun- 
try’s gross  national  product  approximates 
$500  billion,  transfer  to  government  of  the 
health  care  segment  of  our  economy  would 
not  alone  mean  nationalization  of  our  in- 
stitutions. But  a $19  billion  item  is  signifi- 
cant. It  is  significant  enough  to  be  worth 
preserving. 

Today  we  are  all  too  close  to  a govern- 
mental hospital  care  program  for  the  aged, 
to  be  financed  through  the  federal  social 
security  system.  There  are,  it  is  superfluous 
to  say,  political  aspects  to  this  question  of 
government-sponsored  health  care  for  the 
aged;  further,  many  very  intelligent  non- 
political people  support  the  social  security 
proposal.  It  is  said  that  passage  of  applicable 
legislation  is  no  more  than  eighteen  months 
in  the  offing  and  might  be  considerably 
closer. 

Two  features  of  the  proposed  new  social 
health  care  benefit  are  of  dire  import  to  the 
medical  profession.  For  the  first  time  there 
would  be  a broad-based  popular  tax  levied 
specifically  and  solely  for  the  purpose  of 
paying  for  health  care.  In  other  words,  we 
would  have  a limited  compulsory  govern- 
mental health  program.  The  second,  even 
more  significant  feature  of  the  proposed 


program  is  that  eligibility  to  receive  the  tax- 
paid  care  is  not  to  be  based  on  individual 
inability  to  pay,  the  traditional  dividing  line 
for  all  the  population  other  than  govern- 
ment wards.  If  a person  belongs  to  a certain 
general  category  of  the  population,  he  will 
be  eligible  for  governmental  coverage 
whether  he  individually  can  pay  for  his  own 
care  or  not. 

The  reasoning  is  this:  of  people  over  65 
those  who  can  pay  their  own  way  are  so 
exceptional  that  it  would  be  impractical  to 
make  distinctions.  But  there  are  other  mar- 
ginal categories  of  people — the  unemployed, 
widows,  those  who  have  had  financial  mis- 
fortune, those  who  have  less  than  moderate 
income.  As  soon  as  over-65  people  are 
covered  as  a group  for  health  care  by  gov- 
ernment, there  will  be  pressure  for  the  gov- 
ernment to  protect  at  least  some  of  these 
groups  under  age  65.  Perhaps  some  should 
have  tax-paid  benefits.  But  the  question  will 
be  where  to  draw  the  line. 

Before  long,  we  may  be  wondering  if  we 
can  draw  any  line — any  place.  We  are  pos- 
sibly about  to  have  our  last  chance  to  perfect 
nongovernmental  health  care  so  that  we  can 
avoid  dropping  into  complete  governmental 
health  care.  We  are  in  this  critical  situation 
because  Americans,  as  have  people  in  all 
other  countries,  have  come  to  look  upon 
adequate  health  care  as  an  essential  public 
service,  a basic  right.  Here  we  come  very 
close  to  demanding  equal  quality  (albeit, 
perhaps,  mediocre  quality)  for  all  people 
without  regard  for  ability  to  pay.  In  59 
other  countries,  including  all  Europe  except 
Finland,  general  compulsory  governmental 
medical  care  is  in  operation  to  assure  just 
this.  And  in  America,  we  are  moving  on  to 
satisfying  this  public  service  attitude  toward 
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health  care.  One  way  or  another,  it  seems, 
we  will  get  there. 

Mr.  Kennedy  recommends  that  we,  too, 
get  there  by  shifting  health  care  financing 
to  government.  Others  suggest  that  we 
develop  adequately  our  nongovernmental 
methods.  Physicians  as  a group  belong  to 
the  latter  school  of  thought  and,  fortunate- 
ly, most  physicians  realize  that  non-profit, 
community-oriented  Blue  Cross-Blue  Shield 
is  the  best  and  perhaps  the  only  way  to  solve 
the  quantitative  problems  without  jeopard- 
izing qualitiative  performance.  But  the 
non-profit  Plans  must  be  strengthened — 
and  the  medical  profession  must  assume  its 
indispensable  role  of  leadership  in  this  task. 
To  use  the  words  of  Dr.  Henry  S.  Blake  of 
Topeka,  "Blue  Shield — in  this  year,  1961  — 
is  the  great  unfinished  business  of  American 
Medicine.” 

Since  December  of  195  6 this  special  page 
of  the  Monthly  has  perhaps  redundantly 
proffered  and  supported  the  idea  that  phy- 
sicians can  best  help  themselves  by  effec- 
tively helping  the  non-profit  Plans — that 
physicians  can  assure  the  future  of  the  pri- 
vate practice  of  medicine  by  safeguarding 
the  future  of  the  Plans  through  active  pro- 
motion of  their  growth,  adequacy  of  cover- 
age, and  continued  solvency.  Some  readers 
of  this  page  undoubtedly  have  discarded  the 


evidence  because  of  flaws  in  its  presentation. 
This  method  of  accommodating  for  intel- 
lectual myopia  is  known  in  best  scientific 
parlance  as  "throwing  the  baby  out  with  the 
bathwater.”  It  is  probably  the  major  con- 
tributor to  the  high  infant  mortality  in 
the  world  of  ideas,  especially  of  those  ideas 
that  run  counter  to  the  notions  held  by 
self-centered  and  self-seeking  individuals. 

This  then  is  a plea  to  the  many  exponents 
of  the  Plans — the  true  friends  of  free-enter- 
prise — that  they  pick  up  the  ball  where  this 
page  has  fumbled;  that  they  more  clearly 
delineate  for  their  somewhat  myopic  col- 
leagues the  eleventh-hour,  last-ditch  aspects 
of  the  situation  facing  the  medical  profes- 
sion; that  they  more  convincingly  establish 
that  Blue  Cross-Blue  Shield  is  the  best  if 
not  the  only  ally  of  the  profession  in  its 
defense  of  free-enterprise  private  practice. 
This  is  an  urgent  request  for  prompt  and 
purposeful  action — by  individual  physicians 
and  by  their  professional  organizations. 

Editor’s  Note:  Dr.  Ackart  has  left  Rich- 
mond to  become  the  Director  of  Profes- 
sional Services  of  the  American  Hospital 
Association,  Chicago.  At  present  there 
are  no  plans  for  the  continuance  of  this 
special  page,  the  responsibility  for  which 
has  been  his. 


Saunders  Books 


The  following  recent  books  are  featured 
by  the  W.  B.  Saunders  Company  in  their 
ad  which  appears  in  this  issue  of  the 
Monthly: 

Cherniack  and  Cherniack — Respiration  in 
Health  and  Disease.  Clearly  explains  the 
mechanisms  by  which  pathological  processes 
produce  clinical  findings  in  respiratory  dis- 
ease. 


Fluhmann — The  Cervix  Uteri.  Fully  cov- 
ers diagnosis,  clinical  manifestations,  medi- 
cal and  surgical  management. 

Tenney  and  Little — Clinical  Obstetrics. 
Authoritative  management  of  24  problems 
which  currently  cause  difficulty  in  safe  de- 
livery. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Registration  and  Statistics 

Virginia’s  physicians  and  hospital  authori- 
ties have  the  vital  responsibility  for  proper- 
ly recording  the  beginning  and  ending  of 
human  life.  This  is  a moral,  legal,  and 
scientific  responsibility — moral  because  of 
patient  obligations;  legal  because  of  State 
requirements;  and  scientific  because  of  the 
needs  associated  with  the  advancement  of 
medical  research. 

Most  people  take  the  business  of  gather- 
ing vital  statistics  so  much  for  granted  that 
they  are  quite  unaware  of  the  complex  sys- 
tem involved  in  the  process.  In  Virginia, 
new  laws  enacted  in  1960  have  placed  the 
vital  statistics  system  on  the  public  health 
team  and  have  made  it  truly  an  operating 
arm  of  medical  research.  The  key  to  the 
system  for  collection  of  data  is  the  city  or 
county  health  department,  and  the  Health 
Director  is  the  city  or  county  registrar  of 
vital  statistics.  State  law  specifies  the  indi- 
viduals responsible  for  filing  birth,  death, 
and  fetal  death  certificates  with  the  regis- 
trar. For  births,  it  is  the  hospital  authority 
and  physician  for  institutional  occurrences, 
or  the  physician  or  midwife  for  home  de- 
liveries; for  deaths,  the  physician  or  medical 
examiner  and  the  funeral  director;  for  fetal 
deaths,  the  physician  or  hospital. 

In  collecting  and  supplying  the  necessary 
information  and  in  the  actual  filling  out  of 
the  forms,  a great  many  other  people  may 
be  involved.  Such  a list  would  include,  in 
addition  to  physicians,  hospital  floor  nurses, 
head  nurses,  medical  record  librarians,  rec- 
ord clerks,  hospital  administrators,  medical 
examiners,  parents  of  newborns,  members 
of  the  family  of  the  deceased,  or  in  fact, 
any  individual  competent  to  provide  neces- 
sary information.  These  are  the  people  who 


have  first-hand  knowledge  of  the  particular 
event  of  birth,  death,  or  fetal  death;  and 
upon  the  accuracy  of  the  information  ob- 
tained from  them  depends  the  effectiveness 
of  the  whole  system. 

Virginia’s  Bureau  of  Vital  Statistics  in 
the  State  Department  of  Health  is  respon- 
sible for  the  operation  of  the  system  and 
attempts  to  fulfill  its  required  functions  in 
the  best  interests  of  all  the  citizens  of  the 
State.  The  Bureau  has  a two-fold  purpose: 

(1)  To  answer  inquiries  concerning  any 
birth  or  death  certificate  that  has  ever  been 
filed  in  the  State.  The  certificates,  as  they 
come  from  the  city  and  county  health  de- 
partments, are  checked  for  possible  errors 
and  omissions.  They  are  numbered  and  in- 
dexed for  quick  reference,  then  microfilmed 
and  permanently  filed  in  fireproof  vaults. 
Upon  request,  certified  copies  of  the  original 
records  are  provided  to  anyone  having  a 
legitimate  right  to  such  data;  and  verifica- 
tions or  information  from  the  records  are 
provided  free  of  charge  to  authorized  State 
and  Federal  agencies  requiring  such  data  for 
Virginians  listed  in  their  programs.  Last 
year  (1960)  the  Bureau  issued  over  100,000 
certified  copies  and  better  than  95,000  no- 
tifications and  verifications  to  other  agencies. 

(2)  The  Bureau  has  the  statutory  respon- 
sibility to  make  an  extensive  analysis  of  the 
information  contained  in  the  birth,  death, 
and  fetal  death  registrations.  An  attempt  is 
made  to  employ  the  most  modern  methods; 
the  information  is  transferred  to  punch 
cards  and  fed  into  automatic  tabulating 
machines.  In  this  way,  comprehensive  data 
for  selected  items  on  the  certificates  can 
be  obtained  and  used  to  compare  with  pre- 
vious data  or  with  other  relevant  informa- 
tion. 

Reports  are  issued  monthly  and  annually. 
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The  monthly  reports  are  primarily  statisti- 
cal tabulations  broken  down  by  counties  and 
cities.  Such  reports  are  available  to  any 
interested  individual  or  organization  and 
include  information  concerning  how  many 
children  were  born  and  how  many  persons 
died  in  the  reporting  month,  leading  causes 
of  death,  infant  deaths,  and  immaturity 
data.  Often  some  interpretation  of  special 
news  interest  will  be  added,  as  for  instance, 
a rise  or  decline  of  the  birth  rate  in  any 
area,  or  the  impact  of  an  influenza  epidemic. 

Annual  reports  or  special  studies  follow 
the  same  pattern,  though  in  much  greater 
detail.  As  a rule  they  present  an  analysis  of 
whatever  elements  of  the  overall  health  pic- 
ture the  data  reveal.  These  reports  are  avail- 
able for  study  by  public  health  authorities, 
physicians,  medical  analysts,  hospital  direc- 
tors, and  anyone  else  concerned  with  health 
matters  within  the  State.  Year-to-year  or 
decade-to-decade  comparison  with  the  data 
offered  in  these  reports  and  studies  may  in- 
fluence administrative  decisions  regarding 
health  programs,  or  may  form  the  basis  of 
proposals  for  new  health  legislation. 

The  various  branches  of  the  medical  pro- 
fession are  the  greatest  consumers  of  vital 
statistics  data.  For  example,  a continuing 
study  of  mortality  data  helps  in  determining 
where  further  medical  research  is  needed  and 
the  areas  where  medical  services  and  facili- 
ties must  be  strengthened.  In  Virginia,  the 
health  picture  has  changed  greatly  within 
the  past  several  decades.  As  late  as  193  5 
only  1 5 per  cent  of  all  births  occurred  in 
hospitals;  in  1960  this  figure  had  risen  to 
92  per  cent.  In  193  5 physicians  attended 
70  per  cent  of  the  births;  in  1960,  95  per 
cent.  Formerly,  among  the  chief  causes  of 
death,  as  shown  on  the  death  certificates, 
were  such  infectious  diseases  as  tuberculosis, 
diphtheria,  scarlet  fever,  and  typhoid  fever. 
The  mortality  rate  for  infant  and  maternal 
conditions  due  to  infectious  diseases  was  es- 
pecially high. 

In  recent  times,  however,  public  health 
and  medical  science  have  succeeded  in  bring- 
ing most  of  these  infections  under  control. 
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Today,  Virginia’s  major  causes  of  death  (ex- 
cept for  accidents)  are  the  chronic  diseases, 
with  diseases  of  the  heart  and  cancer  leading 
the  list.  Thus,  we  should  concentrate  on  the 
causes  and  cures  of  chronic  diseases,  and 
efforts  to  prevent  such  diseases  are  taking  on 
increasing  importance  in  public  health  ac- 
tivities. 

There  is  a tremendous  potential  for  good 
public  relations  incorporated  in  the  prepara- 
tion of  birth  and  death  certificates.  For 
example,  a birth  certificate  is  a person’s  deed 
to  American  citizenship.  It  is  prima  facie 
evidence  of  all  the  necessary  facts  of  his 
birth — proof  of  age,  place  of  birth,  and 
parentage.  It  will  be  used  throughout  his 
life  for  school  entrance,  marriage,  passports, 
pensions,  security  clearances,  social  security, 
and  hundreds  of  other  required  instances. 
Similarly,  the  death  certificate  allows  in- 
surance payments,  clears  estates,  records 
interment,  establishes  genealogical  data, 
clears  official  agency  records,  and  is  the  legal 
document  required  in  many  other  instances 
to  prove  the  facts  of  death. 

All  records  are  only  as  useful  and  valuable 
as  is  the  skill  and  care  with  which  they  are 
prepared.  It  is  recognized  that  busy  phy- 
sicians and  hospitals  are  sometimes  over- 
burdened with  paperwork,  but  it  cannot  be 
emphasized  too  strongly  that  there  is  no 
more  important  duty  that  a physician  or 
hospital  staff  member  can  perform  than 
carefully  preparing  birth  and  death  cer- 
tificates. Exact  facts  should  be  recorded. 
The  health  departments  and  the  Bureau  of 
Vital  Statistics  treat  the  certificates  in  a 
confidential  manner  and  consider  them  as 
as  extension  of  the  doctor-patient  relation- 
ship. They  are  indeed  public  records,  but 
the  courts  have  held  that  they  are  of  a priv- 
ileged nature  and  not  subject  to  haphazard 
disclosure.  In  view  of  the  exacting  require- 
ments of  vital  statistics  registration,  all 
physicians  and  hospital  authorities  should 
acquaint  themselves  with  the  statutes  and 
regulations  on  the  subject.  The  Bureau  of 
Vital  Statistics  believes  the  registration  pro- 
gram is  a two-way  street  named  "Coopera- 
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tion”.  Any  questions  of  the  medical  profes- 
sion or  any  statistical  data  that  may  be 
desired  should  be  directed  to  the  Bureau — 
its  programs  are  similar  to  other  government 
agencies  in  that  its  major  product  is  service. 

To  repeat,  the  collection  and  analysis  of 
vital  records  is  a huge  cooperative  endeavor 
in  which  a vast  number  of  people  in  the 
community  and  at  all  levels  of  government 
play  an  important  part. 


There  are,  of  course,  many  opportunities 
for  improvement.  Efforts  are  constantly 
under  way  to  seek  better  ways  to  collect  and 
use  the  data.  There  can  be  little  question, 
however,  that  the  system  is  now  broadly 
based  and,  with  the  cooperation  of  all  re- 
porting sources,  will  work  well.  Vital  sta- 
tistics serve  the  individual,  the  community, 
and  the  State  in  many  useful  ways. 


Monthly  Report  of  Bureau  of 
Communicable  Diseases 


Jan.- 

Jan.- 

June 

June 

June 

J une 

1961 

1960 

1961 

1960 

Brucellosis 

3 

4 

10 

17 

Diphtheria 

_ 2 

1 

12 

6 

Hepatitis  (infectious) 

_ 119 

69 

750 

491 

Measles 

2006 

1030 

10,240 

5683 

Meningococcal  Infections 

_ 0 

4 

30 

35 

Aseptic  Meningitis 

4 

0 

11 

13 

Poliomyelitis 

1 

0 

1 

0 

Rabies  (in  animals) 

8 

17 

142 

133 

Rocky  Mt.  Spotted  Fever 

_ 10 

4 

18 

6 

Streptococcal  Infections  - 

_ 352 

422 

3898 

3867 

Tularemia 

_ 0 

0 

4 

22 

Typhoid  — 

_ 0 

2 

1 

5 

Artificial  Kidney  for  Two 


The  twin  coil  artificial  kidney,  designed 
for  one  person’s  use,  has  been  modified  to 
treat  two  patients  at  the  same  time,  accord- 
ing to  three  Cleveland  surgeons. 

Writing  in  the  May  27th  Journal  of  the 
American  Medical  Association,  Drs.  Haakon 
Ragde,  Satoru  Nakomoto,  and  Willem  J. 
Kolff  said  eight  patients  had  been  treated 
two  at  a time  on  17  occasions. 

"No  adverse  reaction  was  observed  in  any 
of  our  patients.” 


The  double  procedure  allows  more  pa- 
tients to  be  treated  in  a given  period  of  time 
and  is  less  expensive  since  two  patients  share 
the  cost  of  one  unit  and  less  blood  is  re- 
quired to  prime  one-half  of  a twin  coil  arti- 
ficial kidney. 

The  artificial  kidney  duplicates  the  work 
of  the  human  kidney  by  filtering  waste 
products  from  the  blood. 
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Woman’s  Auxiliary 


• • • • 


President Mrs.  F.  Clyde  Bedsaul,  Floyd 

President-Elect Mrs.  William  F.  Grigg,  Jr.,  Richmond 

Pice-Presidents Mrs.  Robert  Keeling,  South  Hill 

Mrs.  Theodore  McCord,  Fairfax 
Mrs.  Byron  Eberly,  Portsmouth 


Recording  Secretary--Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 
Corresponding  Secretary  _ Mrs.  J.  Glenn  Cox,  Hillsville 


Treasurer Mrs.  James  M.  Moss,  Alexandria 

Publications  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  Walter  A.  Porter,  Hillsville 

Mrs.  Charles  A.  Easley,  Jr.,  Danville 
Mrs.  John  R.  St.  George,  Portsmouth 


Richmond. 

The  following  officers  were  elected  by  the 
Auxiliary  to  the  Richmond  Academy  of 
Medicine  at  its  meeting  on  May  12th:  Presi- 
dent, Mrs.  Richard  N.  Baylor,  succeeding 
Mrs.  Walter  H.  Buffey;  president-elect, 
Mrs.  Charles  W.  Byrd;  vice-president,  Mrs. 
Berkeley  H.  Martin;  treasurer,  Mrs.  Harold 
Goodman;  corresponding  secretary,  Mrs. 
Robert  B.  McEntee;  assistant  corresponding 
secretary,  Mrs.  Adrian  L.  Carson,  Jr.;  and 
recording  secretary,  Mrs.  Frederick  E.  Vul- 
tee. 

Committee  chairmen  are:  National,  Mrs. 
William  H.  Cox,  with  sub-chairmen  of 
Safety  and  Civil  Defense  Mrs.  Cornelius  G. 
Lynch,  Student  A.M.A.  Mrs.  Cox,  AMEF 
and  Bulletin  Mrs.  Charles  Meeks,  Nurse  Re- 
cruitment Mrs.  Lawrence  O.  Snead,  Jr.,  and 
Mrs.  Charles  W.  Massie;  Southern,  Mrs.  Carl 
W.  Meador,  with  sub-chairmen  for  Doc- 
tor’s Day  Mrs.  L.  Benjamin  Sheppard  and 
Mrs.  William  T.  Moore,  Research  and  Ro- 
mance Mrs.  Carl  W.  Meador;  Editorial,  Mrs. 
Antonio  Velo,  with  sub-chairman  for  Year- 
book Mrs.  John  J.  Kelly,  III;  Program,  Mrs. 
Berkeley  H.  Martin,  Jr.;  Membership,  Mrs. 
Charles  W.  Byrd;  Community  Service,  Mrs. 


Walter  H.  Buffey,  with  sub-chairmen  for 
Representatives  of  Richmond  Council  of 
Women’s  Organizations  Mrs.  Buffey  and 
Mrs.  Wyndham  Blanton,  Jr.,  Legislature 
Mrs.  George  K.  Brooks,  Jr.,  and  Community 
Service  Luncheon  Mrs.  George  Ritchie;  Fi- 
nance, Mrs.  William  W.  Regan,  with  Mrs. 
Harold  Goodman,  Mrs.  Byrd,  and  Mrs.  Wil- 
liam Spencer  as  the  budget  sub-chairmen, 
and  Mrs.  Herbert  W.  Park  and  Mrs.  Willard 
M.  Fitch  as  Ways  and  Means;  Revisions  and 
Parliamentarian,  Mrs.  Maynard  Emlaw; 
Special,  Mrs.  Custis  L.  Coleman;  Luncheons, 
Mrs.  Hunter  S.  Jackson  and  Mrs.  R.  Brooks 
Hunt,  with  Mrs.  Mark  B.  Williams  for 
flowers  and  Mrs.  Jackson  as  hostess;  Devo- 
tionals,  Mrs.  Hawes  Campbell;  Telephone, 
Mrs.  Melvin  E.  Yeamans;  Historian,  Mrs. 
Julius  C.  Hulcher,  Jr.;  Philanthropic,  Miss 
Adele  Turman  with  Mrs.  Martin  Marko- 
witz as  co-chairman,  Mrs.  W.  Linwood  Ball 
as  Sheltering  Arms  Hospitality,  and  Mrs. 
Jon  Rebman,  III,  volunteers;  and  Christmas 
Party,  Mrs.  G.  Benjamin  Carter. 

American  Medical  Association. 

At  the  annual  meeting  of  the  Auxiliary 
to  the  American  Medical  Association,  Mrs. 
Harlan  English,  Danville,  Illinois,  was  in- 
stalled as  president,  succeeding  Mrs.  William 
Mackersie,  Detroit.  Mrs.  William  G.  Thuss, 
Birmingham,  Alabama,  was  named  presi- 
dent-elect. 

A check  of  $195,264.22  was  presented  to 
the  American  Medical  Education  Founda- 
tion by  the  Auxiliary  at  a luncheon  honor- 
ing national  past  presidents.  For  the  second 
time,  the  "Ethel  Gastineau  Trophy”  was 
awarded  to  the  Tennessee  Auxiliary  for  out- 
standing service  in  behalf  of  AMEF. 
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Editorial . . . . 


Where  Does  Your  Congressman  Stand? 

'^^/rE  IN  VIRGINIA  are  inclined  to  think  of  ourselves  politically  as 

being  generally  conservative  or  perhaps  it  could  be  better  ex- 
pressed as  a little  to  the  right  of  center.  We  also  have  fallen  into  the 
habit  of  thinking  that  our  elected  representatives,  with  one  or  two  ex- 
ceptions, share  this  conservatism  to  a greater  or  lesser  degree.  We  phy- 
sicians have  taken  it  for  granted  that  our  congressmen  and  senators 
view  medical  legislation  from  much  the  same  vantage  point  as  we  do 
and  that  it  has  not  been  as  necessary  in  Virginia  to  point  out  possible 
pitfalls  to  our  lawmakers  as  has  been  the  case  in  some  of  our  sister  states. 

For  those  of  us  who  have  shared  such  thoughts  the  June  23  issue  of 
the  Medical  World  News  has  come  as  a rude  awakening.  Several  weeks 
ago  this  biweekly  news  magazine  of  medicine  sent  the  following  ques- 
tionnaire to  each  member  of  the  U.S.  Senate  and  the  House  of  Repre- 
sentatives: 

"1.  In  Principle,  the  Federal  Government  Should  Provide: 

A)  Some  kind  of  health  care  for  all  of  our  older  citizens 

B)  Some  kind  of  health  care  for  only  the  indigent  aged. 

C)  No  program  of  health  care  assistance  to  the  aged. 

D)  Undecided,  as  yet. 

"2.  In  Principle,  a General  Federal  Program  to  Offer  Health 

Care  Aid  to  the  Aged: 

A)  Should  be  financed  through  the  Social  Security  program. 

B)  Should  not  be  tied  to  Social  Security 

C)  Undecided  as  yet.” 

The  questions  were  carefully  worded;  the  alternatives  were  clearcut. 
Sixty-four  percent  of  the  entire  membership  of  the  House  responded 
but  ordy  one-half  of  Virginia’s  congressmen  replied.  When  the  maga- 
zine went  to  press  Representatives  Downing,  Gary,  Abbitt,  Poff  and 
Harrison  had  not  been  heard  from.  Only  24%  of  the  entire  member- 
ship of  the  House  refused  to  take  a stand  but  of  the  five  remaining 
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Virginia  congressmen  three  (Hardy,  Tuck  and  Jennings)  declined  to 
state  their  position  on  the  points  in  question. 

Only  two  of  our  ten  representatives — Democrat  Howard  W.  Smith 
of  the  Eighth  District  and  Republican  J.  T.  Broyhill  of  the  Tenth  (and 
may  their  tribe  increase)  spoke  up  without  qualification  and  gave  their 
responses  "loud  and  clear”.  They  stated  they  wanted  "health  care  for 
only  the  indigent  aged”  and  they  did  not  want  it  "tied  to  Social  Se- 
curity”. 

That  was  a discouraging  showing — not  as  good  as  Vermont  or  Wash- 
ington to  mention  only  the  two  adjacent  states  in  the  alphabetical 
tabulation.  With  the  expectation  that  our  Virginia  senators  would  bring 
up  the  average  we  turned  to  the  Senate  column.  Here,  too,  we  were 
disappointed.  Only  one,  A.  Willis  Robertson,  stated  his  position.  Senator 
Robertson,  we  are  pleased  to  relate,  was  in  favor  of  health  care  for  only 
the  indigent  aged  and  did  not  wish  this  tied  to  Social  Security. 

So  there  we  are.  Of  our  twelve  repersentatives  in  Washington  only 
three  expressed  themselves  as  we  thought  at  least  nine  or  ten  would  have 
done.  This  means  that  we  have  our  work  cut  out  for  us.  It  is  up  to  the 
physicians  in  eight  of  the  ten  congressional  districts  in  Virginia  to  con- 
vince their  representatives  that  the  time  has  come  for  them  to  be  willing 
to  stand  up  and  be  counted  and  that  they  should  not  fear  to  pursue  the 
same  course  that  they  have  in  the  past.  Virginians  have  stood  fast  in 
the  past  against  socialistic  schemes  in  any  guise.  Our  representatives  have 
not  been  penalized  for  their  conservative  votes  in  previous  years  and 
there  is  no  reason  for  them  to  fear  that  they  will  be  penalized  now. 

Harry  J.  Warthen,  M.D. 
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SPECIAL  REPORT  ON  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 

OF  THE  AMA 

The  following  summary  covers  only  a few  of  the  many  important  subjects  dealt  with 
by  the  House  and  is  not  intended  as  a detailed  report  on  all  actions  taken. 

OSTEOPATHY : In  adopting  a statement  of  policy,  the  House  of  Delegates  said 
"There  can  never  be  an  ethical  relationship  between  a doctor  of  medicine  and  a cultist, 
that  is,  one  who  does  not  practice  a system  of  healing  founded  on  a scientific  basis. 
There  can  never  be  a majority  party  and  a minority  party  in  any  science.  There  can- 
not be  two  distinct  sciences  of  medicine  or  two  different,  yet  equally  valid  systems  of 
medical  practice.” 

The  statement  recognized  the  transition  presently  occurring  in  osteopathy  and  cited 
evidence  of  an  attempt  by  many  of  those  practicing  osteopathic  medicine  to  give  their 
patients  scientific  medical  care. 

With  reference  to  the  relationship  of  doctors  of  medicine  to  doctors  of  osteopathy,  the 
House  stated:  "Policy  should  now  be  applied  individually  at  state  level  according  to 
the  facts  as  they  exist.  Heretofore,  this  policy  has  been  applied  collectively  at  national 
level.  The  test  now  should  be:  Does  the  individual  doctor  of  osteopathy  practice  os- 
teopathy, or  does  he  in  fact  practice  a method  of  healing  founded  on  a scientific  basis? 
If  he  practices  osteopathy,  he  practices  a cult  system  of  healing  and  all  voluntary 
professional  associations  with  him  are  unethical.  If  he  bases  his  practice  on  the  same 
scientific  principles  as  those  adhered  to  by  members  of  the  American  Medical  Associa- 
tion, voluntary  professional  relationships  with  him  should  not  be  deemed  unethical.” 

POLIO  VACCINE:  The  House  approved  a report  by  the  Council  on  Drugs  on  the 
present  status  of  poliomyelitis  vaccination  in  the  United  States  and  urged  that  it  be 
made  available  to  all  physicians  through  the  most  effective  communications  media.  The 
report  clearly  outlines  procedures  recommended  for  implementation  of  mass  vaccina- 
tion with  the  new  oral  vaccine  when  it  becomes  available. 

The  report  emphasizes,  however,  that  "physicians  should  encourage,  support  and  ex- 
tend the  use  of  Salk  vaccine  on  the  widest  possible  scale  at  least  until  the  oral  polio- 
virus vaccines  currently  under  development  and  clinical  trial  become  available.” 


MEDICAL  DISCIPLINE:  In  a major  move  designed  to  strengthen  the  profession’s 
disciplinary  mechanisms,  the  House  approved  a number  of  recommendations  of  the 
Medical  Disciplinary  Committee.  One  recommendation  suggests  that  "The  bylaws  of 
the  American  Medical  Association  be  changed  to  confer  original  jurisdiction  on  the 
Association  to  suspend  or  revoke  the  AMA  membership  of  a physician  guilty  of  a vio- 
lation of  the  Principles  of  Medical  Ethics  or  the  ethical  policy  of  the  American  Med- 
ical Association  regardless  of  whether  action  has  been  taken  against  him  at  local  level.” 
State  and  county  medical  societies  were  urged  to  utilize  grievance  committees  as  "grand 
juries”  to  initiate  action  against  an  offender  so  as  to  obviate  the  necessity  of  making  an 
individual  member  of  a medical  society  complain  against  a fellow  member. 

It  was  finally  recommended  that  "American  medicine  at  the  national,  state  and  local 
level  maintain  an  active,  aggressive  and  continuing  interest  in  medical  disciplinary  mat- 
ters so  that,  by  a demonstration  of  good  faith,  medicine  will  be  permitted  to  continue 
to  discipline  its  own  members  when  necessary.” 

GENERAL  PRACTICE  RESIDENCIES:  Eight  resolutions  were  introduced  on  the 
subject  of  creating  new  two-year  residency  training  programs  in  general  practice.  The 
House  agreed  that  there  appears  to  be  a need  for  such  programs  for  those  individuals 
who  desire  more  experience  in  obstetrics  and  surgery  than  may  be  available  in  the  cur- 
rently existing  Family  Practice  Program.  It  approved  a substitute  resolution  direct- 
ing the  Council  on  Medical  Education  and  Hospitals  to  consider  for  approval  other 
two-year  programs  in  general  practice  which  incorporate  experience  in  obstetrics  and 
surgery.  The  Council  will  review  these  programs  on  the  basis  of  their  individual  merits 
and  conduct  a long-range  evaluation  of  the  new  programs  as  well  as  the  previously  es- 
tablished Family  Practice  Programs. 

EFFICACY  OF  DRUGS:  The  House  strongly  endorsed  a Board  report  which  pointed 
out  the  problems  that  would  result  from  amending  the  Food,  Drug  and  Cosmetic  Act 
to  authorize  the  Food  and  Drug  Administration  to  determine  the  efficacy,  as  well  as 
the  safety,  of  a prescription  drug  prior  to  the  approval  of  a new  drug  application. 
The  A.M.A.  will  oppose  such  legislation  before  the  Kefauver  Committee,  the  report 
pointed  out,  on  the  basis  that  "a  decision  with  respect  to  the  effectiveness  of  drugs  is 
dependent  upon  extended  research,  experimentation  and  usage.” 

**  \>  f 

SOCIAL  SECURITY : The  House  reaffirmed  the  opposition  of  AMA  to  compulsory 
inclusion  of  physicians  under  the  Social  Security  system. 


Society  Activities 


• • • • 


American  Medical  Association. 

At  the  annual  meeting  of  this  Association 
in  New  York  City,  June  25-30,  Dr.  Leonard 
W.  Larson,  Bismarck,  North  Dakota,  was 
installed  as  president,  succeeding  Dr.  E. 
Vincent  Askey,  Los  Angeles.  Dr.  George 
M.  Fister,  Ogden,  Utah,  was  named  presi- 
dent-elect; Dr.  Eustace  A.  Allen,  Atlanta, 
Georgia,  vice-president;  Dr.  Norman  A. 
Welch,  Boston,  re-elected  speaker  of  the 
House  and  Dr.  Milford  O.  Rouse,  Dallas, 
re-elected  vice-speaker. 

The  1961  Distinguished  Service  Award 
was  presented  to  Dr.  Walter  H.  Judd,  Min- 
neapolis, physician  and  member  of  Congress, 
for  his  contributions  as  a medical  mission- 
ary, humanitarian  and  statesman  devoted  to 
world  peace. 

Total  registration  through  Thursday, 
with  half  a day  of  the  meeting  still  remain- 
ing, reached  56,315,  including  22,681  phy- 
sicians. 

Alexandria  Medical  Society. 

The  members  of  this  Society  and  lawyers 
of  the  Alexandria  Bar  Association  held  a 


News.... 


New  Members. 

Since  the  list  published  in  the  July  issue, 
the  following  new  members  have  been  re- 
ceived into  membership  in  The  Medical 
Society  of  Virginia: 

Richard  Harrod  Blank,  M.D., 
Charlottesville 

Robert  Richardson  Bowen,  M.D., 
Lynchburg 

Albert  Maxey  Dickson,  M.D.,  Norfolk 


joint  dinner  meeting  in  April.  Congressman 
Joel  T.  Broyhill  was  the  speaker  for  the 
occasion.  He  expressed  strong  opposition  to 
the  Administration’s  proposed  plan  under 
Social  Security  for  medical  care  for  the  aged. 

Roanoke  Academy  of  Medicine  Founda- 
tion. 

The  Roanoke  Academy  of  Medicine  has 
established  the  Roanoke  Academy  of  Med- 
ical Foundation  to  sponsor  and  encourage 
the  advancement  of  the  science  of  medicine, 
and  to  establish  and  maintain  a medical 
library  for  the  benefit  and  service  of  its 
members  and  other  physicians  practicing  in 
southwest  Virginia. 

The  Foundation  is  chartered  to  permit 
reception  of  Federal  Income  Tax-deductible 
gifts,  and  a Memorial  Program  is  now  func- 
tioning. 

Officers  are  Dr.  Alexander  McCausland, 
president;  Dr.  John  A.  Martin,  secretary; 
and  Dr.  Harry  B.  Stone,  Jr.,  treasurer. 


Ulysses  Soriano  Gonzalez,  M.D.,  Norton 
Roger  C.  Grady,  M.D.,  Roanoke 
Robert  Arnold  Hamrick,  M.D., 
Kecoughtan 

Arthur  John  Kennel,  M.D.,  Stuart 
Richard  Mimms  Lee,  M.D.,  Ashland 
James  Richard  McArton,  M.D., 
Fredericksburg 
Robert  F.  Selden,  Jr.,  M.D., 
Charlottesville 

Emilio  Tizon  Valasquez,  Jr.,  M.D., 
Dumfries 
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1961  Annual  Meeting  Scientific  Pro- 
gram. 

The  scientific  program  of  the  1961  An- 
nual Meeting,  which  will  be  held  at  Rich- 
mond’s Hotel  John  Marshall  from  October 
8-10,  has  been  arranged  with  an  eye  toward 
presenting  a series  of  papers  and  symposiums 
of  interest  and  value  to  every  physician — 
regardless  of  specialty  or  type  of  practice. 
This  was  not  an  easy  task,  since  the  time  and 
space  factors  make  it  impossible  for  the 
Program  Committee  to  use  a great  many 
of  the  excellent  papers  submitted  by  mem- 
bers. 

The  Annual  Meeting  will  present  some- 
thing of  a "new  look”  this  year,  with  the 
usual  Wednesday  morning  session  being 
eliminated,  and  all  exhibits  being  open  on 
Sunday  afternoon  from  2:00  to  5:00  P.M. 
This  has  resulted  in  a carefully  planned 
scientific  program  featuring  outstanding 
guest  speakers  from  over  the  country. 

Special  guests  will  include  Dr.  Leonard 
Larson,  President  of  the  American  Medical 
Association,  Bismarck,  North  Dakota;  Dr. 
Ernest  B.  Howard,  Assistant  Executive  Vice 
President  of  AM  A,  Chicago;  Dr.  Walter  S. 
Wiggins,  Secretary,  Council  on  Medical  Ed- 
ucation and  Hospitals,  American  Medical 
Association,  Chicago;  Dr.  Walter  Barton, 
President  of  the  American  Psychiatric  Asso- 
ciation, Boston,  Dr.  Henry  T.  Bahnson,  Bal- 
timore, and  Dr.  Sol  Katz,  Washington,  D.  C. 

An  outstanding  feature  will  be  back-to- 
back  papers  by  Dr.  David  M.  Hume,  Pro- 
fessor of  Surgery,  Medical  College  of  Vir- 
ginia, and  Dr.  William  H.  Muller,  Professor 
of  Surgery,  University  of  Virginia  School 
of  Medicine.  Dr.  Hume  will  discuss  "Hy- 
pertensive Diseases  Amenable  to  Surgery” 
and  Dr.  Muller  will  talk  on  "Aortic  Valve 
Replacement”. 

Of  particular  interest  will  be  a "by  re- 
quest” symposium  on  "Occlusive  Diseases  of 
the  Extra  and  Intra  Cranial  Arteries  as  a 
Cause  of  Strokes”. 

Although  the  complete  program  will  be 
published  in  the  September  issue  of  the  Vir- 
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ginia  Medical  Monthly,  the  following  partial 
list  of  participants  and  their  subjects  is 
presented  as  an  indication  of  what  is  in 
store: 

Richard  Egdahl,  M.D.,  Richmond — "Sur- 
gical Therapy  in  Chronic  Pancreatitis”. 

Yale  Zimberg,  M.D.,  Richmond — "Diag- 
nosis and  Management  of  Peri-Ampul- 
lary  Neoplasms”. 

William  T.  Tucker,  M.D.,  Richmond — 
"Long  Term  Clinical  and  Lip  Study  of 
Mer/29  (Triparanol)  ”. 

Charles  E.  Horton,  M.D.,  Norfolk — 
"Cancer  of  the  Lip”. 

Arnold  Salzberg,  M.D.,  Richmond — "In- 
tussusception— Diagnosis  and  Treat- 
ment in  Infants  and  Children”. 

Julian  Beckwith,  M.D.,  Charlottesville — 
"Digitalis”. 

Charles  W.  Byrd,  M.D.,  Richmond — 
"Diagnosis  of  the  Acute  Abdomen”. 

Spotswood  Robins,  M.D.,  Richmond — 
"Office  Gynecology”. 

Saul  Kay,  M.D.,  Richmond — "The  Gen- 
eral Use  of  the  Papanicalaou  Tech- 
nique”. 

McLemore  Birdsong,  M.D.,  Charlottes- 
ville— "Cat  Scratch  Disease”. 

Dr.  Aekart  Resigns. 

Dr.  Richard  J.  Aekart,  Executive  Direc- 
tor of  the  Richmond  Blue  Cross-Blue  Shield 
since  195  3,  has  resigned  to  become  director 
of  professional  services  for  the  American 
Hospital  Association  in  Chicago,  effective 
September  1st.  He  will  also  be  secretary  of 
the  AHA  Council  on  Professional  Services. 

While  executive  director  of  the  Rich- 
mond plan,  membership  has  increased  28 
per  cent  to  829,377,  member  hospitals  have 
increased  from  38  to  43  and  Blue  Shield 
participating  physicians  have  increased  from 
800  to  1,600.  The  Richmond  plan  covers 
most  of  eastern  Virginia. 

Virginia  State  Board  of  Medical  Exam- 
iners. 

At  the  meeting  of  the  Board  held  in  June, 
Virginia  Medical  Monthly 


Dr.  John  C.  Watson,  Alexandria,  was  re- 
elected president;  Dr.  Snowden  C.  Hall, 
Danville,  re-elected  vice-president;  and  Dr. 
R.  M.  Cox,  Portsmouth,  continues  as  secre- 
tary-treasurer. 

A total  of  311  medical  graduates  and  for- 
eign doctors  took  examinations  at  this  meet- 
ing. This  is  the  largest  number  ever  to  take 
the  examinations. 

Health  Official  Retires. 

Dr.  L.  L.  Shamburger,  Richmond,  has  re- 
tired as  director  of  specialized  medical  serv- 
ices of  the  State  Health  Department.  He 
has  been  with  the  Department  since  1936. 

Dr.  James  J.  Dunne  has  been  appointed 
to  succeed  Dr.  Shamburger  as  head  of  the 
Bureau  of  Maternal  and  Child  Health  and 
the  section  on  Nutrition.  Other  bureaus 
and  sections  formerly  headed  by  Dr.  Sham- 
burger will  come  temporarily  under  the 
direction  of  Dr.  Mack  I.  Shanholtz,  Com- 
missioner. 

Dr.  Haag’s  Portrait  Presented. 

At  the  close  of  the  Scientific  Assembly  of 
the  Medical  College  of  Virginia  on  June  2nd, 
a portrait  of  Dr.  Harvey  B.  Haag,  professor 
of  pharmacology,  was  presented  to  the  Col- 
lege. This  was  presented  on  behalf  of  col- 
leagues and  former  students  of  Dr.  Haag. 
The  portrait  was  painted  by  W.  C.  Brown- 
son. 

Dr.  Outland  Retires. 

Dr.  Charles  L.  Outland,  director  of  the 
Richmond  City  schools’  medical  department 
for  twenty-nine  years,  has  retired.  He  is  a 
graduate  of  the  Medical  College  of  Virginia 
and  was  one  of  the  first  students  to  attend 
the  Johns  Hopkins  School  of  Public  Health. 
Dr.  Outland  came  to  Richmond  in  1926  as 
a city  health  department  official.  In  195  5, 
he  went  to  Iraq  for  three  months  as  a school 
health  consultant. 


Dr.  Ray  A.  Moore,  Jr., 

Farmville,  has  been  appointed  to  the 
Prince  Edward  County  School  Board.  He 
is  a graduate  of  the  Medical  College  of  Vir- 
ginia. 

Appointed  to  Board  of  Medical  College. 

Governor  Almond  has  appointed  Dr. 
Richard  A.  Michaux,  Richmond,  to  the 
Board  of  Visitors  of  the  Medical  College  of 
Virginia. 

Urology  Award. 

The  American  Urological  Association 
offers  an  annual  award  of  $1000  (first  prize 
of  $500,  second  $300  and  third  $200)  for 
essays  on  the  result  of  some  clinical  or  lab- 
oratory research  in  urology.  Competition 
is  limited  to  urologists  who  have  been  grad- 
uated not  more  than  ten  years  and  to  hos- 
pital internes  and  residents  doing  clinical  or 
laboratory  research  work  in  urology. 

For  full  particulars,  write  the  Executive 
Secretary,  William  P.  Didusch,  1120  North 
Charles  Street,  Baltimore  1,  Maryland.  Es- 
says must  be  in  his  hands  before  November 
15,  1961. 

Jolinston-Willis  to  Enlarge. 

Johnston-Willis  Hospital,  Richmond,  has 
started  construction  of  a new  seven-story 
addition  which  will  furnish  40  additional 
beds  in  air-conditioned  rooms  with  private 
baths.  The  ground  floor  will  contain  a new 
waiting  room  for  patients  and  an  enlarged 
out-patient  department,  as  well  as  an  audi- 
torium seating  100  persons.  X-ray  facilities 
will  be  quadrupled  and  operating  rooms  and 
some  other  facilities  in  the  present  building 
will  be  further  modernized.  With  the  new 
rooms,  the  hospital  will  have  a 280-bed  ca- 
pacity. 

Wanted. 

Obstetrical-gynecological  associate,  group 
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practice.  Two  man  obstetrical-gynecologi- 
cal service  in  southwest  Virginia.  Very  pro- 
gressive financial  scale.  Boards  not  required. 
Write  #10,  care  Virginia  Medical  Monthly, 
4205  Dover  Road,  Richmond  21,  Virginia. 
(Adv.) 


Obituaries . . . . 

Dr.  Joseph  Dunn  Osborne, 

Prominent  physician  of  Petersburg,  died 
June  20th.  He  was  eighty-seven  years  of 
age  and  received  his  medical  degree  from 
the  University  of  Virginia  in  1895.  Dr. 
Osborne  had  practiced  for  more  than  fifty 
years  in  Petersburg.  He  was  a member  of 
The  Medical  Society  of  Virginia,  having 
joined  in  1904. 

Two  sisters  survive  him. 

Dr.  Paul  Vernon  Anderson, 

Co-Founder  of  Westbrook  Sanatorium, 
Richmond,  died  July  3rd,  at  the  age  of 
eighty-six.  He  was  a native  of  North  Caro- 
lina and  graduated  from  the  University  of 
Virginia  School  of  Medicine  in  1904.  Dr. 
Anderson  and  the  late  Dr.  J.  K.  Hall 
founded  Westbrook  Sanatorium  in  1911.  He 
had  served  as  associate  professor  in  neu- 
rology and  psychiatry  at  the  Medical  Col- 
lege of  Virginia  and  the  University  of  Vir- 


Wanted. 

Cardiologist  or  Internist,  Board  Eligible, 
on  staff  of  a fifty-bed  hospital.  Immediately. 

Apply  to  the  Lebanon  General  Hospital, 
Inc.,  Dr.  W.  C.  Elliott,  Chief  of  Staff,  Leb- 
anon, Virginia.  {Adv.) 


ginia  from  1915  to  1937.  Dr.  Anderson  was 
a member  of  Phi  Beta  Kappa  and  Phi  Chi 
honorary  fraternities  and  the  Kappa  Sigma 
social  fraternity.  He  served  as  captain  in 
the  Medical  Corps  during  World  War  I. 
Dr.  Anderson  had  been  a member  of  The 
Medical  Society  of  Virginia  for  fifty  years. 

Dr.  William  Christopher  Williams, 

Hiilsville,  died  March  22nd  at  the  age  of 
seventy-three.  He  received  his  medical  de- 
gree from  the  University  of  Maryland  in 
1917.  Dr.  Williams  was  a member  of  The 
Medical  Society  of  Virginia,  having  joined 
in  1944. 

A daughter  survives  him. 

Mr.  Charles  E.  Lively, 

Executive  Secretary  of  the  West  Virginia 
State  Medical  Association,  died  June  12th. 
He  had  served  as  Executive  Secretary  for 
almost  twenty  years. 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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ST.  LURE  S HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING.  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JP..,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


Westbrook 

Sanatorium 

RICHMOND,  VIRGINIA 


REX  BLANKINSHIP,  M.D. 
President 

JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 
THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 
JAMES  K.  HAIL,  JR.,  M.D. 
Associate 
R.  H.  CRYTZER 
Administrator 


A private  psychiatric  hospital  employing  modern 
diagnostic  and  treatment  procedures— electro  shock, 
insulin,  psychotherapy,  occupational  and  recrea- 
tional therapy— for  nervous  and  mental  disorders 
and  problems  of  addiction. 

Brochure  of  Literature  and  Views  Sent  On  Request 
P.  O.  Box  1514  Phone  EL  9-5701 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 

RESIDENT  STAFF 

Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 
Dr.  S.  A.  Milewski 

Lewis  M.  Simpson 
(Business  Manager) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  F a c i o-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 


The  Hospital  offers  a three  year  residency  in  Ophthalmology  to  a graduate  of  an  approved  medical  school, 
who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


• Understanding  Care  * — — — 

Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  Intermediate  Care Inspection  Invited 

AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 


Dial 

MIlton  3-2777 


• 67  Simmons  Hospital  Bed  Capacity 

• Automatic  Litter-Size  Elevator 

• Rates  Start  From  $60  Weekly 

• Private  and  Multiple  Rooms — toilets 


Bernard  Maslan 
Administrator 


Terrace  Hill  Nursing  Home 

Inc. 

= • Sprinkler  and  "Atmo"  System  Equipped  • - . 


2112  Monteiro  Ave. 
Richmond  22,  Ya. 
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ST.  ELIZABETHS  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 
Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 

Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


ojp o 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Every  Virginia  Doctor  Should 
Hare  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


RICHMOND 
EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 
THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JULIA  WAGNER  WATERS,  R.N.,  Administrator 
408  North  12th  Street 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 


X X ' X t Established  1916 

sappalarijtan  l^all  • AshevUle,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  1955  H.N.  Alford,  Atlanta,  Go. 
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TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 


Third  Decade  of  Nursing 


KATE  E.  PLYLER  (1876-1947) 


MRS.  PLYLER’S 
NURSING  HOME 

MARY  INGRAM  CLARK  (1884-1955) 


A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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^ Whatever  the  cause . . . 
belbarb  soothes 
Jtk  the  agitated  mind  and 
calms  G-l  spasms 
:V  ' ■ through  the 

W central  effect  J 

I of phenobar-  m 
1 bital  and  the 
| synergistic  action  ^ 
Iff*  of  fixed  proportions 
m of  natural  belladonna 
f alkaloids  on  the 
B G-l  tract.  / 


Sedative— Ant/spasmodic 
20  years  of  clinical  satisfaction 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  >/«  gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 min.  Belbarb 
No.  2 same  as  Belbarb  except 
Vi  gr.  phenobarbital  for  more 
sedative  action. 


HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


Charles  C. 


& Company 


Richmond,  Virginia 
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Component  and  Other  Medical  Societies  in  Virginia 

(Officers  and  Others  are  Requested  to  Notify  the  Monthly  of  Changes) 


SOCIETY 


PRESIDENT 


SECRETARY 


TIME  OF  MEETING 


Accomack  County  D.  F.  Fletcher,  Jr.,  Horsey J.  C.  Doughty,  Onancock Quarterly 

Albemarle  County E.  M.  Alrich,  Charlottesville W.  C.  McLean,  Charlottesville Monthly 

Alexandria F.  P.  Titus,  Alexandria Mrs.  R.  G.  Loomis,  Alexandria Monthly 

Alleghany-Bath  Counties  R.  P.  Hawkins,  Jr., 

Clifton  Forge  George  N.  Chueker,  Clifton  Forge. -Bi-Monthly 

Amherst-Nelson  Counties Lyddane  Miller,  Amherst Inactive 

Arlington  County M.  A.  Puzak,  Arlington H.  G.  Barnes,  Arlington Monthly 

Augusta  County J.  G.  Crawford,  Staunton Beverly  Loesch,  Waynesboro 5 times  a year 

Bedford  County  ...E.  T.  Jennings,  Bedford O.  B.  Darden,  Jr.,  Bedford Quarterly 

Botetourt  County M.  S.  Stinnett,  Buchanan E.  L.  Coffey,  Buchanan 

Buchanan-Dickenson  Counties  --Robert  Baxter,  Grundy J.  S.  Richardson,  Grundy 

Charlotte  County  Stuart  Wilson  Tuggle,  Keysville.  Thomas  Watkins,  Drakes  Branch  — 

Culpeper  County  J.  B.  Jones,  Culpeper G.  F.  Henson,  Culpeper Monthly 

Danville-Pittsylvania  -J.  D.  Beale,  Jr.,  Danville R.  T.  McCauley,  Danville Monthly 

Fairfax  County  Peter  Soyster,  Falls  Church Mrs.  J.  T.  Peirano,  Falls  Church — Monthly 

Fauquier  County E.  H.  Ashby,  Jr.,  Remington James  L.  Dellinger,  Warrenton Monthly 

Floyd  County  J.  C.  Rutrough,  Willis F.  C.  Bedsaul,  Floyd 

Fourth  District Clyde  Vick.  Jr.,  Petersburg J.  D.  Mason,  Jr.,  Petersburg Quarterly 

Fredericksburg L.  F.  Moss,  Fredericksburg J.  E.  Grimes,  Fredericksburg Quarterly 

Halifax  County J.  H.  Frierson,  Halifax F.  J.  DiUard,  South  Boston 

Hampton  Phillip  Murray,  Hampton F.  D.  Robinson,  Phoebus 5 times  a year 

Hanover  County  J.  D.  Hamner,  Jr.,  Ashland Claude  K.  Kelly,  Mechanicsville 

Hopewell  C.  H.  Dougherty,  Hopewell W.  P.  Youngblood,  Hopewell Monthly 

James  River Margaret  Pennington, 

Buckingham  J.  H . Yeatman,  Fork  Union — Quarterly 

Lee  County  B.  H.  Owens,  Rose  Hill H.  A.  Kinser,  Pennington  Gap Quarterly 

Loudoun  County  S.  S.  Morrison,  Leesburg J.  W.  Gibson,  Middleburg 

Louisa  County  --Griffith  Daniel,  Louisa Only  call  meetings 

Lynchburg L.  F.  Somers,  Lynchburg G.  E.  Calvert,  Lynchburg Monthly 

Medical  Society  of  Virginia G.  W.  Horsley,  Richmond R.  I.  Howard,  Richmond Oct.  8-10,  Richmond 

Mid-Tidewater  S.  N-  Ransone,  Mathews M.  H.  Harris,  West  Point Quarterly 

Newport  News J.  W.  Massey,  Jr., 

Newport  News A.  C.  Stanton,  Newport  News Monthly  except  June  & July 

Norfolk  County  Mason  Andrews,  Norfolk Meyer  Krischer,  Norfolk Monthly 

Northampton  County W.  S.  Burton,  Nassawadox Cecil  Sinclair,  Nassawadox Monthly 

Northern  Neck C.  L.  Booker,  Lottsburg L.  T.  Griffith,  Mt.  Holy 

Northern  Virginia  Dennis  McCarty,  Front  Royal Don  McNeill,  Front  Royal 

Orange  County H.  C.  McCoy,  Gordonsville R.  S.  LeGarde,  Orange Monthly 

Patrick-Henry  Counties  C.  P.  Sherman,  Martinsville C.  B.  Marshall,  Martinsville Quarterly 

Portsmouth  L.  E.  Mayo,  Jr.,  Portsmouth L.  L.  Davis,  Jr.,  Portsmouth Monthly  except  July  & August 

Princess  Anne  County C.  W.  DeWalt,  Jr.,  Va.  Beach-.A.  B.  Frazier,  Virginia  Beach Monthly 

Prince  William  County Alvin  Connor,  Manassas M.  L.  Nafsinger,  Woodbridge Indefinite 

Richmond  E.  L.  Kendig,  Jr.,  Richmond Miss  F.  M.  Campbell,  Richmond Semi-Monthly 

Roanoke  H.  H.  Trout,  Jr.,  Roanoke W.  S.  Johnson,  Roanoke Monthly 

Rockbridge  County John  Yaeger,  Lexington K.  J.  Fox,  Fairfield 

Rockingham  County  M.  E.  Myers,  Harrisonburg C.  E.  Craun,  Harrisonburg Quarterly 

Russell  County R.  F.  Gillespie,  Lebanon W.  A.  Davis,  Dante 

Scott  County W.  L.  Griggs,  Jr.,  Gate  City G.  C.  Honeycutt,  Jr.,  Gate  City 

Smyth  County  C.  O.  Finne,  Saltville C.  G.  Thompson,  Marion Quarterly 

Southwestern  Virginia  ...J.  A.  Soyars,  Saltsville Tom  Green,  Bristol Semi-annually 

Tazewell  County R.  E.  Bowers,  Richlands James  Peery,  Richlands Bi-monthly 

Tri-County J.  E.  Rawls,  Jr.,  Suffolk W.  H.  Rogers,  Suffolk Quarterly 

Va.  Acad.  Gen.  Practice W.  J.  Hagood,  Clover S.  F.  Driver,  Roanoke Spring  1962 

Am.  Col.  Chest  Phys G.  C.  Pearson,  Blue  Ridge C.  C.  Smith,  Catawba October 

Va.  Sec.  Amer.  Col.  Phys J.  M.  Moss,  Alexandria William  H.  Harris,  Jr.,  Richmond- -Twice  a year 

Va.  Diabetes  Assoc.- R.  K.  Maddock,  Norfolk L.  B.  Sheppard,  Richmond Twice  a year 

Va.  Ob-Gyn.  Soc. P.  H.  Picot,  Alexandria Brock  D.  Jones,  Jr.,  Norfolk Twice  a year 

Va.  Orthopedic  Soc .Philip  Trout,  Roanoke E.  B.  Carpenter,  Richmond Twice  a year 

Va.  Pediatric  Soc J.  T.  Walke,  Roanoke C.  C.  Powel,  Jr.,  Harrisonburg Twice  a year 

Va.  Peninsula  Acad.  Medicine G.  S.  Grier,  III,  Newport  News__T.  W.  Sale,  Hampton Monthly 

Va.  Neuropsychiatric  Soc .R.  H.  Thrasher,  Norfolk E.  W.  Gamble,  II,  Radford Semi-annually 

Va.  Radiological  Soc. ...John  Mapp,  Nassawadox P.  G.  Dillard,  Jr.,  Lynchburg Twice  a year 

Va.  Soc.  Anesthesiology W.  N.  Holland,  Lynchburg Campbell  Harris,  Jr.,  Richmond Semi-annually 

Va.  Soc.  Internal  Med R.  B.  Grinnan,  Jr.,  Norfolk W.  A.  Read,  Newport  News Twice  a year 

Va.  Soc.  of  0.  L.  & 0. .Edgar  Childrey,  Jr.,  Richmond-M.  K.  Humphries,  Jr., 

Charlottesville  Twice  a year 

Va.  Soc.  of  Pathology G.  T.  Mann,  Richmond George  J.  Carroll,  Suffolk Quarterly 

Va.  Soc.  Plastic  & Reeonstr. 

Surg.  C.  C.  Coleman,  Jr., 

Charlottesville  Leroy  Smith,  Richmond 

Va.  Surgical  Soc R.  L.  Payne,  Jr.,  Norfolk Carrington  Williams,  Jr.,  Richmond. Yearly  in  Spring 

Va.  Urological  Soc. Ralph  Landes,  Danville G.  W.  Link,  Petersburg October 

Washington  County  Harry  Hayter,  Abingdon J-  C.  Placak,  Abingdon Monthly 

Williamsburg- James  City  _._._.R.  E.  DeBord,  Williamsburg G.  J.  Oliver,  Williamsburg 

Wise  County — . — P.  D.  Nelson,  Norton C.  E.  Swecker,  Wise 

Wythe-Bland  Counties W.  R.  Chitwood,  Wytheville C.  B.  Hughes,  Wytheville Quarterly 
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In  response  to 
innumerable  requests 
from  dermatologists 


Winthrop  Laboratories 
now  makes  available 


TRIQlir 

FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atabrine®  hydrochloride 
25  mg.,  Aralen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  IT'S  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
low,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 


DOSAGE: 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 


HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booklet. 

Trlquin,  Atabrine  (brand  of  quinbcrine),  Aralen  (brand  of  chloro- 
quine),  and  Plaquenil  (brand  of  hydroxychloroquine),  trademarks 
reg.  U.  S.  Pat.  Off. 


Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 

LABORATORIES  New  York  18,  N.  Y. 
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Sign  up  and  you’re 
saving.  Y ou  can  put  any 
size  “installment”  you 
want  into  Savings  Bonds 
on  the  Payroll  Savings 
Plan  — even  63«  a day.  In 
40  months  this  amount 
adds  up  to  $750  saved 
and  $250  earned  at  ma- 
turity. 


How  to  get  paid 

33/4%  interest  for  buying 
on  the  installment  plan 

months,  and  the  Government  pays 
you  at  the  rate  of  3%%  a year,  com- 
pounded every  6 months — $4  guar- 
anteed for  every  $3  you  invested! 

The  beauty  of  Savings  Bonds 

• You  now  earn  3 34%  to  maturity, 
34%  more  than  ever  before  • You  in- 
vest without  risk  • Your  Bonds  are  re- 
placed free  if  lost  or  stolen  • You  save 
more  than  money  — you  buy  shares  in  a 
stronger  America. 


You  save  more  than  money  with  U.  S.  Savings  Bonds 

V?  This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


20th 


**..»♦»*** 


Ever  hear  of  a payment  plan  that 
has  no  interest  or  carrying  charges, 
and  pays  you  33%t  for  every  $1 
installment  you  make?  There  is  one, 
you  know — the  Payroll  Savings  Plan 
for  U.S.  Savings  Bonds.  Your  pay- 
roll clerk  will  set  aside  any  size  in- 
stallment you  wish  (as  little  as  $1.25 
a week)  and  as  the  money  accumu- 
lates, buy  your  Eonds.  You  can  cash 
them  with  interest  anytime  you  need 
them.  But  hold  them  for  7 years,  9 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


in  very  special  cases 
a very  superior  brandy... 
specify 

★ ★ ★ 


HBHNESST 


COGNAC  BRANDY 

84  Proof  j Schieffelin  & Co.,  New  York 


' 


Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardized,  and  therefore  of 
unvary  ing  activity  and  quality. 

When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 

O-r 
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Listen  . . . good  news! 

GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 

with  St.  Paul's  Professional  Liability  Insurance 

Approved  Carrier  of  Medical  Society  of  Virginia 

1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman’s  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


p*RE  Or,c 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 

St.  Paul  Fire  and  Marine  Insurance  Co. 

St.  Paul  Mercury  Insurance  Co. 

' V 
% 

VIRGINIA  OFFICE 

721  American  Bldg. 

Richmond  4,  Virginia 

HOME  OFFICE 

385  Washington  Street, 

St.  Paul,  Minnesota 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  _ 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

16  Pages  __ 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

11.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 

WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street  Richmond  19,  Virginia 
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COPP.®  1932  JAMES  TMUR8ER 


For  a better  way  to  treat  headache, 
prescribe  Vmmoprin 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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Lifts  depression... 


IK1 


-*-5 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliography  (13  clinical  studies,  858  patients):}.  Alexander,  l.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylominoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  1.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


eprol4 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition : 1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HC1)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES  / Cranbury , N.  J. 


CD-2843 


vertigo  is  reversible 


4/r//vert  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients1 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 

And  for  your  aging  patients-  New  York  17,  n.y. 

NE0B0N®  Capsules  Division,  Chas.  Pfizer  & Co.,  Inc. 

five-factor  geriatric  supplement  Science  for  the  World’s  Well-Being® 
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DESITIN 

OINTMENT 


for  baby 
for  mother 
for  grandpa 

^ age  groups 


to  soothe,  protect, 


lubricate,  and  stimulate  healing  in 

rash  • chafing  • irritations 
lacerations  • ulcerations  • burns 

DESITIN  OINTMENT... 

the  pioneer  external  cod  liver  oil  therapy  for 
care  of  the  skin  in  every  member  of  the  family 

Request  samples  from  DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R>  I. 
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BRINGS  DOWN 
HOLDS  DOWN 


high  cholesterol  levels-today’s 


Each  LUFA  capsule  provides: 

Unsaturated  Fatty  Acids**  378  mg. 
Pyridoxine  HCI  (BJ  2 mg. 
Choline  Bitartrate  233  mg. 
dl,  Methionine  110  mg. 
Inositol  40  mg. 
Desiccated  Liver  87  mg. 
Vitamin  B,,  1 meg. 

Vitamin  E (dl,alpha-tocopheryl  acetate)  3.5  I.U. 


**from  specially  refined  safflower  seed  oil. 
Provides  approximately  294  mg.  of  linoleic  acid. 
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every  patient  with 

hypercholesterolemia 

obesity 

diabetes 


angina  pectoris 
post-coronary  infarction 

deserves  the  benefit  potentials  of 

SAFE  • SIMPLE  • ECONOMICAL 

1. LUFA’s  unsaturated  fatty  acids  offset  the  atherogenic 
effects  of  dietary  saturated  (animal)  fatty  acids.* 

2.  LUFA  helps  improve  metabolism  of  cholesterol, 
lipoproteins  and  other  lipids  by  promoting  normal 
liver  function. 


major  concept  in  control  of  Atherosclerosis 


dosage:  Therapeutic,  6 to  9 capsules  daily,  in  divided 
doses.  Maintenance,  one  capsule  b.i.d.  or  t.i.d. 

Supplied:  Bottles  of  100,  500  and  1000  capsules. 

♦Special  anti-atherogenic  diet  sheets  for  patient  distribu- 
tion and  LUFA  samples  and  literature  on  request. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division 
250  East  43rd  Street,  New  York  17,  N.  Y. 


above:  normal  arterial  lumen 

below:  extensive  narrowing  due  to  cholesterol 
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Our  primary  responsibility  to  the  public 
we  serve  is  the  accurate  dispensing  of 
modern  drugs  to  the  physicians'  exact 
specifications.  Fresh,  potent  ingredients 
are  always  used  . . . and  each  step  is 
checked  for  accuracy.  At  Peoples,  you  are 
assured  skilled,  professional  service  . . . 
in  keeping  with  the  highest  ethical 
standards. 


PEOPLES  SERVICE  DRUG  STORES 
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PAPAIN 
IS  THE 


KEY 

to  complete , thorough 
vaginal  cleansing 


mucolytic , acidifying , 
physiologic  vaginal  douche 


The  papain  content  of  Meta  Cine  is  the  key 
reason  why  it  effects  such  complete  cleansing  of 
the  vaginal  vault.  Papain  is  a natural  digestant, 
and  is  capable  of  rendering  soluble  from  200- 
300  times  its  weight  of  coagulated  egg  albumin. 
In  the  vagina,  papain  serves  to  dissolve  mucus 
plugs  and  coagulum. 

Meta  Cine  also  contains  lactose — to  promote 
growth  of  desirable  Doderlein  bacilli — and 
methyl  salicylate,  eucalyptol,  menthol  and 
chlorothymol,  to  stimulate  both  circulation  and 
normal  protective  vaginal  secretions.  Meta 
Cine’s  pleasant,  deodorizing,  non-medicinal  fra- 
grance will  meet  your  patients’ esthetic  demands. 

Supplied  in  4 oz.  and  8 oz.  containers,  and  in 
boxes  of  30  individual-dose  packets.  Dosage: 
2 teaspoonfuls,  or  contents  of  1 packet,  in  2 
quarts  of  warm  water. 


BRAYTEN  PHARMACEUTICAL  COMPANY  Chattanooga  9,  Tennessee 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  . . . all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 

assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  — 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols ,.,,,0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 


DR 

ADDRESS 

CITY ZONE STATE. 


How  to  help  your  patient  stick  to  a 
high  protein  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

And  a diet  that  offers  as  many  and  such  appetizing  foods 
as  this  is  sure  to  win  the  approval  and  continued  interest 
of  your  patient ! A fluffy  omelette  filled  with  frankfurters 
cut  into  thin  slices  is  a delicious  source  of  protein,  as  are 
ground  meat  and  flaked  fish.  Cottage  cheese  makes  a 
flavorful  side  dish  or  satisfying  filling  for  dark  bread 
sandwiches.  Hot  weather  suppers  call  for  mixed  green 
salad  topped  with  meat  and  cheese  slices  . . . followed 
by  a bowl  piled  high  with  chilled  fruit  of  the  season. 


Diet  patients  welcome  varied  fare  like  this. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  536  Fifth  Avenue,  N.Y.  17,  N.Y. 
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require*  uee/j  renei  anaigemui  provides  the  recognized 
benefits  of  vasodilative,  analgesic  and  counter-irritant  actions,  for 
deep  relief  in:  neuralgias,  arthralgias,  muscle  pains  and  soreness 
due  to  fatigue,  overexertion  or  strain.  m 


anaigemui  analgesic  liquid 

Active  Ingredients:  camphor,  menthol  and  methyl 
salicylate,  in  a special  vegetable  base. 

anaigemui  ointment  (with  histamine) 

Active  Ingredients:  methyl  nicotinate  1%,  hista- 
mine dihydrochloride  0.1%,  methyl  salicylate  10%. 


analgesic  — hyperemic 


Advertised  only  to  the  medical  profession 


SUPPLIED:  Bottles  of  2 fl.  oz.  and  1 pt. 


new!  anaigemui  ointment 

(with  histamine)  supplied:  Tubes  of  1V3  oz. 


THEOLDEST  PHARMACEUTICAL  MANUFACTURING  HOUSE  IN  AMERICA  * FOUNDED  IN  1824 


in  respiratory  allergies 


Orally-administered  triple  antihistamines  plus  two  effec- 


mmmimm 


w 


tive  decongestant  agents— to  prevent  histamine-induced 
dilatation  and  exudation  of  the  nasal  and  paranasal 
capillaries  and  to  help  contract  already  engorged  capil- 
laries, providing  welcome  relief  from  rhinorrhea,  stuffy 
noses,  sneezing  and  sinusitis. 


convenient 
dosage  forms 


'•HlSTAMlNlC 

^PjSOSSTANT 


TRISTACOMP  TABLETS 

Each  sustained  release  tablet: 

Chlorpheniramine  Maleate  2.5  mg. 

Phenyltoloxamine  Citrate  12.5  mg. 

Pyrilamine  Maleate  25.0  mg. 

Phenylephrine  Hydrochloride  10.0  mg. 

Phenylpropanolamine  Hydrochloride  30.0  mg. 


Dosage:  One  tablet  morning  and  night 


TRISTACOMP  LIQUID 

Each  5 cc  teaspoonful  provides  one-fourth  the  above 
formula. 

Dosage:  Adults,  two  teaspoonfuls  three  to  four  times 

daily.  Children,  one-half  to  two  teaspoonfuls, 
according  to  age. 
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I, 


in  bacterial 
tracheobronchitis 


Panalba 


promptly 


to  gain  precious 
therapeutic  hours 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Panalba  ^ your  broad-spectrum 

antibiotic  of  first  resort 


M 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  agranulocytosis  have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  side  effects  usually 
disappear  upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 


•Trademark,  Reg.  U.S.  Pat.  Off. 
The  Upjohn  Company 
Kalamazoo.  Michigan 


COPYRIGHT  1961 , THE  UPJOHN  COMPANY 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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your 

medicine 


Geriatric  Vitamins— Minerals— Hormones— d-Amphetamine  Lederle 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  4*  metabolically  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
B12  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HC1  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  60  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPO*), 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO4),  5 
mg.  • Manganese  (as  MnC>2),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE,  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Volume  88,  August,  1961 


65 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS 


CONSIDER 


OF 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion, 


biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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spasm 


stasis 


IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


/ •• 
%••••* 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 


biliary/intestinal  stasis 

butabarbital  sodium 15  mg.  ('A  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/e  gr.) 


DECHOLIN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic  ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Vfc  gr.) 


DECHOLIN 


Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract... by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  mti 


AMES 

COMPANY,  INC 

Elkhart  • Indiana 
Toronto  • Canada 


new. . . 


prolonged 
antipruritic  action 
in  a pleasant- tasting 
chewable  tablet 

tacaryl 

chewable  tablets 

METHDILAZINE,  MEAD  JOHNSON 

prolonged  antipruritic  / antiallergic  action . . 
not  dependent  on  delayed  intestinal  release 


Itching  in  children  can  now  be  controlled  on  b.i.d.  dosage  with  a long-acting1 
antipruritic/ antiallergic  chewable  tablet  your  pediatric  patients  will  enjoy  taking. 

They  can  also  benefit  by  the  effectiveness  of  Tacaryl  Hydrochloride  in  controlling  symptoms 
in  a wide  variety  of  allergic  conditions,2  8 including  hay  fever  and  perennial  rhinitis. 

dosage:  One  Chewable  Tablet  (3.6  mg.)  twice  daily.  Adjustment  of  dose  or  interval  may  be  desirable  for  some  patients, 
contraindications:  There  are  no  known  contraindications. 


side  effects:  Drowsiness  has  been  observed  in  a small  percentage  of  patients.  Dizziness,  nausea,  headache,  and  dryness  of  mucous 
membranes  have  been  reported  infrequently. 

cautions:  If  drowsiness  occurs  after  administration  of  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride,  the  patient  should 
not  drive  a motor  vehicle  or  operate  dangerous  machinery.  Since  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride 
may  display  potentiating  properties,  it  should  be  used  With  caution  for  patients  receiving  alcohol,  analgesics  or  sedatives 
(particularly  barbiturates).  Because  of  reports  that  phenothiazine  derivatives  occasionally  cause  side  reactions  such  as 
agranulocytosis,  jaundice  and  orthostatic  hypotension,  the  physician  should  be  alert  to  their  possible  occurrence . . . though  no 
such  reactions  have  been  observed  with  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride, 
supplied:  Pink  tablets,  3.6  mg.,  bottles  of  100. 

references:  (1)  Lish,  P.  M.;  Albert,  J.  R.;  Peters,  E.  L.,  and  Allen,  L.  E.:  Arch,  internal,  pharmacodyn.  129: 77-107  (Dec.)  1960. 

(2)Howell,  C.  M.,  Jr.:  North  Carolina  M.  J.  27:194-195  (May)  1960.  (3)  Clinical  Research  Division,  Mead  Johnson  & Company. 

(4)  Wahner,  H.  W.,  and  Peters,  G.  A.:  Proc.  Staff  Meet.  Mayo  Clin.  45:161-169  (March  30)  1960.  (5)  Crepea,  S.  B.:  J.  Allergy  47:283-285 

(May-June)  1960.  (6)  Crawford,  L.  V.,  and  Grogan,  F.  T.:  J.  Tennessee  M.  A.  54:307-310  (July)  I960.  (7)  Spoto,  A.  P.,  Jr.,  and 

Sieker,  H.  O.:  Ann.  Allergy  75:761-764  (July)  I960.  (8)  Arbesman,  C.  E.,  and  Ehrenreich,  R.:  New  York  J.  Med.  67:219-229  (Jan.  15)  1961. 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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DILANTIN 


SODIUM  KAPSEALS® 


With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.1 2 To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,* 1 2 3  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 

■®  a half  months  of  observa- 
tion.” Dilantin  Sodium 
(diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in 
several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 
Gm.,  bottles  of  1 00  & 1 ,000. 
other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
forgrand  mal  and  psychomotor  seizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 
100.  for  the  petit  mal  triad:  Milontin®  Kapseals 

(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  • Celontin®  Kapseals  (methsuxi- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosage. 


HELPS  KEEP 
HIS  SEIZURES 
IH  CHECK 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Buchthal,  F.;  Svensmark,  O.,  & Schiller,  P.  J.:  Arch. 

Neurol.  2:624,  1960.  s*661 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 
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New  Creamalin' 

Antacid  Tablets 

Buffers  fast1 4 for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 
Has  superior  action  of  a liquid,  ivith  the 
convenience  of  a tablet5 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50, 100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoon  = l tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L. : J.  Am.  Pharm.  A. 

(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

LABORATORIES  of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.T.,  Jr.  ; Fisher.M.P., 

New  York  18,  N.Y.  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 
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GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 


with  St.  Pauls  Professional  Liability  Insurance 


Approved  Carrier  of  Medical  Society  of  Virginia 


1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman’s  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 


St.  Paul  Fire  and  Marine  Insurance  Co. 
St.  Paul  Mercury  Insurance  Co. 


VIRGINIA  OFFICE 

721  American  Bldg. 
Richmond  4,  Virginia 
Phone:  643-1828 

HOME  OFFICE 

385  Washington  Street, 
St.  Paul,  Minnesota 
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NEW  UNEXCELLED  TASTE 


$Raldrate 

SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
ch loral-hyd rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  RICHMOND  26,  VA. 


in  abdominal  distention 


Associated  with  air  swallowing,  functional  indigestion,  spastic 
colitis,  diverticulitis,  peptic  ulcer,  postoperative  gas. 


The  original  brand  of  methylpolysiloxane 


a gastrointestinal 

DEFROTHICANT* 

Air  swallowing,  abnormal  peristalsis  or  “nervous 
indigestion”  accelerates  foaming.  Foam  and  froth 
increase  the  volume  of  gastrointestinal  contents 
causing  discomfort. 

SI  LAI  N dispels  foam  and  froth 

Even  normal  peristalsis  may  produce  thick,  viscous 
foam  in  the  presence  of  gastric  mucin  and  gas  form- 
ing digestive  processes. 

SILAIN  reduces  increased  volume 

By  lowering  interface  cohesion,  Silain  breaks  down 
the  gas  bubbles  reducing  the  foam  to  a liquid. 

SILAIN  provides  fast  relief 

Relief  occurs  promptly  when  foam  is  broken— en- 
trapped gas  is  liberated  for  normal  absorption  or 
eliminated  by  belching  or  passing  flatus— volume 
decreases  immediately. 

SILAIN  is  safe 

A single  non-toxic  compound,  Silain  acts  physi- 
cally with  no  effect  on  gastrointestinal  motility. 

FORMULA:  Each  tablet  contains  50  mg  methylpolysiloxane. 

DOSAGE:  1 or  2 tablets  after  meals  or  more  frequently  if  necessary. 

AVAILABLE:  50  mg.  tablets  in  bottles  of  100. 

Clinical  trial  supply  on  request 

♦DEFROTHICANT— The  property  of  preventing  and  eliminating  foam. 

U.  S.  Patent  No.  2,951,011 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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in  peptic  ulcer,  hyperacidity,  heartburn 

Control  Gastric 

GAS  ACID 


DEFROTHICANT  ANTACID 


SILAIN-GEL  non-fatiguing,  fruit-mint  taste 

Releases  Gas— The  unique  physical  property  of  Silain  breaks 
the  frothy  bubbles  liberating  the  gas  for  elimination. 

Neutralizes  Acid— Specially  balanced  antacid  formulation  pro- 
vides efficient  neutralization. 

DOSAGE— 2 tablets  after  meals  and  at  bedtime.  The  safety  of  Silain-Gel  permits  administration  as  often 
as  necessary. 

FORMULA— Each  tablet  contains:  methylpolysiloxane  25  mg.;  magnesium  hydroxide  85  mg.;  co-precipi- 
tated  magnesium  carbonate  and  aluminum  hydroxide  282  mg. 

REFERENCES 

1.  Roth,  J.L.A.  and  Bockus,  H.L. : Aerophagia— Med.  Clin.  N.  Am.  SI:  1673  (Nov.)  1957 

2.  Alvarez,  W.C.:  Gas  in  the  Bowel:  An  Introduction  to  Gastroenterology;  Paul  B.  Hoeber, 
Inc.  Alvarez,  W.C.;  Syndrome  of  Reverse  Peristalsis:  Ibid 

3.  Barondes,  R.  de  R.  et  al:  The  Silicones  in  Medicine.  Mil.  Surg.  106: 378,  1950 

4.  Cutting,  W.:  Toxicity  of  Silicones.  Stanford  M.  Bull.  10:23  (Feb.)  1952 

5.  Dailey,  M.  and  Rider,  J.:  Silicone  Antifoam  Tablet  in  Gastroscopy.  J.A.M.A.  155:859 
(June)  1954 

6.  Rider,  J.A.  and  Moeller,  H.C.:  Use  of  Silicone  in  the  Treatment  of  Intestinal  Gas  and 
Bloating.  J.A.M.A.  17 4:2052  (Dec.)  1960 

7.  Rider,  J.A.:  Intestinal  Gas  and  Bloating:  Treatment  with  Methylpolysiloxane.  Am.  Pract. 
& Digest  Treat.  11:52  (Jan.)  1960 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 


Volume  88,  September,  1961 


9 


CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 

ANTORA-B... 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  “hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 


PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


JWayAa+td,  me. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 
GREENSBORO,  NORTH  CAROLINA 
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NEW 


Difnetapp  Extentabs 

let  your  sinusitis,  allergy  and  U.R.I.  patients  breathe  easier! 


dimetapp  Extentabs  contain  Dimetane®(parabromdylamine  [brompheniramine]  maleate)  12  mg., 
phenylephrine  HCI  15  mg.,  and  phenylpropanolamine  HCI  15  mg.,  a proved  antihistamine  and  two 
outstanding  decongestants.  The  dependable  Extentab  form  provides  sustained  relief  from  the 
stuffiness,  drip  and  congestion  of  sinusitis,  colds  and  U.R.I.  for  10-12  hours  with  a single  dose. 

RICHMOND  20,  VIRGINIA 
SEEKING  TOMORROW’S  WITH  PERSISTENCE 


A.  H.  ROBINS  CO.,  INC. 
MAKING  TODAY’S  MEDICINES  WITH  INTEGRITY 


Whatever  the  cause . . . 

belbarb  soothes 

the  agitated  mind  and 
calms  G-l  spasms 
M through  the 
H central  effect 
I ofphenobar- 
||  bital  and  the  mH 
'A  $/'  synergistic  action  ^ 
8jff<  of  fixed  proportions 
if  of  natural  belladonna 
I alkaloids  on  the  j 


Sedative— Antispasmodic 
20  years  of  clinical  satisfaction 


COMPOSITION:  Each  BelbarB 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  V*  gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 min.  Belbarb 
No.  2 same  as  Belbarb  except 
Vi  gr.  phenobarbital  for  more 
sedative  action. 


HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


& Company 

Richmond,  Virginia 


Charles  C. 
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WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion 


biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Eachtabletprovides:  Dehydrocholic Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts : 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb  a 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'®  is  a Squibb  trademark 
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^ ^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  stated*' 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  ~ 2.  Kampmeier,  R.  Hi  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ••  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

I>  pcpqrpli  Pnii  nril  ® 4-  Sebrell.  W.  H : Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 
i\C3caiu  VjUUiltii.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  6.0verholser,  W.,  and  Fong.  T.C.C.  inStieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 

plasma;  and' the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a , 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8, 1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . . There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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m Grs.  Ea. 
FLAVORED 


I 

Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- 1%  grain  flavored 
tablets— Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


s BAYER 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18.  N.  Y. 
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couglied? 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.T 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.J 

Pyrilamine  Maleate .12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  j antihistamine 
nasal  decongestant ! expectorant 


Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•i  i Da+  o Ann 


T^here’s  a lot  of  satisfaction  in  pointing  out  some- 
1 thing  good  to  a friend.  That’s  why  it  sometimes 
happens  that  one  cigarette  out  of  a pack  of  Dual  Filter 
Tareytons  never  does  get  smoked. 

People  open  it  to  show  its  remarkable  Dual  Filter 
containing  Activated  Charcoal.  They  may  not  know 
why  it  works  so  well,  but  they  do  know  this:  it  brings 
out  the  best  taste  of  the  best  tobaccos.  Yes,  Tareyton 
delivers  the  flavor  . , . and  the  Dual  Filter  does  it! 

Try  a pack  of  Dual  Filter  Tareyton.  We  believe  the 
extra  pleasure  they  bring  will  soon  have  you  passing 
the  good  word  to  your  friends. 


Tareyton  delivers  the  flavor  . . . 
DUAL  FILTER  DOES  IT! 

HERE’S  HOW:  1.  It  combines  a 
unique  inner  filter  of  ACTIVATED 
CHARCOAL  . . . definitely  proved  to 
make  the  taste  of  a cigarette  mild  and 
smooth  . . . 


2.  with  a pure  white  outer  filter.  To- 
gether they  select  and  balance  the 
flavor  elements  in  the  smoke.  Tareyton’s 
flavor-balance  gives  you  the  best 
taste  of  the  best  tobaccos. 


DUAL  FILTER  1 U/OyiU/C 

Product  of  i/Iz  i^Luxiean  c /orfajoeo-Earrysary^^—  c /olaeeo-  is  our  middle  name  © a.  r.  Co, 
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Increasingly... 

the 

trend  is  to 


in  otitis  media 


New  evidence* demonstrates  the  effectiveness  of  Terra- 
mycin in  otitis  media  . . . another  reason  for  the  trend 
to  Terramycin. 

In  a series  of  41  cases  of  otitis  media,  Terramycin  not 
only  “was  often  successful  where  other  antibiotics 
had  failed,”  but  also  showed  that  “it  is  extremely  well 
tolerated”;  oral  dosage  for  infants  was  250  to  375 
mg.  daily,  for  children,  500  mg.  to  1 Gm.  In  many 
instances,  oral  therapy  was  preceded  by  intramus- 
cular injection  of  Terramycin. 

The  authors  concluded  that  “there  is  good  reason 
to  consider  it  [Terramycin]  one  of  the  most  effective 
agents  for  treatment  of  infection  of  the  upper  respira- 
tory tract.” 

These  findings  confirm  the  continuing  vitality  and 
broad-spectrum  dependability  of  Terramycin,  as  re- 
ported through  more  than  a decade  of  extensive  clini- 
cal use. 


In  brief  l 


SYRUP  PEDIATRIC  DROPS 

125  mg.  per  tsp.  and  5 mg.  per  drop  (100  mg./cc.),  respectively 

deliciously  fruit-flavored  aqueous  dosage  forms  — 
conveniently  preconstituted 


Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily  practice 
is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  order 
of  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  are  rare.  Aluminum 
hydroxide  gel  may  decrease  antibiotic  absorption 
and  is  contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
Terramycin— versatility  of  dosage  form: 

TERRAMYCIN  Capsules- 

250  mg.  and  125  mg.  per  capsule — 
for  convenient  initial  or  maintenance 
therapy  in  adults  and  older  children 
TERRAMYCIN  Intramuscular  Solution— 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — preconsti- 
tuted, ready  to  use  where  intra- 
muscular therapy  is  indicated 


Science  jar  the  world's  well-being ® 


Dear  Doctor: 

Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms— that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
excipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  before  and  after  this  change.  We  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 


The  following  table  indicates  the  former  name  and  the  current  name  of  Terramycin 
systemic  preparations: 

FORMERLY  NAMED  NOW  NAMED 


Cosa-Tferramycin®  Capsules 

Teppamycin®  Capsules* 

Cosa-Terrabon®  Oral  Suspension 

Teppamycin  Syrup 

Cosa-Terrabon  Pediatric  Drops 

Teppamycin  Pediatric  Drops 

and  simpler  names  for  these  Terramycin-ccnttaining  fcmmdations: 


Cosa-Terrastatin®  Capsules 

Teppastatin®  Capsules 

Cosa-Terrastatin  for  Oral  Suspension 

Teprastafcin  for  Oral  Suspension 

Cosa-Terracydin®  Capsules 

T&ppacydin®  Capsules 

. . . and  these  names  remain  imchanged: 

Teppamycin  Intramuscular  Solution 

Teppamycin  Intravenous 

*Tenamycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— another  reason  for  the  trend  to  Terramycin . 
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Lifts  depression.. 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety! 

Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
- they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliography  (13  clinical  studies,  858  patients) :1.  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  - Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilote)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  1.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 

20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 

Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 

J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 

conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol4 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition : 1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HC1)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES / Cranbury,  N.  J. 


CD-2843 


when  your  patient  needs 
a potent  steroid . . . simplified  control 
of  subacute  or  chronic  disease . . . 


TRIAMCINOLONE 


Diacetate  Parenteral  Suspension  Lederle 


highly  effective  repository  action  with  single, 
or  infrequent,  I.M.  injections 


Single  I.M.  doses  of  ARISTOCORT  FORTE  4 to  7 times  the  usual  daily  oral 
dose  can  control  symptoms  4 to  7 days,  or  even  longer  — sometimes  up  to  4 weeks 
in  responsive  conditions. . . . Total  amount  of  steroid  required  is 


often  less  than  with  oral  forms.  Thus,  steroid  side  effects  are 
minimized.  Another  advantage  of  ARISTOCORT  FORTE  : may 
be  given  through  a small-gauge  needle,  causing  the  patient  no 
discomfort . . . plus  the  special  advantages  of  triamcinolone. 


INDICATIONS : Asthma  and  other  allergies,  including  allergic  rhinitis, 
hay  fever,  drug  reactions ; dermatoses,  including  psoriasis,  poison  ivy, 
urticaria,  atopic  eczema,  pruritus ; rheumatoid  arthritis  and  other 
musculoskeletal  conditions. 

ARISTOCORT  FORTE  Parenteral  — a suspension  of  40  mg./cc.  of 
triamcinolone  diacetate  micronized  in:  polysorbate  80  USP  . . . 0.20%; 
polyethylene  glycol  4,000  USP  . . . 3%  ; sodium  chloride  . . . 0.85%  ; 
benzyl  alcohol . . . 0.90%  ; water  for  injection  q.s. . . . 100%  ; 
hydrochloric  acid  to  approx.  pH  6. 

Not  For  Intravenous  Use 

Request  complete  information  on  indications,  dosage,  precautions  and 
contraindications  from  your  Lederle  representative,  or  write  to 
Medical  Advisory  Department. 


LEDERLE  LABORATORIES 

A Division  of  AMERICAN  CYAN  AM  ID  COMPANY,  Pearl  River,  New  York 


COPB.©  1932  JAMES  THUABER 


For  a better  way  to  treat  headache, 
prescribe  ImncoAJmr 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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benzthiazide 


in  edema 
and  hypertension 
achieves  82%  of 
its  diuretic  effect 
in  six  hours1 

(NaClex  works  fast.  Does  its  work  quickly, 
[thoroughly,  safely— then  lets  your  patient 
;rest.  Completes  82%  of  its  excess  fluid  loss 
[within  6 hours,  over  96%  within  12  hours1 
. . an  unsurpassed  potency.  Useful  also  in 
long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension; 
50  mg.  tablets. 

1.  Ford,  R.  V.:  “Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic:  Benzthiazide,’’ 
Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write: 

A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia 


.Available  in  Canada  under  the 
k trade  name  ExNa. 

■ 

■ . ..-Sr, 
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NOW  ON  WRVA  Richmond  1140  on  your  dial 

DAILY  MONDAY  THRU  FRIDAY  AT  11:53  A.M. 

WTAR  Norfolk  790  ON  YOUR  DIAL 

DAILY  MONDAY  THRU  FRIDAY  AT  9:55  A.M. 

WDBJ  Roanoke  960  on  your  dial 
DAILY  MONDAY  THRU  FRIDAY  AT  12:15  P.M. 


Radio’s  Most  Instructive 
Health  Education  Program 

“DOCTOR’S 
HOUSE  CALL” 


FEA  TURING  DR.  JAMES  ROGERS  FOX  IN 
AN  INTERESTING  AND  INFORMATIVE 
RADIO  PROGRAM  THAT  WILL  HELP  TO 
CREA  TE  A BETTER  UNDERSTANDING  BY 
THE  PUBLIC  AND  A BETTER  INFORMED 
APPRECIATION  OF  THE  IMPORTANCE 
OF  EARL  Y DISCOVERY  AND  ADEQUATE 
TREATMENT  OF  THEIR  HEALTH  PROB- 
LEMS BY  THEIR  PHYSICIAN.  DR.  FOX 
IS  PRESENTED  IN  COOPERA  TION  WITH  THE  AMERICAN  MEDICAL 
ASSOCIATION  AND  YOUR  LOCAL  MEDICAL  SOCIETY.  THE  MED- 
ICAL CONTENT  OF  THIS  PROGRAM  HAS  BEEN  AUTHENTICATED 
BY  THE  AMA  S PHYSICIANS  ADVISORY  COMMITTEE  FOR  RADIO. 


Each  of  these  programs 
ends  with  Dr.  Fox’s  advice — 

“Consult  Your  Physician” 


PEOPLES  SERVICE  DRUG  STORES 
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to  more  completely  control  the 
symptoms  of  the  common  cold 

Conframal-CP 

For  your  patients  suffering  from  colds,  respiratory  disorders  and  allergic  states,  you  will 
find  CONTRAMAL-CF  an  orally  effective  DECONGESTANT,  ANALGESIC,  ANTIPYRE- 
TIC and  ANTIHISTAMINIC.  The  inclusion  of  Tristamine*  and  Phenylephrine  Hydrochlo- 
ride with  the  basic  CONTRAMAL  formula  is  designed  to  provide  . . . MORE  complete 
control  of  the  common  cold! 


* T ristamine..  .(triple- A ntihistamines  ) 
by  Physicians  Products  Company 
contains  Chlorpheniramine  Maleate 

1.25  mg.,  Phenyltoloxamine  Citrate 

6.25  mg.,  and  Pyrilamine  Maleate 
12.5  mg. 


CONTRAMAL-CP  . 

. .each 

orange  capsule  contains: 

Acetyl-p-aminophenol 

> 

325  mg. 

Salicylamide 

225  mg. 

Caffeine 

30  mg. 

Phenylephrine  Hydrochloride 

1 0 mg. 

Homatropine  Methylbrcmide 

2.5  mg. 

T ristamine* 

20  mg. 

Supplied — bottles  100  and  1 

000  capsules 

PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 


effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored. ..readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CREMOSUXIDINE  is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME,  division  of  merck  & co„  Inc.,  west  point,  pa. 
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in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 

SUPPLIED:  Capsules,  each  containing: 
Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Albamycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  a few 
cases  of  leukopenia  and  agranulocytosis  have 
been  reported  in  patients  treated  with 
Albamycin.  These  side  effects  usually  disap- 
pear upon  discontinuance  of  the  drug. 
CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminlc  agents 
develop. 

• Trademark,  Reg.  U.  S.  Pat.  Off.  June,  1961 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

q does  not  produce  ataxia,  stimulate  the 
" appetite  or  alter  sexual  function 

0 no  cumulative  effects  in  long-term  therapy 

a does  not  produce  depression,  Parkinson-like 
^ symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
^ normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.f.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 

unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  MEPRO$PAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate). 

•trade-mark 


Miltown 

meprobamate  (Wallace) 


^ WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-4730 
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Perhaps  you  have  hesitated  to  prescribe  the 
benefits  of  a topical  steroid  because  of  con- 
cern about  effectiveness  or  high  cost. 

Perhaps  you  have  felt  that  the  usual  packag- 
ing of  topical  steroids  provides  inadequate, 
uneconomical  quantities  to  suffice  for  a com- 
plete course  of  treatment. 

If  any  of  these  considerations  reflects  your 
thinking,  we  believe  you  will  be  interested  to 
learn  that  a truly  effective  and  reasonably 
priced  topical  steroid  now  is  available  for 
your  patients  with  dermatologic  disorders... 
Diloderm™  Cream  (brand  of  dichlorisone 
acetate). 

As  to  effectiveness,  here  is  what  a recent  re- 
port* stated  on  the  use  of  Diloderm  in  53 
cases  of  poison  ivy  dermatitis:  “A  satisfac- 
tory response... was  seen  in  all  cases.  There 
were  no  cases  of  primary  irritation  or  other, 
side  effects. . . .” 

As  a matter  of  fact... you  will  find  not  only 
that  Diloderm  Cream  is  exceptionally  bene- 
ficial in  a wide  variety  of  dermatoses  respon- 
sive to  topical  steroids,  but  also  that  it  costs 
less  in  most  instances  than  generic  hydro- 
cortisone creams.  In  addition,  Diloderm  af- 
fords even  greater  savings  over  other  topical 
steroids.  Actually,  the  15  Gm.  tube  of 
Diloderm  Cream  costs  less  than  virtually  all 
all  other  topical  steroid  preparations  now 
prescribed. 

As  a matter  of  economy... the  15  Gm.  tube  of 
Diloderm  is  ideally  suited  for  the  treatment 
of  large  skin  areas  or  extensive  lesions.  It 
covers  more  with  less  waste;  it  provides  three 
times  as  much  medication  for  only  slightly 
more  than  double  the  cost  of  a small  5 Gm. 
tube  of  unbranded  hydrocortisone. 

We  believe  your  patients  with  dermatoses 
will  appreciate  the  significant  savings 
Diloderm  Cream  affords,  and  that  you,  too, 
will  agree . . . Diloderm  in  the  15  Gm.  tube  is 
effective,  economical  in  price,  and  even  more 
economical  in  use. 

Also  available : Diloderm  Cream,  5 Gm.  tube ; Neo- 
Diloderm®  Cream  0.25%,  5 and  15  Gm.  tubes  ; Diloderm 
and  Neo-Diloderm  Foam,  10  Gm.  dispensers;  Diloderm 
and  Neo-Diloderm  Aerosols,  50  Gm.  containers. 

*Gant,  J.  Q.,  Jr. : M.  Ann.  District  of  Columbia  30  :267» 
1961. 


If 

concern  about 
effectiveness  or 
high  cost  has 
kept  you  from 
prescribing 
any  topical 
steroid ... 

THESE  FACTS 
MAY  CHANGE 
YOUR  MIND 


For  complete  details,  consult  latest  Schering  literature  available  from  your  Sobering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  New  Jersey. 

S-866 


vertigo  is  reversible 


M/ve  it  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients1 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


And  for  your  aging  patients— 
NE0B0N®  Capsules 
five-factor  geriatric  supplement 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


I 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 


LIBRIUM®  Hydrochloride  — 7 -ch loro -2  -methylammo- 
5*phenyl-3H-1.4-benzodiazepine  4-oxide  hydrochloride 


LABORATORIES  Division  of  Hoffmann-La  Roche  Inc. 
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restore 
vitality  to 

u the  under-par 
child”* 


Zentron 


Zentron 


• comprehensive  liquid  hematinic 


corrects  iron  deficiency  • restores  healthy  appetite  • helps  promote  normal  growth 

*undenceight,  easily  fatigued , anorexic — because  of  mild  anemia 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi) . . . 1 mg. 

Riboflavin  (Vitamin  Bo) 1 mg. 

Pyridoxine  Hydrochloride  (Vitamin  Be)  . . 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  ....  1 mg. 

Nicotinamide 5 mg. 


Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 

Usual  dosage:  Infants  and  children — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
one  to  three  times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably 
at  mealtime)  three  times  daily. 

Zentron™  (iron,  vitamin  B complex,  and  vitamin 
C,  Lilly)  H9349 
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LOMOTIL 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

lowers  motility 

controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & co. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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Third  Decade  of  Nursing 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


ST.  HIKE’S  HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH.  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 
JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JP..,  M.D. 
JOSEPH  W.  COXE  III,  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 


Urology 

CHAS.  M.  NELSON.  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 
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• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  — Intermediate  Care Inspection  Invited 

AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 


Dial 

MIlton  3-2777 


• 67  Simmons  Hospital  Bed  Capacity 

• Automatic  Litter-Size  Elevator 

• Rates  Start  From  $60  Weekly 

• Private  and  Multiple  Rooms — toilets 


Bernard  Maslan 
Administrator 


Terrace  Hill  Nursing  Home 

Inc. 

— • Sprinkler  and  "Atmo"  System  Equipped  • 


2112  Monteiro  Ave. 
Richmond  22,  Va. 


GUI  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 


Roanoke,  Virginia 


STAFF 


Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 


RESIDENT  STAFF 

Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 
Dr.  S.  A.  Milewski 


Lewis  M.  Simpson 
(Business  Manager) 


Bobbie  Boyd  Lubker,  M.A. 
(Speech  Therapist) 


A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  Fa  ci  o-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 


The  Hospital  offers  a three  year  residency  in  Ophthalmology  to  a graduate  of  an  approved  medical  school, 
who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  D ur wood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 

Ophthalmology,  Otolaryngology: 
W.  L.  Mason.  M.D. 

J.  Warren  Montague,  M.D. 

Anesthesiology: 

William  B.  Moncure.  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges.  M.D. 

L.  O.  Snead.  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


ST.  ELIZABETH’S  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  M edicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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RICHMOND 
EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 
THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JULIA  WAGNER  WATERS,  R.N.,  Administrator 
408  North  12th  Street 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

dLo 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommcdations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


in 

Richmond 


Member  Federal  Deposit  Insurance  Corp, 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere— so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a’compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff"  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  J 955  H.N.  Alford,  Atlanta,  Co. 
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jUpPdlflCfjtfttl  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with' ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 
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TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz  Dr.  Amelia  G.  Wood 


CHESTNUT  HILL  MEDICAL  BUILDING 


Two  air-conditioned  suites  immediately  available  on 
first  floor — approximately  800  square  feet  each. 
Centrally  located  in  fastest  growing  residential  sec- 
tion of  Lynchburg.  . . . Convenient  to  bus  lines, 
plenty  of  free  parking  space  in  addition  to  private 
Darking  lot.  Two  Dentists  located  on  second  floor 
for  six  years.  Immediate  occupancy  after  Septem- 
ber 17,  1961.  Ideal  location  for  Pediatrician,  Ob- 
stetrician, General  Practitioner,  Psychiatrist  or  EENT 
Specialist.  Reasonable  rental.  For  information  call 
or  write: 

G.  A.  Costan 
P.O.  Box  4215 
Lynchburg,  Virginia 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 
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Day  and  night- 
less wheezing, 
coughing,  labored 
respiration  in 

chronic  bronchitis 
and  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HC1  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 

New 

ISUPREL 

compound 

ELIXIR 


LABORATORIES 
New  York  18,  N.Y. 


Volume  88,  September,  1961 
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Digital 

in  its  completeness 
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PILLS 


Digitalis 

( Davies.  Rose  I 

0.1  Gram 

W1 «.  1 V4  grains) 
CAUTION:  Federal 
law  prohibits  dispens- 
ing without  prescrip- 
tion. 

6»»IU.  ROSE  l CO  ltd 
Bottta  Mju  USA 


t 

i 

jl 

:l 

\i 

lr 
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Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


Every  Virginia  Doctor  Should 
Hare  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


A Symbol 
to  Support . • . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery  of 

Acne 


Brasivol 


has  a gentle  abrasive  action  that  attacks  the  acne  lesion  simply  and  directly. 

It  maintains  the  mild  desquamation  so  essential  to  the  successful  acne  regime. 

Helps  open  plugged  pores,  reduce  pustules  and  blackheads, 
control  oiliness.  Helps  minimize  postacne  scars.  The  patient  simply  applies  Brasivol 
abrasive  cleanser  2 or  3 times  daily,  and  rinses.  Ritual  helps  relieve 
urge  to  squeeze  pimples.  Cooperation  is  enhanced 
because  results  are  readily  seen  and  felt.  Safety  and  success  are 
supported  in  over  10  years  of  clinical  studies  on 
thousands  of  acne  cases.  Brasivol  (pat.  pend.) 
...  contains  precisely  sized  abrasive  particles 

(fused  aluminum  oxide)  and  hexachlorophene  1%, 
in  a detergent  and  drying  base.  Compatible 
with  other  therapeutic  measures. 

Write  for  starter  samples  anti  literature 


(STIEFEL) 

LOGICAL  DERM  ATO  LOG  tCALS — since  mi 

® 1960  STIEFEL  LABORATORIES,  INC. 

Oak  Hill,  New  York 

CANADIAN  REPRESENTATIVE: 

W1NLEY-MORRIS  CO.,  LTD.,  Montreal  29,  Quebec 


Brasivol  Fine 


Brasivol  Rough 


Brasivol  is  supplied  in  3 abrasive  grades, 
permitting  gradual  intensification  of  abrasive 
action  as  the  acne  improves.  Also,  Brasivol 
Base  (abrasive  free)  now  available  for  acute 
inflammatory  cases. 

Jars  of  Brasivol  Base  5 oz. ; Brasivol  Fine 
5)4  oz. ; Brasivol  Medium  6)4  oz. ; Brasivol 
Rough  7 oz. 


ABRASION  THERAPY  FOR  ACNE 

in  certain  other  countries  Brasivol  is  available  as  DENCO-BRAS ™ 


references:  . 

sapersteln,  r.  b.:  Treatment  of  Acne  with  Long  Term 
Continuous  Abrasion.  A.M.A.  Archives  of  Derm.  81:  601, 
April  1960. 

REES,  R.  B ; BENNETT,  J.  H.;  GREENLEE,  M.  R.:  Newer 
Drug  Treatment  in  Dermatology,  Cal.  Med.,  91:1,  July 
1959. 

Sulzberger,  m.  b.  a witten,  v.  h.:  The  Management  of 
Acne  Today.  Med.  Clinics  of  No.  America,  43:3,  May  1959. 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 

assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 

Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) ....  25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Mever  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand , where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  P.O.  Box  2184,  Fullerton,  Calif. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 
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POWERFUL  DIFFERENCE 


...motion- stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 


With  the  G-E  Patrician  “200”  diagnostic  x-ray 
package,  you  can  enjoy  savings  and  still  not 
sacrifice  needed  power.  This  is  important.  For, 
only  ample  x-ray  output  will  assure  you  ex- 
posure speed  sufficient  to  overcome  common 
motion-blurring  problems.  The  Patrician  com- 
bination provides  this  and  more  in  every  detail 
for  radiography  and  fluoroscopy.  For  example: 
full-size  81"  tilting  table  . . . independent  tube- 
stand  . . . counterbalanced  (not  counterpoised) 
fluoroscopic  screen  or  spot-film  device  . . . fine 
focus  x-ray  tube  . . . fluoroscopic  shutter-limit- 
ing device  to  confine  radiation  to  screen  area 


. . . automatic  x-ray  tube  overload  protection. 

Ask  about  renting:  Through  the  G-E 
Maxiservice®  plan,  you  can  have  this  com- 
plete Patrician  “200,”  plus  maintenance,  parts, 
tubes,  insurance,  and  paid-up  local  taxes  — 
all  wrapped-up  by  a modest  monthly  fee. 
Details  available  from  your  G-E  x-ray  repre- 
sentative listed  below. 


Tbogress  Is  Our  Most  Important  T3roduct 

GENERAL®  ELECTRIC 


DIRECT  FACTORY  BRANCHES 


BALTIMORE  ROANOKE 

3012  Greenmount  Ave.  • HOpkins  7-5340  515  Norfolk  Ave.,  S.W.  • Diamond  3-6209 

NORFOLK 

Room  707,  Medical  Tower  Bldg.  • 400  Gresham  Drive  WASHINGTON,  D.  C. 

MAdison  5-0561  Silver  Spring,  Md.,  8710  Georgia  Ave.,  N.W. 

RICHMOND  JUniper  9-4355 

3425  W.  Leigh  St.  • ELgin  9-5059 
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A new  drug 

that  works  in  a new  way 
to  control  hlood  pressure 
without  serious  side  effects 


Capla  acts  centrally 
at  the  brainstem  vasomotor  center 


Capla  reduces  blood  pressure  by  act- 
ing predominantly  at  the  brainstem 
vasomotor  center;  is  not  a ganglionic 
blocker.  It  produces  no  depression, 
no  postural  hypotension,  no  nasal 
congestion,  no  gastric  hyperacidity. 
Transient  drowsiness  sometimes  oc- 
curs, usually  at  higher  dosage. 


Proved  effective  in  clinical  use 

Capla  reduces  both  systolic  and  di- 
astolic pressure  usually  in  propor- 
tion to  pre-therapy  levels.  Patients 
on  Capla  often  report  a mild  calm- 
ing effect.  Capla  has  proved  excep- 
tionally well  tolerated  in  clinical  use 
and  has  no  known  contraindications. 


recommended  dosage:  one  tablet  3 or 
V therapy  4 times  daily,  before  meals  and  at  bed- 

3 highly  effective  for  time.  Dosage  should  be  adjusted  to  in- 

ate  hypertension.  In  dividual  requirements. 

, composition:  each  white,  scored  tablet, 

ises,  it  can  be  com-  contains  300  mg  of  Capla  (mebuta. 

reties  or  peripherally  mate,  Wallace), 

ertensives.  supplied:  bottles  of  100  tablets. 

Literature  and  samples  to  physicians  on  request. 


Central  Acting  Pressure  Lowering  Agent 

Wallace  Laboratories,  Cranbury,  New  Jersey 


CLINICAL  & PHARMACOLOGICAL  REPORTS  1.  Berger, 
F.  M.,  and  Margolin,  S.:  A Centrally  Acting  Blood  Pressure 
Lowering  Agent  (W-583).  Fed.  Proc.  20:113  (March)  1961. 
2.  Diamond,  S„  and  Schwartz,  M.  Scientific  Exhibit  at  III. 
State  Med.  Soc.  Chicago,  (May)  1961.  3.  Douglas,  J.  F. 
Ludwig,  B.  J.,  Ginsberg,  T.  and  Berger,  F.  M.:  Studies  on 
W-583  Metabolism.  Fed.  Proc.  20:113  (March)  1961.  4. 
Duarte,  C , Brest,  A.  N.,  Kodama,  R.,  Naso,  F.,  and  Moyer, 
J.  H.:  Observations  on  the  Antihypertensive  Effectiveness 
of  a New  Propanediol  Dicarbamate  (W-583).  Curr.  Ther. 


Res.,  2:148-52  (May)  1960.  5.  DuChez,  J.  W„  Scientific  Ex- 
hibit at  Amer.  Academy  of  Gen.  Practice,  Miami,  (April) 
1961.  6.  Kletzkin,  M„  and  Berger,  F.  M.:  A Centrally  Acting 
Antipressor  Agent.  Fed.  Prod.  20:113  (March)  1961.  7. 
Mulinos,  M.  G.,  Scientific  Exhibit  at  Amer.  Coll.  Card.  New 
York,  (May)  1961.  8.  Mulinos,  M.  G.,  Saltefors,  S.,  Boyd, 
L.  J.  and  Cronk,  G.  A.:  Human  Pharmacology  Studies  with 
W-583.  Fed.  Proc.  20:113  (March)  1961.  9.  Shubin,  H„  Sci- 
entific Exhibit,  Amer.  Coll.  Card.  New  York,  (May)  1961. 


NOUNCI 


is  pharmaceutical 
advertising 
really 

“advertising”? 

of  course  it  is,  though  some  have  called  it 

“education”  . . . not  really  “advertising.” 

Of  course  it’s  “advertising”. . . a frankly  competitive  activity  of  the  Ameri- 
can private  enterprise  system  to  which  this  industry  belongs.  Of  course  it’s 
“advertising”. . .created  in  the  hope  of  getting  the  physician  to  note  and  read; 
of  persuading  him,  by  setting  forth  proven  indications  and  advantages,  to 
learn  about  a drug;  and  of  thereby  helping  him  alleviate  suffering  or  cure  dis- 
ease by  prescribing  it. 

“Advertising”?  Surely!  BUT  indisputably  different  from  any  other  adver- 
tising in  the  world  (which  is  just  what  has  led  people  to  devise  various  dif- 
ferent names  for  it).  For  in  its  proper  role  it  communicates  the  vital  information 
. . . good,  bad,  and  indifferent  . . . and  it  keeps  the  physician  abreast  of  each 
useful  new  clinical  application  and  each  new  danger  revealed  during  increas- 
ing use  of  the  drug. 

There's  been  a lot  of  talk  about  “over-advertising",  and  there  may  have  been 
occasional  excesses.  But  consider  the  potential  dangers,  in  this  era  of  astonishing 
new  drugs,  of  "under-advertising”.  . . in  view  of  the  complexity  of  modern  drug 
therapy;  the  lag  of  6 to  more  than  18  months  before  the  appearance  of  defini- 
tive medical  articles  on  new  drugs;  and  the  fact  that  there  is  no  other  source  of 
such  comprehensive  information  about  a new  agent  as  the  company  that  ran  it 
through  the  crucial  gauntlet  of  animal  pharmacology  and  clinical  investigation. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  drugs. 
For  additional  information,  please  write  Pharmaceutical  Manufacturers  Associa- 
tion, 1411  K Street,  N.W.,  Washington  5,  D.C. 
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Guest  Editorial 


The  Handicapped  Child  in  Virginia 

'"T1EN  YEARS  AGO  the  author  had  the  pleasure  of  preparing  an 
editorial  for  the  Virginia  Medical  Monthly  on  "The  Nemours 
Foundation  and  Its  Program  for  Crippled  Children”.  This  was  on  the 
occasion  of  the  first  Virginia  Conference  sponsored  by  the  Nemours 
Foundation.  It  was  held  at  the  Medical  College  of  Virginia  on  September 
27-28,  1951.  Since  this  time  much  has  happened  in  the  development  of 
the  services  for  Virginia’s  handicapped  children,  and  the  Nemours  Founda- 
tion has  had  a small  part  in  this  development.  On  November  8 and  9 
the  first  Virginia  Regional  Conference  on  Handicapped  Children  sponsored 
by  the  Nemours  Foundation  will  be  held  in  Norfolk.  This  will  be  ar- 
ranged for  by  the  Junior  League  of  Norfolk  and  Virginia  Council  on 
Health  and  Medical  Care.  It  will  be  a meeting  to  point  up  the  needs  for 
better  services  in  Tidewater  Virginia  and  to  lay  plans  for  action. 

In  the  1951  editorial,  the  work  of  the  Nemour’s  Foundation,  founded 
in  1936  under  the  will  of  Mr.  Alfred  I.  duPont,  was  described  as  a living 
memorial  to  Mr.  duPont  which  would  perpetuate  his  memory  and  would 
be  "shared  in  by  thousands  of  young  handicapped  boys  and  girls  who,  on 
account  of  it,  will  be  enabled  to  live  fuller  and  more  useful  lives.”  This 
second  editorial  will  deal  principally  with  what  the  Nemours  Foundation 
has  done  directly  and  indirectly  in  Virginia  in  the  last  ten  years  to  give 
to  so  many  of  your  handicapped  children  fuller  and  more  useful  lives. 

Following  the  first  conference  in  1951  which  was  a conference  to  dis- 
cuss services  and  needs,  conferences  were  held  in  1952  at  the  University 
of  Virginia  on  "Speech  and  Hearing”,  in  1953  in  Richmond  on  "The 
Growth  and  Development  of  the  Crippled  Child”,  and  in  195  5 in  Roanoke 
on  "The  Emotionally  Disturbed  Child”.  In  1951  the  Virginia  Council 
on  Health  and  Medical  Care  appointed  a Coordinating  Committee  on 
Crippled  Children’s  Services,  which  committee  appointed  the  following 


five  subcommittees:  Speech  and  Hearing,  Seizure  Control,  Rheumatic 
Fever  and  Cardiac  Conditions,  Orthopaedic  and  Polio  Conditions  and 
Cerebral  Palsy.  From  the  meetings  of  these  committees  have  come  recom- 
mendations and,  in  many  instances,  recommendations  followed  by  action 
for  improving  and  extending  specific  services.  In  addition  there  has  been 
an  Advisory  Committee  to  the  Council  and  a Governor’s  Overall  Advisory 
Council  on  Needs  of  Handicapped  Children.  Behind  the  conferences  and 
activities  of  these  committees  has  been  the  Executive  Director  of  the 
Council  on  Health  and  Medical  Care,  Mr.  Edgar  J.  Fisher,  Jr.,  without 
whom  the  success  of  this  program  would  not  be  what  it  is  today  and  also 
without  whom  the  Council  would  not  be  occupying  the  high  place  of 
esteem  and  respect  it  now  holds  in  Virginia  and  in  the  whole  United 
States. 

After  having  held  four  successful  statewide  conferences,  it  was  decided 
by  the  Coordinating  Committee  of  the  Virginia  Council  that  the  funds 
made  available  by  the  Nemours  Foundation  for  meetings  could  be  more 
profitably  spent  and  more  people  interested  by  financing  sessions  on  the 
handicapped  child  at  annual  state  meetings.  The  first  three  of  these 
sessions  were  held  in  195  6;  there  have  now  been  a total  of  thirty-four 
such  sessions  in  the  annual  meetings  of  ten  organizations.  For  the  last 
six  years  these  sessions  have  been  a regular  feature  of  the  annual  meetings 
of  the  Visiting  Teachers  of  the  State  Department  of  Education,  of  the 
Virginia  Conference  on  Social  Work  and  of  the  Virginia  Public  Health 
Conference.  In  addition  four  such  annual  sessions  have  been  held  in 
the  annual  meetings  of  the  Federation  of  Women’s  Clubs  and  of  the 
Virginia  Academy  of  General  Practice.  There  have  also  been  sessions 
held  at  the  annual  meetings  of  the  State  Department  of  Mental  Hygiene 
and  Hospitals,  the  Virginia  Speech  and  Hearing  Association,  The  Medical 
Society  of  Virginia,  the  Virginia  Personnel  and  Guidance  Association,  and 
the  Department  of  Special  Education  of  the  Virginia  Education  Associa- 
tion. Attending  these  special  sessions  from  195  6 to  1961  and  the  four 
conferences  from  1951  to  1955  have  been  approximately  9,600  persons 
who  have  listened  to  sixty-one  speakers  of  national  eminence.  Out  of 
these  meetings  have  come  nine  publications  prepared  and  edited  by  the 
Virginia  Council  on  Health  and  Medical  Care  and  financed  by  the  Foun- 
dation. These  publications  have  had  a widespread  distribution  throughout 
the  State.  The  intangible  results  of  these  conferences  and  meetings  un- 
doubtedly have  been  great.  This  has  been  the  Foundation’s  program  of 
communication  in  Virginia. 

The  Foundation  has  sponsored  this  same  type  of  program  in  other 
Southern  States.  Since  1949,  sixty-seven  conferences  and  sixty-two  special 
sessions  of  annual  meetings  have  been  held  in  fifteen  Southern  States,  but 
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in  no  state  has  the  program  been  as  effective  and  extensive  as  it  has  been 
in  Virginia.  In  eleven  of  the  fifteen  states  there  has  been  a Coordinating 
Committee  established  following  the  first  conference  which  has  been  the 
continuing  group  for  the  Foundation’s  activities.  The  total  number  of 
publications  of  conference  transactions  for  all  states  is  now  forty-five. 
In  addition  to  the  publication  of  transactions,  the  Foundation  has 
sponsored  two  State  Bulletins  on  the  Flandicapped  Child,  six  Directories 
of  the  Services  for  the  Handicapped  Child,  and  many  other  publications, 
particularly  those  dealing  with  health  careers. 

The  writer  has  been  asked  many  times  what  he  thinks  the  results  have 
been  of  our  Southern  States  Conference  Program.  At  the  Virginia  Public 
Health  Conference  in  1960,  he  made  the  following  statement,  "The  good 
results  of  these  conferences  have  been  very  apparent  in  many  states.  New 
programs  have  been  started,  facilities  have  been  built,  many  legislatures 
have  increased  appropriations  for  services,  and,  in  general,  more  money 
has  become  available.  However,  it  is  your  speaker’s  feeling  that  the 
greatest  good  which  has  come  from  this  conference  program  of  com- 
munication has  been  an  acceleration  in  the  planning  and  extension  of 
services.  The  Foundation  cannot  take  direct  credit  for  the  many  good 
things  which  are  happening  in  the  states  following  the  conferences  be- 
cause the  history  of  services  for  handicapped  children  has  always  been 
and  always  will  be  one  of  progress.  However,  it  does  know  that  it  has 
been  indirectly  involved  in  many  changes  for  the  better.  It  has  been 
said  that  the  Nemours  Foundation  has  acted  as  a catalytic  agent  in  bring- 
ing people  together  for  accomplishment,  and  I think  this  probably  best 
expresses  what  the  Foundation  has  been  doing  through  its  program  of 
conferences.  The  Foundation  has  definitely  helped  the  states  to  help 
themselves.” 

In  addition  to  this  program  of  communication  which  has  been  of  in- 
direct benefit  to  all  handicapped  children,  the  Nemours  Foundation  has 
had  a direct  care  program  for  the  handicapped  child  in  Virginia.  Since 
1952  grants  for  the  treatment  of  handicapped  children  have  been  made 
to  the  Crippled  Children’s  Division  of  the  State  Department  of  Health 
and  to  three  speech  clinics  in  Richmond,  Charlottesville  and  Newport 
News.  As  a result  of  these  grants,  which  now  total  $3  54,000,  1,204 
children  have  been  benefited  in  speech  clinics  and  877  in  hospitals  for  a 
total  of  41,542  patient  days.  In  addition  to  direct  care  of  the  child 
given  in  Virginia,  the  Alfred  I.  duPont  Institute  in  Wilmington,  Dela- 
ware, has  had  approximately  eighty  children  from  Virginia  admitted  over 
this  ten-year  period.  These  patients  have  been  given  approximately  9,000 
days  of  hospital  care  for  an  average  stay  of  sixteen  weeks  each.  A con- 
servative estimate  of  the  investment  of  the  Nemours  Foundation  in  the 
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programs  of  direct  care  and  of  communication  in  Virginia  over  the  last 
decade  is  well  over  one-half  million  dollars. 

The  greatest  single  need  today  in  the  services  for  the  handicapped  child 
and  adult  in  Virginia,  as  well  as  in  other  states,  is  better  coordination 
of  programs  and  agency  activities.  At  the  White  House  Conference  on 
Children  and  Youth  in  March  of  1960,  the  recommendation  which  was 
most  frequently  made  by  the  twelve  workgroups  in  Forum  XVI  on  "The 
Child  with  the  Physical  Handicap”  was  better  coordination  of  services. 
It  was  extremely  gratifying  to  the  writer  to  have  "coordination”  as  the 
number  one  recommendation  of  this  Forum,  which  was  made  up  of  ap- 
proximately 400  persons  from  all  over  the  United  States.  Better  co- 
ordination of  services  is  what  the  Nemours  Foundation  constantly  has 
been  laying  emphasis  upon  since  1949.  Everyone  dealing  with  agencies 
and  people  working  with  the  handicapped  child  cannot  help  but  realize 
the  importance  of  such. 

The  conference  which  will  be  held  in  Norfolk  in  November  has  been 
planned  to  discuss  the  services  and  the  needs  in  this  part  of  your  state. 
The  program  has  been  carefully  planned  with  out-of-state  speakers  and 
discussion  group  leaders  extremely  well  chosen.  It  is  the  writer’s  feeling 
that  with  the  many  deeply  interested  physicians  and  lay  persons  in  the 
Tidewater  Section  of  Virginia  much  needed  improvement  in  many  serv- 
ices should  follow  the  conference.  Strong  medical  leadership  is  needed 
for  the  success  in  all  services  and  programs,  and  out  of  this  conference  it 
is  hoped  particularly  will  come  a renewed  interested  of  all  physicians  in 
the  services  for  the  care  of  the  hundreds  of  handicapped  children  in 
Eastern  Virginia.  This  conference  should  prove  to  be  another  example 
of  how  better  communication  will  lead  to  more  sincere  cooperation  and 
improved  coordination. 

The  Nemours  Foundation  is  an  agency  dedicated  to  "the  care  and 
treatment  of  the  crippled  child”  under  the  will  of  Mr.  Alfred  I.  duPont. 
We  have  been  interested  in  what  is  happening  in  Virginia;  we  will  con- 
tinue to  be  interested,  and  we  do  hope  that  during  the  next  ten  years  we 
will  be  called  upon  for  assistance,  guidance  and  counsel  as  we  have  been 
during  the  last  ten  years. 

A.  R.  Shands,  Jr.,  M.D. 

Editor’s  Note:  Dr.  Shands  is  Medical  Director  of  the  Alfred  I.  duPont  Institute,  Wilming- 
ton, Delaware. 
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Mesenteric  Vascular  Occlusion 

A Diagnostic  and  Therapeutic  Challenge 


Early  diagnosis  and  prompt  sur- 
gical treatment  of  the  occluded 
vessel  as  well  as  the  ischemic  in- 
testine,  using  the  techniques  and 
supportive  therapy  now  available , 
should  lower  the  distressingly 
high  mortality  of  mesenteric  vas- 
cular occlusion. 

ANY  DISEASE  having  a mortality  rate 

I that  approaches  100%  certainly  de- 

serves reappraisal.  Despite  the  lack  of  a 
glowing  series  of  surgical  triumphs  over  mes- 

I enteric  vascular  occlusion,  a review  of 
proven  cases  of  intestinal  vascular  insuffi- 
ciency, a survey  of  the  current  literature 

I and  a reappraisal  of  recent  personal  experi- 
ence have  pointed  out  definite  clinical,  ana- 
tomical and  experimental  features  which 
should  enhance  our  management  of  this 
complex  and  difficult  problem. 

Anatomy  and  Pathology 

Although  vascular  insufficiency  of  the 
bowel  has  been  appreciated  for  well  over  a 
hundred  years,  progress  in  the  management 
of  this  entity  has  quite  naturally  lagged. 
With  better  appreciation  of  fluid  balance 
and  septic  shock,  the  advent  of  antibiotics 
and  the  development  of  angiography  and 
vascular  surgery,  the  number  of  cases  of 
surgically  treated  mesenteric  vascular  occlu- 
sion has  arisen.  Numerous  review  articles 
have  given  statistical  analyses  of  the  sites  of 
vascular  occlusion  of  the  bowel.  Wide  dis- 


YALE  H.  ZIMBERG,  M.D. 

Richmond,  Virginia 

crepancies  are  apparent.  The  consensus 
seems  to  be  that  arterial  occlusion,  usually 
of  the  superior  mesenteric  vessel,  but  occa- 
sionally also  of  the  celiac  axis  and/or  the 
inferior  mesenteric  artery,  occurs  more 
frequently  than  venous  obstruction.  When 
venous  block  does  occur,  the  superior 
mesenteric  or/and  the  portal  vein  are  the 
sites  of  predilection.  Although  some  authors 
have  stated  that  embolism  is  the  most  com- 
mon cause  of  arterial  occlusion,  a careful 
appraisal  of  the  literature  leads  one  to  con- 
clude that  atherosclerosis,  occasionally 
coupled  with  poor  cardiac  output,  exceeds 
embolism  as  a cause  of  bowel  ischemia.  Por- 
tal hypertension,  regardless  of  etiology,  is 
the  most  frequent  cause  of  venous  throm- 
bosis. Figure  I gives  a more  complete  break- 
down of  the  causes  of  vascular  disease  of  the 

Figure  1 

Etiology  of  Mesenteric  Vascular  Occlusion 

Arterial 

Embolism  Thrombosis 

Myocardial  Infarct  Arteriosclerosis 

Rheumatic  Heart  Disease  Thromboangitis  Obliterans 
Endocarditis  Periarteritis 

Arterial  Thrombi  Postoperative 

Blood  Dyscrasia 
(Cardiac  Decompensation) 

V enous 

Portal  Hypertension  (Cirrhosis,  Neoplasm) 

Migratory  Thrombophlebitis 

Sepsis 

Postoperative 
Blood  Dyscrasia 

gastrointestinal  tract.  Laufman  and  others 
have  shown  that  though  we  may  be  able  to 
distinguish  arterial  and  venous  obstruction 
at  surgery  or  postmortem  examination,  from 
a clinical  point  of  view  this  differentiation 
is  usually  not  possible.  Characteristically,  the 
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arterial  occlusion  produces  an  anemic  in- 
farct and  the  venous  occlusion  produces  a 
hemorrhagic  infarct.  However,  in  the  ar- 
terial occlusion,  there  is  initially  surround- 
ing vasospasm  which,  with  time,  subsides 
and  actually  progresses  to  vasodilatation  re- 
sulting in  the  production  of  a congested 
bowel  that  simulates  a hemorrhagic  infarct. 
It  has  also  been  apparent  that  careful  patho- 
logical study  of  gangrenous  bowel,  excised 
because  of  vascular  insufficiency,  has  failed 
to  invariably  differentiate  embolus  from 
thrombosis  as  an  etiological  agent. 

Wide  variations  exist  in  the  collateral  ar- 
terial potential  of  the  bowel.  Postmortem 
studies  of  several  cases  with  complete  occlu- 
sion of  the  celiac  axis,  superior  mesenteric 
artery  and  inferior  mesenteric  have  been 
reported.  Surgical  resection  of  the  celiac 
axis  and/or  the  superior  mesenteric  artery 
has  been  accomplished  with  survival,  and  the 
inferior  mesenteric  artery  has  frequently 
been  taken  with  impunity,  especially  when 
the  superior  mesenteric  and  hypogastric  ar- 
teries have  been  patent.  Though  these  varia- 
tions are  recorded,  it  usually  follows  that 
if  the  superior  mesenteric  artery  is  blocked 
there  will  be  resulting  ischemia  of  a portion 
of  the  midgut.  (Fig.  2)  This  undoubtedly 

Figure  2 

Sequelae  of  Mesenteric  Vascular  Occlusion 

1.  Good  Collateral — no  symptoms 

2.  Compromised  Vascularity 

a.  Postprandial  distress — malabsorption 

b.  Gangrene 

will  be  enhanced  if  there  is  decreased  flow 
in  the  celiac  axis  and/or  the  inferior  mesen- 
teric artery.  In  addition,  since  the  flow  in 
medium-sized  vessels  varies  with  the  fourth 
power  of  the  radius  of  the  lumen,  it  becomes 
apparent  that  moderate  obstruction  of  the 
mesenteric  vessels  may  occasionally  lead  to 
bowel  anoxia  with  resulting  gangrene,  bowel 
stenosis,  malabsorption  or  postprandial  dis- 
tress. Ende  and  others  have  stressed  the  fact 
that  bowel  ischemia  may  occur  without 
complete  vascular  obstruction.  It  appears 
that  in  these  cases,  partial  obstruction  is 
accentuated  by  diminished  cardiac  output. 


Case  Review 

A review  of  the  cases  of  mesenteric  vas- 
cular occlusion  treated  at  the  Medical  Col- 
lege of  Virginia  from  1949  to  1959  was 
undertaken.  Only  those  cases  proven  by 
surgical  exploration  or  postmortem  study 
were  included,  even  though  it  became  ap- 
parent that  this  excluded  many  cases  that 
clinically  were  most  assuredly  vascular  oc- 
clusions. Twenty-four  cases  were  accepted. 

(Fig-  3) 

Figure  3 

10- Year  Review  of  Proven  Cases  of  Mesenteric 
Vascular  Occlusion  Treated  at  the  Medical 
College  of  Virginia  1949-1959 

MCV— 1949  to  1959 —84  Cases 
Age — 21  over  (10  years,  1 — 31,  1 — 48,  1 — 52 
G.  I.  symptoms — 24 
WBC  elevation — 18 
Cardiac  disease — 20+ 

Hypertension — 12+ 

Fibrillation — 7 
SMA  thrombosis — 10+ 

SMA  embolus — 2+ 

Operated — 19 
Resected — 12 
Died — 23 

The  mortality  rate  in  this  group  was  stag- 
gering in  that  twenty-three  of  twenty-four 
patients  died.  Most  of  the  patients  were 
over  60  years  of  age  (21  of  24)  and  most 
had  concomitant  cardiac  or  cardiovascular 
disease  consisting  of  hypertension,  auricular 
fibrillation,  old  or  recent  myocardial  infarc- 
tion, cardiomegaly  or  congestive  failure  (at 
least  20).  There  were  two  cases  of  previ- 
ously proven  Buerger’s  Disease.  One  of  these 
cases  was  48  years  of  age  and  the  other  was 
5 2 years  of  age.  At  postmortem  dissection 
both  showed  thrombosis  of  the  superior  mes- 
enteric artery.  Only  three  patients  had 
venous  thrombosis.  One  of  these  patients, 
3 1 years  of  age  and  the  lone  survivor  in  this 
series,  was  managed  by  limited  resection  of 
a segment  of  infarcted  bowel.  There  is  no 
follow-up  in  this  case.  All  of  the  patients 
presented  with  either  abdominal  pain,  nau- 
sea and  vomiting,  or  diarrhea.  The  white 
blood  count  was  most  often  elevated  beyond 
expectation,  considering  the  occasional  pau- 
city of  abdominal  findings  and  relatively 
normal  admitting  temperature.  X-rays  of 
the  abdomen  were  infrequently  helpful,  the 
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usual  interpretation  being  small  bowel  ob- 
struction or  ileus.  Nineteen  patients  were 
explored  and  12  has  resections — usually  of 
the  midgut  derivative.  Six  patients  were 
closed  without  resection  because  of  extensive 
gangrene  of  the  small  bowel  and  colon.  One 
patient  was  treated  by  cecostomy  and  long 
tube  decompression  because  there  were 
spotty  areas  of  anemic  infarction  without 
clear-cut  demarcation  at  any  point.  No  pa- 
tient had  arterial  exploration  and,  in  most, 
no  mention  was  made  of  the  vascular  in- 
tegrity of  the  small  or  large  bowel. 

Diagnosis 

Dunphy  and  Zollinger  pioneered  in  the 
clinical  diagnosis  of  mesenteric  vascular  oc- 
clusion. They  recognized  the  symptom 
complex  and  recorded  one  of  the  early  cor- 
rect preoperative  diagnoses  of  bowel  infarc- 
tion due  to  vascular  occlusion.  Their 
diagnostic  criteria  have  stood  the  test  of 
surgical  advances.  Dunphy  stressed  that  any 
patient  with  severe  abdominal  pain,  vague 
abdominal  tenderness,  less  significant  than 
the  symptoms,  elevated  white  blood  count 
and  pulse,  gastrointestinal  upset  and  occa- 
sionally blood  in  his  stool  should  be  suspected 
of  having  sustained  a mesenteric  vascular 
occlusion.  From  our  own  studies  and  liter- 
ature survey,  (Fig.  4)  it  is  evident  that 
Figure  4 

Diagnosis  of  Mesenteric  Vascular  Occlusion 

1.  Abdominal  pain 

2.  Mild  abdominal  tenderness — poor  localization 

3.  WBC  and  pulse  elevation 

4.  G.  I.  symptoms 
Acute — Antecedent 

5.  Cardiovascular  disease 

6.  ? X-ray — small  bowel  obstruction 

7.  Arteriography 

abdominal  pain,  nausea,  vomiting  and/or 
diarrhea  occurring  in  the  60  age  group  pa- 
tient are  frequent  symptoms  of  vascular 
insufficiency.  There  may  or  may  not  be 
antecedent  intestinal  angina.  The  symptoms 
may  abate  and  then  return  only  to  become 
worse.  Initially;  the  white  blood  count,  pulse 
and  symptoms  may  be  out  of  proportion  to 
the  meager  physical  findings.  White  blood 
count  elevations,  occasionally  above  20,000/ 


cmm.,  have  offered  valuable  evidence  of 
compromised  mesenteric  vascularity  in 
equivocal  cases.  There  is  poor  localization 
of  pain  and  tenderness  initially.  There  may 
or  may  not  be  hematemesis  or  melena.  Car- 
diovascular disease  is  a very  frequent  con- 
comitant of  this  condition.  X-ray  examina- 
tion of  the  abdomen  usually  suggests  ileus 
or  incomplete  small  bowel  obstruction,  al- 
though, early  in  the  disease,  it  may  be  essen- 
tially normal.  With  the  progression  of  ische- 
mia, the  clinical  picture  takes  on  the  charac- 
teristics of  clear-cut  peritonitis  with  colloid 
loss  and  sepsis.  Peritoneal  aspiration  may 
yield  bloody  fluid  and  serum  lactic  acid  de- 
hydrogenase may  be  elevated,  but  these  are 
not  diagnostic  features  and  occur  relatively 
late  in  the  progression  of  this  disease.  Retro- 
grade arteriography  (as  described  by  Rap- 
paport)  to  delineate  vascular  narrowing  or 
block  may  be  of  value  in  the  patient  with 
intestinal  angina;  however,  in  most  patients 
seen  with  an  acute  episode,  the  physical  con- 
dition will  not  allow  angiographic  study.  It 
is  important  to  remember,  however,  that 
more  and  more  cases  of  postprandial  distress, 
malabsorption  syndrome  and  segmental 
bowel  stenosis  occurring  in  the  older  age 
group  may  be  due  to  vascular  insufficiency. 
In  this  group  with  chronic  or  subacute  dis- 
ease, arteriography  is  frequently  very  help- 
ful in  unveiling  this  elusive  condition.  The 
Seldinger  technic  of  retrograde  arteriography 
through  the  femoral  vessels  using  a fluoro- 
scopically-placed  cardiac  catheter  and  either 
cinefluoroscopy  or  rapid  cassette  changer  has 
been  the  best  method  of  clearly  demonstrat- 
ing compromised  celiac,  superior  mesenteric 
or  inferior  mesenteric  arterial  channels.  In 
vascular  stenosis  without  obvious  complete 
occlusion  radiographically,  special  attention 
should  be  directed  to  the  region  just  beyond 
the  aortic  ostium  since  this  is  the  area  most 
frequently  involved  in  atheromatous  nar- 
rowing. 

Treatment 

The  treatment  of  mesenteric  vascular  oc- 
clusion has  progressed  through  three  definite 
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stages  in  the  past  65  years.  The  initial  stage 
embodied  the  modalities  of  exploration  and 
primary  resection  of  gangrenous  bowel.  The 
first  successful  resection  for  mesenteric  vas- 
cular occlusion  was  performed  by  Elliott  at 
Massachusetts  General  Hospital  in  1894.  Fol- 
lowing this  a number  of  reports  of  resection 
appeared,  utilizing  various  types  of  staged 
operations.  Out  of  this  experience  there 
arose  the  basic  concept  of  initial  wide  resec- 
tion with  primary  anastomosis  whenever 
possible. 

Despite  the  aggressive  attempts  at  removal 
of  gangrenous  bowel  resulting  from  vascular 
occlusion,  the  mortality  and  morbidity  of 
surgical  extirpation  was  exceedingly  high. 
Up  to  1944,  544  cases  had  been  reported  with 
only  32  treated  successfully  by  resection. 
Supportive  therapy  and  postoperative  man- 
agement of  bowel  dysfunction  were  the 
major  problems  that  led  into  the  second 
stage  or  era. 

Laufman  and  others  showed  experimen- 
tally the  vasospasm  accompanying  arterial 
or  venous  occlusion  fostered  the  progression 
of  bowel  gangrene.  Papavarine  seemed  to 
relieve  the  concomitant  spasm  and  improve 
local  circulation.  In  addition  to  this  study, 
the  same  author  reported  experimental  work 
showing  that  heparin  enhanced  survival  of 
short  segments  of  devitalized  bowel,  pre- 
sumably by  preventing  sludge  or  propaga- 
tion of  thrombus.  In  clinical  cases  that  had 
been  resected  it  was  not  unusual  to  find  at 
postmortem  examination  that  there  had  been 
progression  of  gangrene,  presumably  due  to 
arterial  spasm  and  new  thrombosis.  Anti- 
spasmotics  and  anticoagulants  seemed  to  be 
a useful  addition  to  resectional  surgery.  An- 
tibiotics further  reduced  mortality  by  pre- 
venting or  alleviating  sepsis  and  allowing 
compromised  bowel  to  survive  and  heal.  The 
basic  studies  of  Cahn,  Poth  and  Fine  are  well 
known  and  generally  accepted. 

Wangensteen  and  others  showed  experi- 
mentally and  clinically  the  great  loss  of  fluid 
and  colloid  occurring  in  bowel  necrosis.  In 
addition,  the  deleterious  effect  of  distention 
was  demonstrated.  From  this  arose  the  ag- 
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gressive  treatment  of  depleted  and  distended 
pre-  and  postoperative  patients  with  fluids, 
colloids  and  nasogastric  or  nasointestinal  in- 
tubation. 

Despite  adequate  resections,  aided  by  in- 
testinal intubation,  fluid,  colloid  therapy  and 
antibiotics,  a number  of  patients  died.  Many 
seemed  to  slip  into  refractory  circulatory 
collapse.  The  studies  of  Fine  and  Fillehei  on 
endotoxin  shock  seemed  to  throw  light  on 
this  problem.  The  addition  of  massive  doses 
of  steroids  (1,000  mgm./day  or  above)  to 
patients  with  probable  endotoxin  shock  has 
apparently  increased  the  salvage  rate  in  some 
desperately  ill  pre-  and  post-resection  cases. 

Of  the  patients  surviving  the  acute  phase 
of  resection,  a certain  number  developed 
malabsorption  and  severe  nutritional  defects. 
With  resection  of  small  bowel  amounting 
to  5 0%  or  less,  there  is  usually  no  difficulty; 
however,  there  have  been  resections  of  al- 
most the  entire  midgut,  leaving  patients  with 
only  a few  feet  of  small  bowel  and  occasion- 
ally little  or  no  colon.  Careful  dietary  man- 
agement, anticholinergics,  vitamins  and 
added  electrolytes  have  frequently  rehabili- 
tated these  patients.  With  time,  compensa- 
tory mechanisms  occur  in  the  residual  bowel 
allowing  for  better  absorption.  In  an  effort 
to  slow  down  gastrointestinal  transit  time 
and  to  facilitate  digestion  and  absorption, 
experimental  studies  involving  the  reversal 
of  small  bowel  segments  and  enteroanasto- 
moses  to  allow  recirculation  have  been  re- 
ported. To  date  no  clinical  triumphs  with 
these  procedures  have  been  reported. 

The  third  stage  or  era  in  the  treatment  of 
mesenteric  vascular  occlusion  represents  an 
attempt  to  direct  surgery  to  the  cause  as 
well  as  the  result  of  bowel  ischemia.  In  1951 
Klass  reported  the  first  superior  mesenteric 
artery  embolectomy.  Following  this,  other 
embolectomies  have  occurred  and  the  surgi- 
cal approaches  have  become  fairly  well 
standardized.  Emboli  have  usually  been 
noted  at  or  just  beyond  the  middle  colic 
artery  and  distal  propagation  of  thrombi  has 
not  often  been  a severe  problem. 

Derrick,  Shaw  and  Mikkelsen  have  dem- 
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onstrated  by  autopsy  study  and  clinical  ex- 
ploration that  thrombosis  of  the  superior 
mesenteric  artery  is  a fairly  frequent  cause 
of  bowel  ischemia  and/or  necrosis.  Statis- 
tically, atheromatous  occlusion  and  throm- 
bosis usually  are  limited  to  the  first  2 cm. 
of  the  mesenteric  vessel,  (Fig.  5)  and  be- 


Fig.  5i — Postmortem  dissection  showing  complete  occlu- 
sion of  the  celiac  axis  and  recent  thrombosis  of  the 
superior  mesenteric  artery.  Obstruction  of  vessels  is 
within  2 cm.  of  origin  from  aorta. 


cause  of  this,  two  practical  vascular  opera- 
tive procedures  exist — thrombo-endarterec- 
tomy  and  arterial  bypass.  The  superior  mes- 
enteric artery,  as  approached  through  the 
lesser  sac,  (Figs.  6-12)  can  be  freed  up  well 


Fig.  6 — Cadaver  dissection  showing  approach  to  superior 
mesenteric  vessels  below  transverse  mesocolon. 


Fig.  7 — Cadaver  dissection  showing  superior  mesenteric 
artery  dissected  below  transverse  mesocolon. 


Fig.  8 — Cadaver  dissection  showing  length  of  vessel 
usually  accessible  above  and  below  the  middle  colic 
origin. 


enough  for  control  and  suture.  One  is  pleas- 
antly surprised  at  the  length  of  vessel  proxi- 
mal and  distal  to  the  middle  colic  artery  take- 
off. Shaw  and  Mikkelsen  have  very  recently 
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Fig.  9— Sketch  showing  infracolic  exposure  of  superior 
mesenteric  artery. 


Fig.  10— Cadaver  dissection  showing  length  of  superior 
mesenteric  artery  proximal  to  middle  colic  artery,  rela- 
tion to  portal  vein  tributaries,  and  proximity  to  splenic 
artery. 


Fig.  11 — Sketch  of  approach  to  superior  mesenteric 
vessels  through  the  lesser  sac. 


Fig.  12 — Sketch  of  superior  mesenteric  vessels  dissected 
within  the  lesser  sac. 


reported  successful  endarterectomy  of  the 
superior  mesenteric  artery  in  subacute  and 
acute  cases.  Arteriography  showing  obstruc- 
tion of  the  superior  mesenteric  artery  was 
of  value  in  at  least  one  of  these  cases.  Der- 
rick has  reported  a successful  homograft 
bypass  from  the  aorta  to  the  superior  mesen- 
teric artery  and  celiac  axis  in  a patient  hav- 
ing postprandial  distress  and  arteriographic 
evidence  of  narrowing  of  the  celiac  and 
superior  mesenteric  arteries.  From  autopsy 
dissections,  it  also  seems  practical  to  use  a 
synthetic  prosthesis  to  bypass  central  ob- 
struction of  the  mesenteric  vessels,  (Fig.  13) 
and  if  the  splenic  artery  is  functional,  the 
lesser  sac  approach  will  easily  allow  an  anas- 
tomosis of  the  splenic  artery  to  the  side  of 
the  superior  mesenteric  artery  (Figs.  14,  15). 
This  technic  has  been  successfully  employed 
by  Luke  to  revascularize  the  ischemic  kid- 
ney. 

Summary 

It  is  readily  apparent  that  a combination 
of  the  above  procedures  will  usually  be  nec- 
essary in  the  successful  management  of  a 
patient  with  mesenteric  vascular  occlusion. 
(Fig.  16)  The  cardinal  aspects  of  treatment 
are  early  diagnosis  before  gangrene  and 
accurate  detection  and  management  of  vas- 
cular occlusion  at  the  time  surgery.  In  those 
cases  seen  when  severe  ischemia  is  already 
present,  it  is  not  sufficient  to  simply  resect 
bowel.  A number  of  instances  have  been 
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Fig.  13 — Sketch  of  prosthetic  bypass  between  aorta  and 
superior  mesenteric  artery. 


documented  of  return  of  bowel  integrity  in 
apparently  hopeless  situations  when  the  mes- 
enteric blood  flow  has  been  restored.  In 
addition,  restoration  of  flow,  as  a concomi- 
tant of  resection,  may  allow  less  bowel  to  be 
sacrificed  and  may  prevent  malabsorption 
in  the  segment  of  intestine  that  remains. 


Fig.  15 — Sketch  showing  anastomosis  of  end  of  splenic 
artery  to  side  of  superior  mesenteric  artery. 


Conclusion 

Mesenteric  vascular  occlusion  will  con- 
tinue to  be  a problem  because  of  late  diag- 
nosis, occasional  non-remedial  vascular 
pathology  and  the  associated  cardiovascular 
disease  that  frequently  exists  in  the  elderly 


Fig.  It — Cadaver  dissection  showing  splenic  artery  being  anastomosed  to  superior  mesenteric 
artery  below  the  pancreas  within  the  lesser  sac. 
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patients  being  seen.  Vigorous  supportive 
therapy,  consisting  of  fluids,  colloid,  anti- 
biotics, antispasmotics  and,  occasionally, 
anticoagulants  and  steroids,  will  materially 

Figure  16 

Treatment  of  Mesenteric  Vascular  Occlusion 

1.  Early  operation 

2.  Supportive  treatment 

Colloid 

Fluids 

Antispasmotics 

Antibiotics 

Decompression 

Steroids 

3.  Mesenteric  vascular  surgery 

Embolectomy 

Thromboendarterectomy 

Bypass 

4.  Wide  resection 

5.  Anticoagulants 

6.  ? Second  look 

improve  survival.  An  early  exploration  that 
encompasses  the  detection  and  management 
of  the  vascular  pathology  as  well  as  the  com- 
promised bowel  will  undoubtedly  lower  both 
mortality  and  postoperative  morbidity. 
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Cocktail  Can  Trigger  Migraine 


A single  cocktail  can  cause  a migraine 
headache  in  some  persons,  according  to  a 
consultant  for  the  Journal  of  the  American 
Medical  Association. 

Dr.  E.  Charles  Kunkle,  writing  in  the 
July  29th  Journal  said: 

"The  ability  of  alcohol  to  trigger  a mi- 
graine headache  is  noted  by  only  a few 
patients.  The  response  is  most  strikingly 
evident  in  persons  with  a common  migraine 


variant,  the  'cluster’  headache.  In  these  the 
vulnerability  to  alcohol  is  ordinarily  evident 
only  during  the  period  when  headaches  are 
occurring  in  rapid  succession  (in  a cluster) 
and  may  be  brought  out  by  even  one  cock- 
tail.” 

Although  the  alcohol-triggered  migraine 
has  long  been  recognized,  it  has  not  been 
studied  in  detail.  It  is  distinct  from  the 
hangover  headache. 
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Acute  Ferrous  Sulfate  Poisoning 


This  is  one  of  periodic  articles  on 
common  poisonings  which  will  be 
published  in  The  Monthly  from 
time  to  time.  It  is  prepared  by  Dr. 
Kaye  in  collaboration  with  the 
Richmond  Poison  In  formation 
Center. 


T^ERROUS  SULFATE  in  recent  years  has 
become  relatively  a very  common  and 
serious  menace  especially  to  small  children 
who  have  accidentally  taken  some  of  moth- 
er’s "iron  pills”  that  were  left  around.  Prior 
to  1945  ferrous  sulfate  was  regarded  as  a 
relatively  non  toxic  substance  and  reports 
of  poisoning  were  very  scarce.  Today,  re- 
ports of  acute  poisoning  due  to  ferrous  sul- 
fate are  rather  frequent  and  deaths  have 
occurred,  particularly  in  children. 

Hemochromatosis  (excessive  deposit  in 
organs  and  tissue)  may  sometimes  result 
from  chronic  excessive  intake  of  iron,  es- 
pecially where  there  is  no  iron  deficiency  in 
the  first  place. 

Synonyms : Green  or  iron  vitriol,  iron  pro- 
tosulfate, copperas,  FeSCF. 

Uses:  Medicinal,  hematinic,  astringent,  de- 
odorant. 

Industry;  inks,  dyes,  pigments,  tanning, 
photography,  disinfecting,  etc. 

Properties:  Pale  bluish-green  crystals,  solu- 
ble in  water,  insoluble  in  alcohol,  easily  oxi- 
dized to  ferric  state. 

MLD:  Approximately  30  gm/150  lb.  man. 
1 gm  dangerous  for  infant.  The  ferric  salt 
is  more  toxic. 
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Remarks:  Relatively  non  toxic  in  small 

doses,  but  acts  as  a corrosive  in  larger  doses. 
Symptoms:  Metallic  taste,  severe  gastro- 
intestinal irritation,  nausea,  vomiting,  ab- 
dominal pain,  bloody  diarrhea,  pallor,  drow- 
siness, cyanosis,  possible  liver  damage, 
acidosis,  elevated  serum  iron,  cardio-vascular 
collapse,  death. 

Death  by  collapse  may  occur  from  1 to 
4 hours  after  ingestion.  Occasionally  fatal 
collapse  may  follow  apparent  recovery,  24 
hours  later. 

Identification:  Gastric  contents  is  the  speci- 
men of  choice. 

( 1 ) Gastric  contents  may  be  bloody,  or 
may  have  a pale  blue-green  color. 

(2)  Ferrous  sulfate  may  be  separated 
from  stomach  contents  by  filtration  or  by 
dialysis,  and  the  following  tests  performed: 

(a)  Potassium  ferricyanide  (10%) 

— > dark  blue  precipitate. 

(b)  This  precipitate  of  iron  in  test 
(a)  is  insoluble  in  dilute  hydrochloric  acid 
but  is  decomposed  by  sodium  hydroxide 
(10%). 

(c)  Ferrous  salts  + sodium  hydroxide 

(10%)  — > green- white  precipitate  — > 

green  — > brown  (when  shaken). 

(d)  Ferrous  salts  + dilute  ammonium 
hydroxide  — > brown  precipitate  + hydro- 
gen sulfide  gas  — > black  precipitate. 

(e)  Sulfate  + barium  chloride  (10%) 

— > white  precipitate  which  is  insoluble  in 
either  nitric  or  hydrochloric  acid. 

(f)  Sulfate  + lead  acetate  (10%) 

— > white  precipitate  which  is  soluble  in 
ammonium  acetate  sol.  (saturated) 

(g)  Ferric  salts  plus  ammonium  thio- 
cyanate — > wine  red  color. 

In  addition,  tests  should  be  done  to  deter- 
mine the  serum  iron  level. 

Virginia  Medical  Monthly 


Treatment : Give  milk  as  demulcent;  gas- 
tric lavage  with  di-sodium  phosphate  to 
convert  the  sulfate  to  the  less  irritating 
phosphate;  morphine  derivatives  for  pain, 
antibiotics.  Maintain  body  heat;  fluid  and 
electrolyte  balance.  Blood  exchange  trans- 
fusion and  oxygen  therapy  if  needed.  M/6 
sodium  lactate  to  abate  acidosis,  fluids  I V. 

Versene  (ethylene  diamine  tetra  acetic 
acid;  EDTA  as  the  di-sodium  calcium  salt) 
intravenously  is  effective  in  hastening  the 
elimination  of  iron.  B.  A.  L.  may  be  con- 
traindicated. 

Hemodialysis  (artificial  kidney)  will  has- 


Winthrop Wins 

A new  medical  motion  picture  produced 
by  Winthrop  Laboratories  has  won  the 
highly-coveted  Certificate  of  Merit  of  Cana- 
dian Film  Awards. 

The  color  film,  titled  "Epidural  Anesthe- 
sia for  Vaginal  Delivery  in  Obstetrics”,  was 
honored  both  for  achieving  its  purpose  and 
for  excellence  of  photography.  It  was  writ- 
ten by  Dr.  R,  A.  Gordon,  who  also  handled 
the  medical  direction.  Production  of  the 
film,  which  was  made  by  Chetwynd  Films 
Limited,  was  under  the  supervision  of  Dr. 


ten  elimination;  an  exchange  transfusion 
(especially  in  children)  may  be  helpful. 

Support  against  possible  liver  involvement 
with  a low  fat,  high  carbohydrate  diet,  and 
B complex  vitamins. 

Fatal  collapse  may  follow  apparent  re- 
covery; guarded  prognosis  for  48  hours  due 
to  elevated  serum  ferritin.  Ferritin  may  pro- 
duce a peripheral  vaso-dilatation  and  col- 
lapse. 

Office  of  the  Chief  Medical  Examiner 
State  Health  Department 
Richmond  19,  Virginia 


Canadian  Award 

Martin  Lasersohn,  executive  vice-president 
of  Winthrop. 

Filmed  at  Toronto  General  Hospital,  the 
movie  presents  the  advantages  of  epidural 
anesthesia  and,  through  animated  drawings, 
shows  the  basic  anatomy  involved.  Picture, 
sound  and  commentary  are  employed  to 
demonstrate  the  point  at  which  the  hypoder- 
mic needle  enters  the  epidural  space,  the 
method  of  injection  and  the  dosages  of  the 
various  drugs  used.  Climax  of  the  film  is  the 
delivery  of  the  baby,  with  the  mother  fully 
conscious. 
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Advances  in  Cardiovascular  Disease 


There  have  been  advances  in  the 
understanding  and  treatment  of 
cardiovascular  disease  in  the  past 
decade.  It  is  well  that  all  physi- 
cians be  aware  of  these. 


TT  WAS  only  a little  more  than  one  half 

century  ago  that  the  Wright  Brothers 
first  flew  their  fragile  aircraft  on  the  sand 
dunes  of  North  Carolina.  This  flight,  which 
lasted  only  a matter  of  seconds,  stands  in 
glaring  contrast  to  man’s  ability  today  to 
fly  around  the  world  nonstop.  At  the  pres- 
ent day  no  spot  on  earth  is  inaccessible  to 
an  intercontinental  bomber,  and  man  is 
capable  of  firing  missiles  which  can  unleash 
more  destructive  power  in  a single  second 
than  the  destruction  wrought  by  all  of  the 
bombs  dropped  by  air  during  World  War  II. 

This  represents  the  progress  of  those 
scientists  engaged  in  the  development  of  the 
art  of  destruction  of  human  life  and  prop- 
erty. Certainly  if  one  surveys  the  progress 
of  the  healing  arts  during  the  same  period 
of  time,  the  advances  are  not  so  awe  in- 
spiring, but  the  fact  remains  that  the  face 
of  the  world  has  been  radically  changed  by 
modern  medicine.  This  is  particularly  evi- 
dent in  the  change  in  the  character  of  the 
population.  Whereas  the  life  expectancy  of 
the  average  American  during  the  days  of 
the  Wright  Brothers  was  just  over  forty 
years,  the  average  life  span  now  is  over  sixty- 
five  years.  At  the  present  day  twenty-nine 
per  cent  of  our  population  is  over  the  age 
of  forty-five  whereas  a scant  sixty  years  ago 

Delivered  before  the  South  Piedmont  Medical  So- 
ciety, Halifax,  September  22,  1959. 
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only  eighteen  per  cent  of  the  population 
was  in  this  age  group.  In  addition,  a sig- 
nificant number  of  children  with  severe 
congenital  deformities  or  acquired  chronic 
illness,  such  as  rheumatic  heart  disease,  are 
living  to  attain  adulthood.  This  change  has 
been  primarily  the  result  of  the  declining 
neonatal  mortality  and  death  due  to  infec- 
tious diseases,  particularly  tuberculosis,  the 
enteric  infections  and  pneumonia.  The  in- 
crease in  survival  of  all  of  the  age  groups 
of  the  population  has  been  brought  about 
not  only  by  improved  methods  of  therapy, 
but  also  by  the  extensive  public  health  meas- 
ures instituted  during  this  period  of  time 
and  the  increase  in  the  world  standard  of 
living. 

As  the  face  of  the  population  changes  the 
physician  is  faced  with  an  increasing  num- 
ber of  those  diseases  attributable  to  congen- 
ital defect  or  deformity  and  in  particular 
those  diseases  peculiar  to  the  older  age 
groups.  At  the  present  time  cardiovascular 
disease  constitutes  the  number  one  cause  of 
death  and  disability  in  the  United  States. 
Therefore  it  behooves  us  as  physicians  to 
have  some  knowledge  of  the  capabilities  and 
limitations  of  therapy  in  this  spectrum  of 
disease  and  of  what  our  hopes  for  the  future 
are  in  both  therapy  and  prevention. 

The  problem  of  rheumatic  fever  and 
rheumatic  heart  disease  is  one  which  still 
occupies  a considerable  proportion  of  the 
practice  of  cardiology.  This  problem  con- 
stitutes a distressing  one  because  it  attacks 
the  young  in  its  earliest  stages  and  kills  and 
disables  the  adult  during  the  prime  of  his 
life  and  his  most  productive  years.  Our 
basic  knowledge  as  to  the  underlying  mech- 
anism of  the  disease  is  still  lacking,  but  our 
recognition  over  the  past  twenty  years  of 
the  relationship  of  the  beta  hemolytic  strep- 
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tococcus  and  acute  rheumatic  fever  has 
contributed  much  to  the  prevention  and 
control  of  the  disease.  Although  statistical 
analyses  cannot  tell  us  to  what  extent  the 
incidence  of  acute  rheumatic  fever  has  de- 
creased, the  early  treatment  of  streptococcal 
infections  has  undoubtedly  saved  thousands 
the  ultimate  fate  of  rheumatic  heart  disease. 
There  is  no  question  from  data  available 
that  the  recurrence  rate  and  subsequent  de- 
velopment of  valvular  lesions  is  significant- 
ly reduced  by  the  use  of  long-term  antibiotic 
prophylaxis.  Also  the  introduction  of  steroid 
drugs  has  materially  reduced  the  mortality 
of  fulminating  pancarditis  so  frequently 
seen  in  the  younger  age  groups  but  its  value 
in  long-term  therapy  is  still  open  to  consid- 
erable doubt.  For  the  unfortunate  individ- 
ual who  has  developed  valvular  heart  disease 
the  future  has  never  looked  brighter  because 
of  the  variety  of  surgical  procedures  which 
have  proved  effective  in  relieving  the  disa- 
bility of  the  disease. 

Twenty  years  ago  the  child  with  the  con- 
genital cardiac  defect  was  considered  a med- 
ical curiosity  and  one  for  which  little  or 
nothing  could  be  offered  therapeutically. 
This  fact  led  to  a relative  lack  of  interest 
on  the  part  of  physicians  and  if  one  reviews 
the  medical  literature  pertaining  to  congen- 
ital heart  disease  prior  to  1940  he  is  struck 
by  the  lack  of  accurate  description  or  un- 
derstanding of  the  dynamics  involved  in 
these  defects.  However,  with  the  introduc- 
tion of  the  cardiac  catheter  into  clinical 
medicine  by  Richards  and  Cournand  in  the 
early  1940’s  physicians  began  developing  a 
clearer  understanding  of  the  multiplicity  of 
defects  and  the  hemodynamic  alterations  in 
the  circulation  which  are  produced  by 
them.  By  correlating  this  knowledge  with 
simple  auscultation  electrocardiography  and 
fluoroscopy  our  diagnostic  acumen  has  be- 
come more  acute  and  at  the  present  day  we 
are  relying  less  on  the  cardiac  catheter  as  a 
diagnostic  aid  in  the  diagnosis  of  both  rheu- 
matic and  congenital  heart  disease.  Thus  it 
appears  even  though  catheterization  and  all 
of  the  complicated  electronic  equipment 


involved  appeared  initially  to  have  compli- 
cated the  practice  of  medicine,  it  has  ac- 
tually resulted  in  a simplification  which  can 
be  expected  to  continue  as  further  knowl- 
edge is  acquired. 

Perhaps  no  greater  strides  have  been  made 
than  in  the  field  of  cardiovascular  surgery. 
It  was  only  two  decades  ago  that  Dr.  Gross 
first  successfully  ligated  a patent  ductus. 
Shortly  thereafter  the  first  mitral  valvu- 
lotomy was  performed  and  in  the  mid- 
1 940’s  Dr.  Taussig  and  Dr.  Blalock  devised 
the  first  shunting  procedure  for  the  treat- 
ment of  tetralogy  of  Fallot.  Within  the 
span  of  the  few  short  years  thousands  of 
children  and  young  adults  had  received 
either  a complete  cure  or  palliation  of  an 
otherwise  crippling  or  fatal  disease.  How- 
ever, these  were  all  operations  carried  out 
on  structures  external  to  the  heart  or  were 
blind  procedures  limited  to  the  mitral  valve. 
Attempts  to  carry  out  direct  vision  repair 
of  intra-cardiac  defects  were  met  with  an 
untenable  mortality  until  195  3 when  Drs. 
DeWall  and  Lillehei  introduced  the  first 
satisfactory  pump  oxygenator  which  would 
allow  complete  cardiac  bypass  and  offer  the 
surgeon  a bloodless  field  for  direct  vision 
repair  of  intra-cardiac  defects.  Since  that 
time  a number  of  modifications  of  the  pump 
oxygenator  have  been  introduced  and  more 
recently  the  technique  of  hypothermia  has 
been  added.  This  latter  technique,  by  low- 
ering tissue  metabolism,  allows  a lower  blood 
flow  over  a longer  period  of  time  and  has 
resulted  in  increased  survival  in  the  more 
complicated  surgical  procedures. 

At  the  present  time  a number  of  defects 
can  be  repaired  by  these  techniques.  In- 
teratrial septal  defects,  pure  pulmonic  ste- 
nosis, uncomplicated  interventricular  septal 
defects  and  certain  cases  of  tetralogy  of 
Fallot  can  be  repaired  with  a minimum  of 
risk.  However,  a number  of  more  compli- 
cated defects  including  transportation  of 
the  great  vessels,  tricuspid  atresia  and  Eb- 
stein’s anomaly  are  not  yet  amenable  to 
surgery. 

The  open  heart  repair  of  acquired  val- 
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vular  lesions  has  been  disappointing.  In 
properly  selected  cases  the  repair  of  aortic 
stenosis  can  be  done  with  a minimum  of  risk 
and  good  results,  but  so  far  no  satisfactory 
procedure  for  reconstruction  of  the  insuffi- 
cient aortic  or  mitral  valve  has  been  devised. 
In  uncomplicated  cases  of  mitral  stenosis 
the  preferred  approach  is  still  the  closed 
heart  technique  with  finger  fracture  because 
of  the  minimum  of  risk  and  satisfactory 
results  achieved. 

Of  greater  importance  as  far  as  the  num- 
ber of  patients  involved  are  the  problems 
of  hypertension,  coronary  heart  disease  and 
peripheral  vascular  disease.  The  entire  pic- 
ture of  hypertension  has  changed  consid- 
erably in  the  past  fifteen  years.  Although 
the  vast  majority  of  hypertensive  individuals 
seem  still  to  lie  in  the  group  of  so-called 
"essential  hypertension”  more  and  more 
cases  of  secondary  hypertension,  particu- 
larly the  humoral  forms  secondary  to  pheo- 
chromocytoma,  primarily  aldosterone  se- 
creting adrenal  tumors  and  unilateral  renal 
vascular  disease,  are  coming  to  our  atten- 
tion. These  causes,  even  though  relatively 
few  in  number,  constitute  curable  forms  of 
hypertension  and  deserve  consideration  in 
every  patient.  More  important  though, 
these  cases  have  stimulated  interest  in  find- 
ing other  forms  of  humoral  hypertension 
and  when  other  pressor  substances  are  iden- 
tified and  methods  of  antagonizing  them  are 
discovered  more  cases  will  fall  into  the  so- 
called  curable  group. 

At  the  present  time  we  have  a number 
of  drugs  which  have  proven  effective  in  the 
therapy  of  the  majority  of  individuals  with 
essential  hypertension.  These  include  the 
rauwolfia  derivatives,  hydralazine  and  a 
variety  of  ganglionic  blocking  agents,  and 
more  recently  chlorothiazide.  In  spite  of 
their  effectiveness  we  should  recognize  they 
do  not  constitute  a cure  but  only  suppress 
the  symptom  of  a basic  disease  process.  In- 
variably discontinuation  of  the  drug  will 
allow  the  blood  pressure  to  rise  again  to 
hypertensive  levels.  The  use  of  these  drugs 
has  materially  reduced  the  need  for  surgical 
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sympathectomy  and  it  is  only  after  an  ade- 
quate trial  of  drug  and  diet  therapy  that 
such  a procedure  is  recommended  for  the 
severely  hypertensive  patient. 

Coronary  heart  disease  now  constitutes 
our  number  one  problem  and  it  is  well 
known  that  it  is  the  major  cause  of  death 
in  the  United  States  at  the  present  time. 
Since  Bloors’  discovery  of  cholesterol  in 
1916  there  has  been  recognized  a relation- 
ship between  the  level  of  serum  cholesterol 
and  the  occurrence  of  coronary  heart  dis- 
ease. Certain  clinical  states,  particularly 
familial  hypercholesteremia,  have  demon- 
strated this  relationship  and  have  provided 
a fruitful  field  for  study.  In  addition  we 
have  become  aware  of  the  effect  of  high 
intake  of  animal  fat  on  the  level  of  serum 
cholesterol  and  the  studies  demonstrating  a 
high  incidence  of  coronary  disease  in  popu- 
lations who  maintain  a high  saturated  fat 
intake  cannot  be  ignored.  Yet  the  impor- 
tance of  diet  and  abnormalities  in  lipid 
metabolism  as  etiologic  factors  in  the  oc- 
currence of  coronary  heart  disease  are  not 
clearly  defined  and  certainly  the  factors  of 
hereditary,  stress  and  constitutional  make- 
up play  some  part. 

Undoubtedly  the  introduction  of  antico- 
agulant drugs  and  pressor  agents  have  re- 
duced the  mortality  of  the  complications  of 
coronary  heart  disease,  but  in  general  our 
therapy  is  still  confined  to  supportive  meas- 
ures, diet,  alterations  in  weight  and  various 
vasodilating  agents.  In  the  vast  majority 
of  the  individuals  such  therapy  offers  symp- 
tomatic improvement,  but  we  have  no  meas- 
ures which  unequivocally  reverse  the  basic 
disease  process.  Surgical  procedures  designed 
to  improve  the  blood  flow  to  the  myocar- 
dium are  of  doubtful  value  and  recent  at- 
tempts at  a direct  surgical  attack  on  the 
involved  coronary  vessels  have  ended  in  a 
prohibitive  number  of  failures. 

The  thrombo-embolic  diseases  and  degen- 
erative diseases  involving  the  larger  blood 
vessels,  particularly  the  aorta,  are  amenable 
to  a wide  variety  of  surgical  techniques  and 
a large  number  of  individuals  have  been  res- 

V irginia  Medical  Monthly 


cued  from  premature  death  or  disability  by 
the  application  of  embolectomy,  thrombo- 
endarterectomy  and  resectional  surgery 
combined  with  the  use  of  homografts  or 
prosthetic  vessel  grafts.  The  individual  un- 
fortunate enough  to  have  diffuse  peripheral 
vascular  disease  or  embolic  disease  involving 
the  medium  sized  vessels  is  still  faced  with 
the  prospect  of  life  long  disability  or  loss 
of  a limb.  The  field  of  thrombolytic  ther- 
apy is  a new  and  promising  one  in  the  man- 
agement of  coronary,  cerebral  or  peripheral 
thrombo-embolic  disease,  but  as  yet  the 
value  and  safety  of  a variety  of  thromboly- 
tic substances  are  not  established. 


In  summary  diseases  of  the  heart  and  cir- 
culation constitute  the  leading  health  prob- 
lem of  our  day.  Our  knowledge  of  the  basic 
causes  and  methods  of  prevention  or  treat- 
ment is  still  lacking,  but  progress  is  being 
made  and  important  clues  which  require 
vigorous  investigation  are  present.  Our 
hopes  for  the  future  are  high  and  with  the 
increasing  number  of  investigators  and  re- 
search facilities  available  we  hope  the  prog- 
ress over  the  next  decade  will  be  infinitely 
greater  than  any  decade  in  the  past. 

Duke  University  School  of  Medicine 
Durham,  North  Carolina 


Periodic  Breast  X-rays  Urged 


Periodic  x-ray  examinations  for  the  de- 
tection of  breast  cancer  in  its  early,  curable 
stage  have  been  recommended  by  three  Phil- 
adelphia physicians. 

In  order  to  achieve  a high  cure-rate, 
breast  cancer  must  be  diagnosed  and  treated 
before  it  spreads  to  other  parts  of  the  body, 
Drs.  J.  Gershon-Cohen,  M.  B.  Hermel  and 
S.  M.  Berger  said  in  a recent  Journal  of  the 
American  Medical  Association. 

X-rays  can  , detect  breast  cancers  which 
cannot  be  felt  and  also  can  pinpoint  their 
exact  location. 

In  a study  of  1,312  women,  free  of  breast 
symptoms,  who  were  x-rayed  at  six-month 


intervals  over  a period  of  five  years,  the 
authors  found  23  cancers — an  incidence  of 
17.5  cases  per  1,000.  The  majority,  12  cases, 
occurred  in  women  between  the  ages  of  41 
and  50.  Probably  the  most  important  find- 
ing was  that  in  70  per  cent  of  the  cancers, 
the  disease  had  not  spread  to  other  parts  of 
the  body.  The  study  indicates  that  delayed 
diagnosis  and  treatment  of  breast  tumors 
can  be  avoided  by  periodic  x-ray  examina- 
tions of  women  over  40. 

"We  believe  this  method  of  tumor  screen- 
ing could  break  the  stalemate  in  attempts 
to  improve  the  morbidity  and  mortality 
rates  in  this  important  category  of  cancer 
in  women.” 
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An  Unusual  Small  Arms  Simulator 
in  a Rocket  Propellant  Accident 


A fatal  accident  in  a rocket  pro- 
pellant plant  is  reported. 


ON  APRIL  5,  1960,  an  accidental  deto- 
nation occurred  in  a rocket  propel- 
lant production  room  of  a private  industrial 
research  facility  located  in  Northern  Vir- 
ginia. An  employee  was  killed  as  a result 
of  the  explosion  and  the  local  medical  ex- 
aminer requested  the  State-designated  pa- 
thologist at  Arlington  Community  Hospital, 
Arlington,  Virginia,  to  perform  the  autopsy 
examination  and  determine  the  cause  of 
death.  Members  of  the  Military  Environ- 
mental Pathology  Division  of  the  Armed 
Forces  Institute  of  Pathology  were  per- 
mitted to  cooperate  in  the  investigation  of 
the  source  of  the  explosion  at  the  scene  of 
the  accident. 

The  casualty  in  this  explosion  was  an 
eighteen  year  old  white  male  who  was  dead 
on  arrival  at  the  hospital.  The  body  length 
was  66  inches,  weight  165  lbs.,  and  the 
general  body  habitus  was  that  of  a heavy 
mesomorphic  type.  The  latter  findings  are 
of  interest  in  view  of  certain  autopsy  find- 
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ings  which  will  be  discussed  later.  The  only 
evidence  of  trauma  was  a penetrating 
wound  having  its  entrance  along  the  lateral 
aspect  of  the  right  nostril  (Fig.  1).  It  was 


Fig.  1.  Entrance  wound  on  right  side  of  nose. 


roughly  triangular  in  shape  and  measured 
1.8  cm.  along  the  base  and  2.54  cm.  along 
each  side.  An  abrasion  across  the  tip  of  the 
nose  measured  2.54  cm.  in  length  and  0.8 
cm.  in  width  and  communicated  with  the 
wound  of  entrance.  The  right  lower  eyelid 
was  ecchymotic.  Probing  of  the  wound 
track  indicated  that  the  direction  of  the 
track  was  upward  and  backward.  X-ray 
examination  of  the  head  revealed  a large, 
boltlike  foreign  body  in  the  right  occipital 
region  of  the  brain  and  skull  (Fig.  2) . 

Dissection  of  the  wound  track  revealed 
an  irregularly  outlined  defect  measuring  1.5 
cm.  in  diameter  extending  through  the  right 
maxilla  and  sphenoid  to  enter  through  the 
anterior  portion  of  the  right  middle  cranial 
fossa  (Fig.  3).  Laceration  of  the  right 
cavernous  sinus  was  present  near  the  point 
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of  entry  of  the  track  into  the  middle  cranial 
fossa.  The  wound  track  entered  the  frontal 
pole  of  the  right  cerebral  hemisphere  and 
traversed  the  cerebrum  to  exit  above  the 


Fig.  2.  X-ray  of  head  showing  "missile”  (bolt). 


Fig.  3.  Entrance  wound  into  right  middle  cranial  fossa. 


Fig.  +A.  Bolt  protruding  from  occipital  lobe  of  brain. 
A.  posterior  view' 


right  occipital  pole.  A curved  fracture  line 
measuring  3 cm.  in  length  was  present  in 
the  right  occipital  bone,  and  a metal  bolt 
was  located  with  its  head  extending  through 
the  external  table  of  the  occipital  bone  (Fig. 
4,  A and  B).  The  bolt  measured  3 inches 
in  length  and  3/8  inches  in  diameter.  The 


4B.  lateral  view 


major  portion  of  the  bolt  was  present  in  the 
wound  track  of  the  brain  (Fig.  5).  Each 
lung  weighed  approximately  5 20  gm.  with 


Fig.  5.  Sagittal  section  of  right  cerebral  hemisphere 
with  bolt  in  place. 
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numerous  subpleural  hemorrhages  resulting 
from  the  aspiration  of  blood  (Fig.  6).  The 
coronary  arteries  of  the  heart  were  involved 
in  a rather  severe  atherosclerotic  process, 
considering  the  age  (18  years  old)  of  the 
decedent1,  with  yellow  plaques  in  the  left 


Fig.  6.  Left  lung  showing  aspiration  of  blood. 


anterior  descending  artery  causing  up  to  60 
per  cent  luminal  narrowing.  Some  correla- 
tion might  be  made  between  the  latter  find- 
ings and  the  height,  weight  and  body  build 
of  the  individual. 

Following  the  autopsy  it  became  neces- 
sary to  visit  the  scene  of  the  accident  and 
correlate  the  anatomic  findings  with  the 
investigation  being  conducted  by  the  safety 
representatives  of  the  involved  facility.  The 
casualty  and  another  workman  had  been 
engaged  in  one  of  the  molding  procedures 
of  the  rocket  propellant  in  a semi-isolated 
concrete  block  production  room.  The  pro- 
pellant was  cast  in  a long  cylindrical  mold, 
approximately  three  inches  in  diameter, 
which  had  a detachable  base  cap  at  one  end. 
Union  of  the  mold  proper  to  the  base  cap 
was  secured  by  means  of  four  bolts  which 
screwed  into  blind  tap  holes  in  the  base  cap. 
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The  companion  workman  had  left  the  pro- 
duction room  just  prior  to  the  detonation, 
and  he  stated  that  the  casualty  had  just 
commenced  the  re-assembly  of  the  mold 
when  he  was  last  seen.  Toluene  had  been 
used  to  swab  the  interior  of  the  mold  fol- 
lowing the  last  casting,  but  it  was  generally 
known  that  some  degree  of  propellant  con- 
tamination might  persist  in  accessory  struc- 
tures, such  as  the  tap  holes  and  bolts. 

A noise  which  had  the  characteristics  of 
a "distant  rifle  shot”  was  next  heard  by  sev- 
eral employees  working  in  the  area  sur- 
rounding the  production  room,  but  no 
localization  of  the  disturbance  could  be 
made.  Approximately  five  minutes  later  one 
of  the  men  then  entered  the  production 
room  in  search  of  some  tools  and  found  the 
casualty  lying  against  the  wall,  three  feet 
from  his  work  bench,  unconscious  and 
bleeding  profusely  from  the  nose  and  mouth. 
A wound  was  also  apparent  adjacent  to  the 
right  side  of  the  nose.  Medical  aid  was  solic- 
ited from  a hospital  approximately  nine 
miles  away,  but  the  man  was  DOA  at  the 
hospital.  His  survival  time  was  estimated 
at  20  to  25  minutes. 

Examination  of  the  mold  which  the  cas- 
ualty had  been  assembling  revealed  that 
three  of  the  bolts  were  in  place  in  the  base 
cap,  but  the  fourth  bolt  was  missing  and 
could  not  be  located.  Positive  identification 
was  made  of  the  bolt  removed  from  the 
brain  of  the  casualty.  Realization  of  the 
problem  resulted  in  steam  cleaning  of  the 
involved  mold  prior  to  its  examination  by 
the  investigating  team.  Propellant  contam- 
ination was  definitely  confirmed  prior  to  the 
steaming  procedure. 

Reconstruction  of  the  circumstances  sur- 
rounding the  accident  revealed  that  the 
casualty  was  last  observed  standing  at  a 
waist-high  work  bench,  leaning  over  the 
mold  and  beginning  to  screw  the  bolts  into 
the  tap  holes  in  the  base  cap.  Apparently 
no  untoward  reaction  occurred  during  the 
securing  of  three  of  the  bolts,  but  the  fatal 
detonation  had  occurred  with  the  insertion 
of  the  fourth  bolt.  Frictional  heat  had  in- 
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itiated  the  residual  propellant  in  the  threads 
of  the  bolt  and/or  the  tap  hole.  With  the 
rapid  build-up  of  a high  pressure  in  the 
confined  chamber  below  the  end  of  the  bolt, 
the  threads  functioned  as  a gas  check  seat 
until  their  tensile  strength  was  exceeded, 
and  the  bolt  was  propelled  from  the  tap  hole 
like  a bullet  from  a pistol.  The  posture  of 
the  casualty  over  the  base  cap  permitted 
the  entrance  of  the  bolt  into  his  face. 

(The  propellant  involved  in  this  accident 
consists  of  a resin,  a plasticizer,  an  oxidizer, 
aluminum  flakes  and  British  detergent. 
Detonation  can  be  initiated  by  heat  or  fric- 

Ition  and  no  exogenous  oxygen  is  required. 
This  was  the  first  major  accident  sustained 
at  this  manufacturing  facility  since  its 
opening  in  195  3.  Large  amounts  of  the  pro- 

Ipellant  had  been  produced  since  it  was 
extensively  used  in  several  standard  opera- 
tional surface-to-air  missile  systems. 

Following  completion  of  the  medical  and 
safety  investigations,  corrective  procedures 
were  immediately  instituted,  with  a redesign 


of  the  base  cap  of  the  molds  to  eliminate 
the  blind  tap  holes.  Preventive  measures 
were  also  established  to  reduce  the  contam- 
ination of  the  mold  during  casting  and  to 
insure  adequate  cleansing  prior  to  its  re- 
assembly. 

The  authors’-  previous  observations  on  the 
estimation  of  survival  time  by  microscopic 
examination  of  the  spleen,  liver  and  adrenal 
glands  were  confirmed  with  this  case.  The 
number  of  eosinophilic  leucocytes  per  high 
power  field  of  the  spleen  was  compatible 
with  the  survival  time  as  furnished  by  the 
eye  witnesses. 

The  causative  agent  and  the  mechanism 
of  death  in  the  case  of  an  18  year  old  white 
male  employed  in  a rocket  propellant  re- 
search facility  is  discussed  in  detail. 
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Fracture  Danger  in  Karate 


The  study  of  karate,  a system  of  self- 
defense  relying  on  the  effective  use  of  arm 
and  body,  should  be  undertaken  only  with 

!a  skilled,  reputable  instructor,  according  to 
a consultant  for  the  Journal  of  the  Ameri- 
can Medical  Association. 

"The  danger  of  fracture  of  a finger  or 
metacarpal  (hand)  bone,  whether  occurring 
in  a misdirected  swipe  of  the  [hand]  or  by 
overly  enthusiastic  pounding,  is  a real  one,” 
Dr.  Alexius  Rachun  wrote  in  a recent  issue 
of  the  Journal. 

In  order  to  achieve  proficiency  in  karate, 
it  is  necessary  for  the  student  to  devote  sev- 
eral years  to  a study  which  involves  not  only 


practice  in  the  execution  of  skillful  striking 
maneuvers  of  the  hands  and  feet  and  other 
parts  of  the  body,  but,  in  addition,  the  strik- 
ing edges  and  surfaces  of  these  parts  must 
be  toughened  and  enlarged  by  repeatedly 
hitting  them  against  progressively  harder 
objects. 

It  is  important  to  recognize  that  the 
hands  and  feet  of  a karate  expert  are  dan- 
gerous weapons,  and,  for  this  reason,  only 
responsible,  emotionally  stable  students 
should  undertake  the  study. 

Karate  also  is  a physical  art  and  sport 
with  contest  rules  devised  for  competition. 
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Successful  Superior  Mesenteric  Artery 
Embolectomy 


Occlusion  of  the  superior  mesen- 
teric artery  by  an  embolus  can  be 
treated  successfully  only  when 
the  diagnosis  is  suspected  early 
and  embolectomy  performed 
prom  ptly. 


THE  OCCURRENCE  of  superior  mes- 
enteric artery  obstruction  due  to  an 
embolus  is  not  rare.  In  the  past,  it  has  been 
uniformly  fatal,  resulting  in  complete  in- 
farction of  the  superior  mesenteric  arterial 
distribution  and  resultant  small  bowel  ne- 
crosis. A diagnosis  of  small  bowel  infarction 
due  to  superior  mesenteric  artery  obstruc- 
tion has  historically  meant  either  death  by 
perforation  and  peritonitis,  or  death  or 
debilitation  due  to  destruction  of  small 
bowel  with  nutritional  deficiency  incom- 
patible with  life  even  if  resection  of  the 
small  bowel  were  successful. 

The  removal  of  the  offending  obstruction 
or  embolus  from  the  superior  mesenteric 
vessel  was  for  some  reason  unsuccessful  un- 
til 1957  when  Shaw  and  Rutledge  first 
reported  a successful  case.1  It  has  become 
increasingly  apparent  since  that  time  with 
the  advent  of  surgical  techniques  for  han- 
dling smaller  blood  vessels,  the  develop- 
ment of  atraumatic  vascular  clamps  and  the 
knowledge  of  endarterectomy  techniques, 
that  superior  mesenteric  embolectomy  is  a 
feasible  procedure  providing  early  diagnosis 
is  established.  The  importance  of  the  early 
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diagnosis  cannot  be  over-emphasized  here 
for  it  seems  obvious  that  the  small  embolus 
will  become  propagated  as  a larger  thrombus 
into  the  distal  superior  mesenteric  arcades 
which  will  be  impossible  to  remove  at  a 
later  date.  For  this  reason,  the  so-called 
“conservative  approach”  is  in  reality  the 
dangerous  approach.  A pragmatic  refusal 
to  admit  the  possibility  of  mesenteric  ob- 
struction has  prevented  more  successes  in 
this  condition  during  the  past  several  years. 

Conservatism  here  would  be  an  early  ex- 
ploration attempting  mesenteric  embolec- 
tomy rather  than  waiting,  repeating  the 
laboratory  work  and  watching  the  patient 
become  progressively  worse  with  massive 
necrosis  of  the  small  intestine. 

Diagnosis 

The  syndrome  of  superior  mesenteric  ar- 
tery occlusion  which  comes  on  slowly  is 
due  to  atheroscleromatous  thickening  of 
that  vessel  and  is  relatively  well  known.  A 
diagnosis  of  this  condition  is  usually  diffi- 
cult to  establish  except  by  inference  but 
does  consist  of  diffuse  abdominal  pain  fol- 
lowing eating — in  theory  simulating  the 
ischemia  of  claudication  following  exercise. 

The  sudden,  severe,  shocking  pain  of  a 
superior  mesenteric  artery  embolus  is  in 
sharp  contrast  to  this  more  gradual  occlu- 
sion. These  patients  are  usually  in  their 
fifth  or  sixth  decade  of  life,  usually  have  a 
history  of  cardiac  arrhythmia  especially 
auricular  fibrillation,  and  present  with  sud- 
den severe  diffuse  shock-like  abdominal  pain. 
The  differential  diagnosis  includes  perfo- 
rated peptic  ulcer  and  pancreatitis  and  is 
sometimes  difficult.  However,  once  the  sus- 
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picion  of  superior  mesenteric  artery  embolus 
has  been  raised  it  is  the  surgeon’s  obligation 
to  perform  an  exploratory  laparotomy  in  an 
attempt  to  dislodge  the  embolus  if  one 
exists. 

The  lag  between  specific  diagnosis  and 
surgical  removal  of  the  embolus  may  mean 
the  difference  between  survival  or  failure. 

Four  cases  of  successful  superior  mesen- 
teric artery  embolectomy  have  been  re- 
ported to  date'  and  this  paper  adds  a fifth 
successful  result  to  this  series. 


Fig.  I — Diagram  I illustrates  the  midline  abdominal  in- 
cision with  retraction  of  the  small  bowel  inferiorly  and 
the  transverse  colon  superiorly  to  demonstrate  the  root 
of  the  mesentery.  Palpation  of  the  aorta  through  the 
root  of  the  mesentery  and  opening  of  this  mesentery 
allows  good  visualization  and  palpation  of  the  superior 
mesenteric  artery. 

Case  Report 

A 65  year  old  white  male  was  admitted 
to  the  hospital  on  4/4/60  with  acute  onset 
of  abdominal  pain,  generalized  in  nature, 
somewhat  worse  in  the  right  upper  quad- 
rant. The  pain  was  excruciating.  When 
first  seen  the  patient  had  grunting  respira- 
tions, and  presented  the  facies  of  a patient 
with  a perforated  duodenal  ulcer. 

Laboratory  work  revealed  a blood  count 
of  16,000  with  a normal  differential. 

X-ray  revealed  no  free  air  under  the 
diaphragms  and  the  lung  fields  were  clear. 

The  patient  had  known  auricular  fibrilla- 
tion for  some  time  with  one  or  two  previous 
episodes  of  numbness  in  the  fingers  sugges- 
tive of  small  arterial  emboli  in  the  digital 
vessels  of  the  hand. 


The  patient  had  never  been  given  anti- 
coagulants, but  was  on  maintenance  digitalis 
consisting  of  0.1  mg.  Digitoxin  per  day. 

Because  of  the  possibility  of  a superior 
mesenteric  artery  emoblus  with  small  bowel 
ischemia,  an  emergency  exploratory  lapa- 
rotomy was  done  and  the  entire  small  bowel 
was  seen  to  be  extremely  cyanotic  and 
aperistaltic.  The  root  of  the  mesentery  was 


Fig.  II — Demonstrates  the  root  of  the  mesentery  opened 
and  identification  of  the  superior  mesenteric  artery  hav- 
ing been  performed.  Vascular  clamps  have  been  placed 
on  each  side  of  the  embolus  in  the  superior  mesenteric 
artery  with  great  care  to  heparinize  the  artery  both 
proximally  and  distally  to  the  clamps.  The  embolus  is 
then  removed  gently  using  a submucous  spatula. 


Fig.  Ill — This  represents  the  superior  mesenteric  artery 
closed  with  atraumatic  continuous  fine  arterial  silk.  A 
successful  embolectomy  and  closure  will  immediately 
be  apparent  by  return  of  color  and  peristalsis  to  the 
bowel. 
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opened  and  the  pulsation  in  the  superior 
mesenteric  artery  just  at  the  take-off  from 
the  aorta  was  palpated.  There  was  an  ob- 
vious embolus  lodged  in  this  region  and  after 
the  application  of  vascular  clamps  and  a 
longitudinal  incision  in  the  artery,  the  em- 
bolus was  removed  and  the  distal  and  prox- 
imal vessels  heparinized.  The  vessel  was 
then  closed  using  continuous  atraumatic  fine 
silk,  the  vascular  clamps  were  removed  and 
excellent  pulsations  were  immediately  pres- 
ent in  the  distal  arcades.  The  entire  small 
bowel  suddenly  became  quite  pink  with  a 
rush  of  peristalsis  throughout.  Because  of 
the  presence  of  gallstones  a cholecystectomy 
was  performed  at  this  time.  The  patient 
recovered  from  surgery  without  difficulty, 
remained  well  for  approximately  one  year 
postoperative,  but  recently  expired  from 
congestive  cardiac  failure. 

Discussion 

With  the  realization  that  a superior  mes- 
enteric embolus  may  be  present  it  is  the 
physician’s  obligation  to  advise  emergency 
laparotomy  in  order  to  ascertain  this  fact. 


Results  of  M. 

Results  of  the  physical  examinations  given 
1,900  physicians  during  the  annual  meeting 
of  the  American  Medical  Association  in  New 
York  City  last  month  have  been  announced. 

Electrocardiograms  revealed  heart  abnor- 
malities in  17.7  per  cent  of  1,945  physicians, 
according  to  Dr.  Charles  E.  McArthur, 
Olympia,  Wash.,  chairman  of  the  A.M.A. 
Committee  on  Annual  Physical  Examina- 
tions for  Physicians. 

Dr.  McArthur  said  he  was  impressed  with 
the  consistency  of  the  data  during  the  seven 
years  the  M.D.  physicals  have  been  given  at 


526 


Generalized  abdominal  pain,  elevated  white 
count,  absence  of  free  air  under  the  dia- 
phragm, and  a helpful  history  of  auricular 
fibrillation  makes  the  diagnosis  strongly 
suspected. 

If  there  is  a delay  between  the  moment 
of  diagnosis  and  surgery  this  increases  the 
possibility  of  propagation  of  the  embolus 
into  the  mesenteric  arcades.  Embolectomy 
would  then  be  impossible  and  small  bowel 
resection  mandatory.  It  is  possible  with 
early  diagnosis  to  perform  an  embolectomy 
without  technical  difficulty  and  this  case 
emphasizes  the  ease  and  the  gratifying  re- 
sults which  can  be  obtained. 
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D.  Physicals 

A.M.A.  annual  meetings.  Despite  the  fact 
that  each  year  there  is  a different  group  of 
examinees  and  different  consultants,  the 
normal  electrocardiograms  have  been  close 
to  80  per  cent  each  year. 

Chest  x-rays  of  1,900  physicians  showed: 

— Suspected  tuberculosis  in  5.3  per  cent. 

— Other  lung  abnormalities  in  6.1  per 
cent. 

— Cardiovascular  abnormalities  in  6.7  per 
cent. 

— Other  conditions  in  6.7  per  cent. 
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QwvisunL  QuUih&nLdu 

THE  ANNUAL  MEETING 

A CRUCIAL  YEAR:  The  1961  Annual  Meeting  takes  place  during  crucial  and  try- 
ing times.  The  medical  profession,  striving  to  stave  off  a vicious  onslaught  by  the  pro- 
ponents of  socialized  medicine,  finds  itself  caught  up  in  tensions  and  troubles  which 
plague  every  part  of  the  world.  The  Socialist  Bloc  seems  to  thrive  and  make  its  greatest 
gains  during  periods  of  turmoil  and  unrest,  and  the  battle  currently  being  waged  by  the 
profession  is  indeed  a battle  to  preserve  the  freedoms  of  all  professions  and  all  people 
everywhere.  This  is  why  the  1961  Annual  Meeting  could  well  be  the  most  important 
in  the  history  of  The  Medical  Society  of  Virginia. 

HOUSE  OF  DELEGATES:  A number  of  important  matters  are  on  tap  for  considera- 
tion and  possible  action  by  the  House.  Some  140  delegates,  representing  48  component 
societies,  will  very  probably  hear  demands  that  the  Society  seek  such  enabling  legisla- 
tion by  the  General  Assembly  as  is  necessary  for  implementation  of  Kerr-Mills  in  Vir- 
ginia. It  should  be  emphasized  that  successful  implementation  of  the  provisions  of  the 
Kerr-Mills  bill  represents  the  best,  and  perhaps  the  only,  answer  to  those  who  would 
tie  medical  care  of  the  aged  to  the  Social  Security  system.  Other  items  to  be  consid- 
ered might  well  include  future  admissions  at  Catawba,  traffic  regulations  for  ambu- 
lance drivers,  proposed  legislation  to  permit  medical  corporations  for  the  purpose  of  ob- 
taining tax  and  pension  benefits,  etc. 

GUEST  SPEAKERS:  Dr.  Leonard  Larson,  President  of  the  American  Medical  Associ- 
ation and  Dr.  Walter  Barton,  President  of  the  American  Psychiatric  Association,  will 
head  an  impressive  array  of  guest  speakers.  Making  the  trip  with  Dr.  Larson  from  Chi- 
cago will  be  Dr.  Ernest  B.  Howard,  Assistant  Executive  Vice-President  of  AMA  and 
Dr.  Walter  Wiggins,  Secretary  of  the  AMA  Council  on  Medical  Education.  Dr.  How- 
ard deserves  much  of  the  credit  for  medicine’s  successful  stand  against  the  Forand  Bill 
last  year  and  is  one  of  the  profession’s  most  effective  battlers  against  the  King  Bill. 

Other  well  known  guests  from  out  of  State  will  be  Dr.  Sol  Katz,  Washington,  Dr.  John 
Willis  Hurst,  Atlanta,  and  Dr.  Henry  T.  Bahnson,  Baltimore. 

SPECIAL  EVENTS:  Fourteen  specialty  societies  will  sponsor  breakfasts  or  luncheons 
during  the  Annual  Meeting.  Be  sure  to  check  that  section  of  the  preliminary  program 
which  lists  these  various  functions.  Three  alumni  groups — University  of  Virginia,  Med- 
ical College  of  Virginia  and  Duke  University — will  hold  cocktail  parties  and  banquets 
on  Monday  evening  at  the  John  Marshall. 


ENTERTAINMENT:  The  magic  name  of  Lester  Lanin  will  bring  joy  to  the  hearts  of 
all  dancing  enthusiasts.  The  band  with  the  well  known  "Lanin”  beat  will  entertain  in 
the  Virginia  Room  on  Tuesday  night  immediately  following  the  annual  banquet.  The 
famous  recording  artist  is  one  of  the  "big  names”  in  music  circles  today  and  his  albums 
are  listed  among  the  best  sellers.  Lanin’s  musician’s  adhere  to  a strict  set  of  negatives; 
no  drinking  on  engagements,  no  smoking  in  the  ballroom,  no  sheet  music  on  the  stand, 
no  rock  ’n  roll  numbers,  no  hit  songs  except  from  Broadway  shows,  no  instrument  cases 
in  sight  and,  for  the  most  part,  no  vocalists. 

Continuous  music  is  a Lanin  trademark,  the  band  playing  without  let-up  from  9:00 
P.M.  to  1:00  A.M.  The  musicians  take  their  breaks  in  a rotation  system  with  Lanin  him- 
self replacing  the  drummer  or  the  pianist. 

REPORTS:  This  issue  of  the  Monthly  contains  twenty-six  reports  describing  many  of 
the  Society’s  activities  during  the  past  twelve  months.  Here,  in  one  special  section,  is 
"must”  reading  for  every  physician.  Special  attention  is  called  to  the  report  of  the  Ex- 
ecutive Secretary-Treasurer  which  spells  out  in  some  detail  just  what  various  segments  of 
the  Society  have  been  doing  in  the  field  of  national  legislation. 

EXHIBITS:  The  scientific  and  technical  exhibits  seem  to  be  getting  better  all  the 
time.  This  year,  the  scientific  exhibit  will  be  unusually  large  and  interesting.  It  will 
offer  the  widest  variety  of  exhibits  ever  presented  at  an  Annual  Meeting  of  the  Society. 
In  addition  to  an  impressive  group  of  purely  scientific  exhibits,  there  will  be  a colorful 
display  on  Indian  life  in  Southwestern  Virginia,  a pictorial  review  of  the  Confederate 
Medical  Exhibit  (this  exhibit  is  a feature  of  the  Civil  War  Centennial  observance  and 

can  be  seen  at  the  Richmond  Academy  of  Medicine,  1200  East  Clay  Street)  and  a dis- 
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play  of  stamps  tracing  the  history  of  medicine.  These  exhibits  will  be  located  in  the 
George  Wythe  and  Patrick  Henry  Rooms  on  the  mezzanine  of  the  John  Marshall.  All 
scientific  sessions  will  be  held  immediately  adjacent  to  the  exhibit — in  the  Jackson  Room. 

Technical  exhibits  will  fill  the  main  lobby  and  the  Marshall  Room.  Seldom  have  they 
been  more  conveniently  located. 


NEWS  SPECIAL 

HEARINGS  ON  KING  BILL:  Dr.  Harry  C.  Bates,  Jr.,  Arlington,  a past  president  of 
the  Society  and  vice-chairman  of  its  Committee  on  National  Legislation,  was  among 
those  testifying  against  H.R.  422  during  recent  hearings  conducted  by  the  House  Ways 
and  Means  Committee. 
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MACK  I.  SHANHOLTZ,  M.D. 
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Influenza 

Although  influenza  was  recognized  and 
described  in  ancient  times,  the  cause  of  the 
disease  was  not  known  until  1933  when 
Smith,  Andrews  and  Laidlaw  reported  the 
finding  of  Influenza  Virus  A.  They  recov- 
ered the  virus  from  throat-washings  of  pa- 
tients and  showed  that  antibodies  against 
the  virus  developed  during  convalescence 
from  the  disease.  Their  findings  were  con- 
firmed and  extended  by  workers  in  various 
parts  of  the  world. 

In  1940,  Francis  and  Magill  independent- 
ly recovered  influenza  B virus  from  throat- 
washings  of  a patient.  These  workers  ob- 
tained evidence  that  specific  antibodies 
against  these  viruses  developed  during  con- 
valescence. 

It  is  generally  accepted  that  influenza  A 
virus  is  responsible  for  one  etiologic  type  of 
influenza,  influenza  B virus  for  another,  and 
influenza  C virus  for  a third.  Patients  with 
one  of  these  viruses  do  not  develop  antibodies 
against  either  of  the  others. 

Each  of  the  two  established  types,  in- 
fluenza A virus  and  influenza  B virus,  is 
represented  by  a number  of  different  strains 
which  are  similar  in  many  respects  but  differ 
as  regards  certain  properties.  There  is  evi- 
dence that  the  virus  particles  of  certain  B 
strains  are  slightly  larger  than  those  of  cer- 
tain A strains.  Both  influenza  A and  in- 
fluenza B viruses  show  a great  capacity  to 
undergo  variation. 

Either  type  of  virus  may  be  obtained  from 
throat-washings  of  infected  individuals.  The 
virus  is  present  in  the  upper  respiratory  tract 
of  patients  during  the  first  five  days  of  ill- 
ness, occasionally  until  the  seventh  day  after 
onset. 

Infection  with  influenza  viruses  is  very 
common.  In  the  temperate  zone  epidemics 


tend  to  develop  during  the  winter  months; 
in  the  north  temperate  zone  they  may  occur 
from  late  November  to  the  end  of  March. 
However,  an  epidemic  may  develop  at  any 
time  of  the  year.  Numerous  localized  epi- 
demics may  occur  in  different  geographic 
areas  almost  simultaneously.  Epidemics  of 
influenza  A have  shown  a tendency  to  occur 
at  intervals  of  two  years,  occasionally  three 
years.  Outbreaks  of  influenza  B virus  have 
been  less  frequent  and  less  extensive  and  the 
interval  between  epidemics  has  varied  from 
four  to  five  years.  Concurrent  infection 
with  influenza  A and  B viruses  has  been 
observed. 

The  diagnosis  of  influenza  is  not  difficult 
during  epidemics.  Sporadic  cases  occur  in 
the  absence  of  epidemics  and  are  difficult  to 
diagnose  clinically.  There  is  usually  an 
abrupt  onset  with  chills  or  chilly  sensations. 
Nausea  and  vomiting  may  occur.  The  skin, 
especially  the  face,  may  appear  flushed.  The 
conjunctivae  may  be  injected  and  sometimes 
there  is  increased  lacrimation.  The  usual 
maximum  temperature  is  from  101  to  103 
F and  may  range  from  100  to  105  F.  It  is 
usually  highest  on  the  first  day  and  persists 
for  two  to  three  days;  it  may  last  from  one 
to  six  days.  Anorexia,  headache,  lassitude, 
malaise,  and  muscular  pains  or  aches  are 
usually  present.  The  nasal  mucosa  is  usually 
somewhat  injected.  The  faucial  pillars,  soft 
palate,  and  posterier  pharyngeal  wall  may  be 
injected.  The  lungs  are  usually  clear  but 
fine,  moist  rales  may  be  heard  over  the  lower 
lobes  posteriorly.  Constitutional  symptoms 
are  more  prominent  than  symptoms  refera- 
ble to  the  respiratory  tract.  Sneezing,  nasal 
irritation  and  discharge,  irritation  of  the 
naso-pharynx,  larynx,  or  trachea  may  occur. 
There  may  be  hoarseness.  Coughing  is  com- 
mon but  usually  it  does  not  produce  sputum. 
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Prostration  of  varying  degrees  is  usually 
present.  Subclinical  or  inapparent  infections 
are  common  during  epidemics.  There  are 
mild  infections  that  present  symptoms 
similar  to  those  of  the  common  cold.  Severe 
infections  are  rare  but  may  be  associated 
with  pneumonia  due  to  secondary  bacterial 
infection. 

Infection  with  influenza  A virus  generally 
presents  somewhat  more  definite  symptoms 
than  infection  with  influenza  B virus.  How- 
ever, there  is  no  clinical  evidence  that 
distinguishes  one  infection  from  the  other. 
Recovery  and  identification  of  the  virus 
from  the  respiratory  tract  and  demon- 
stration of  a specific  and  significant  anti- 
body response  against  the  virus  are  the 
means  whereby  determination  of  the  virus 
causing  the  infection  is  made.  Virus  may 
be  recovered  most  readily  from  throat- 
washings  obtained  during  the  acute  phase 
of  illness.  Antibody  response  may  be  shown 
by  comparing  the  hemagglutination-in- 
hibition titers  of  two  blood  serum  speci- 
mens from  the  patient:  the  first  should  be 
obtained  during  the  first  five  days  after 
onset  and  the  second  specimen  should  be 
taken  during  the  second  or  third  week  after 
onset.  A fourfold  or  greater  increase  in  anti- 
body titer  is  considered  to  be  significant.  In 
persons  who  have  not  recently  been  inocu- 
lated with  influenza  vaccine,  such  response 
is  indicative  of  infection  with  the  serologic 
type  of  virus  that  was  used  in  the  test. 

There  is  no  specific  treatment  for  in- 
fluenza. Symptomatic  and  supportive  treat- 
ment is  usually  employed.  The  sulfonamide 
drugs  do  not  give  beneficial  results  or  relief 
from  symptoms.  Antibiotics  have  not 
proved  to  be  effective.  The  use  of  influenza 
vaccine  would  tend  to  increase  the  symp- 
toms if  administered  to  patients  with  the 
illness. 

The  use  of  vaccine  as  a control  measure 
is  highly  regarded.  It  has  been  shown  that 
during  epidemics  of  influenza  incidence  of 
the  disease  is  greatly  lower  in  vaccinated 
than  in  unvaccinated  persons.  However,  to 
be  effective  the  vaccine  must  contain  the 


type  of  influenza  virus  that  is  prevailing. 
For  this  reason,  polyvalent  influenza  vaccine 
containing  inactivated  viruses  of  both  types 
A and  B influenza  virus  and  more  than  one 
strain  of  each  of  these  is  usually  adminis- 
tered. The  duration  of  increased  resistance 
has  not  been  definitely  established.  Vacci- 
nated persons  can  and  do  contract  influenza 
but  are  less  likely  to  do  so  when  the  interval 
between  vaccination  and  exposure  is  not  too 
long.  There  is  usually  some  protection  one 
week  after  vaccination;  there  is  more  during 
the  next  month  or  two.  Following  this  period 
there  is  gradual  fall  in  protection.  Estimates 
as  to  protection  vary  from  two  to  twelve 
months;  it  is  generally  thought  that  it  pro- 
duces reduced  susceptibility  for  only  a few 
months.  As  with  all  vaccines,  there  is  varia- 
tion in  individual  response. 

In  the  fall  of  19  57  and  the  spring  of  195  8, 
an  extensive  epidemic  of  influenza  occurred 
in  the  United  States  as  well  as  in  the  rest  of 
the  world.  This  was  caused  by  a new  strain 
of  influenza  A virus  and  was  given  the 
name  of  A^  or  "Asian”  influenza.  During 
the  first  three  months  of  1960,  another  epi- 
demic of  influenza  due  to  this  type  occurred 
in  the  United  States.  In  both  epidemics 
there  was  increased  mortality  noted  among 
the  aged  and  the  chronically  ill.  Having 
observed  this,  as  a protective  measure  the 
Public  Health  Service  Advisory  Committee 
on  Influenza  Research  strongly  recom- 
mended the  annual  immunization  against 
influenza  of  persons  at  high  risk  of  death 
from  this  disease.  The  groups  included  are 
the  very  young  and  the  very  old  and  those 
suffering  from  chronic  debilitating  diseases 
such  as  diabetes,  nephritis,  tuberculosis,  etc. 

Internationally,  there  was  a major  out- 
break due  to  Influenza  A^  virus  in  Great 
Britain  during  January,  February  and 
March  1961.  In  January  and  February  of 
this  year  a major  epidemic  due  to  influenza 
B virus  occurred  in  Japan.  Reports  of  out- 
breaks of  influenza  or  influenza-like  disease 
of  varying  extent  were  reported  from  Nor- 
way, American  Samoa,  and  Canada.  There 
have  been  reports  of  the  limited  occurrence 
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of  influenza  or  influenza-like  disease  in  the 
United  States  during  1961. 

Since  control  measures  can  be  applied  only 
in  prevention  through  vaccination,  it  is  urged 
that  all  physicians  carry  on  a continuing 
program  to  encourage  influenza  vaccination 
of  their  patients  who  are  in  the  high  risk 
groups  or  for  whom  an  attack  of  this  illness 
would  be  a hardship.  They  are  also  urged, 
in  reporting  cases  of  influenza,  to  avoid  such 
vague  terms  as  "colds”,  "flu”,  "sinus  in- 
fections”, "virus”.  In  sporadic  cases  it  would 
be  well  to  send  throat-washings  taken  in  the 
acute  phase  and  paired  blood  sera  taken  in 
the  acute  and  convalescent  phases  for  labora- 
tory diagnosis.  In  epidemics  it  is  important 
to  send  such  specimens  from  a few  patients 
to  determine  the  type  and  strain  of  influenza 


virus  that  is  the  etiologic  basis  for  t he 
epidemic. 

The  vaccine  should  be  started  in  Septem- 
ber or  early  October  to  afford  protection 
during  the  approaching  influenza  season. 
For  those  who  have  not  been  immunized 
previously,  two  doses  should  be  administered, 
the  second  to  follow  the  first  at  an  interval 
of  a month.  For  those  individuals  who  have 
had  the  vaccine  before,  a single  dose  may 
suffice  to  boost  the  immunity.  If  there  is  any 
question,  it  would  be  best  to  give  the  two 
doses. 
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Cancer  Trends 


• • • • 


Virginia  Cancer  Coordinating 

Committee 

The  Virginia  Cancer  Coordinating  Com- 
mittee was  organized  on  June  28th.  Dr. 
John  R.  Right  of  Norfolk  was  elected 
Chairman,  and  Bernard  W.  Woo  da  hi, 
Executive  Director  of  the  American  Cancer 
Society,  Virginia  Division,  was  elected  Sec- 
retary. The  Committee,  which  is  composed 
of  representatives  of  The  Medical  Society  of 
Virginia,  the  State  Department  of  Health, 
the  Virginia  State  Dental  Association,  and 
the  American  Cancer  Society,  was  formed 
for  the  purpose  of  coordination  of  cancer 
control  activities  within  the  State.  It  will 
meet  regularly  to  review  the  activities  of 
the  different  agencies  concerned  with  cancer 
control.  Its  areas  of  interest  will  include 
lay  education,  professional  education,  diag- 
nosis and  treatment  of  cancer,  statistics,  and 
research.  Some  programs  that  the  Com- 
mittee expects  to  be  concerned  with  in  the 
immediate  future  are  the  statewide  Cancer 
Registry,  the  operation  of  tumor  clinics, 
and  the  terminal  care  of  cancer  patients. 

In  addition  to  Dr.  Right,  The  Medical 
Society  of  Virginia  will  be  represented  by 
Dr.  Alfred  P.  Jones  of  Roanoke,  Dr.  Herbert 
C.  Jones  of  Charlottesville,  and  Robert  I. 
Howard,  Executive  Secretary.  The  State  De- 
partment of  Health  is  being  represented  by 
Dr.  Mack  I.  Shanholtz,  Commissioner;  Dr. 
W.  R.  Southward,  Director,  Bureau  of 
Chronic  Disease  Control;  and  J.  Robert 
Anderson,  Director,  Bureau  of  Health  Edu- 
cation. The  Virginia  State  Dental  Associa- 
tion is  being  represented  by  Dr.  E.  H.  Eskey 
of  Norfolk  and  Dr.  William  T.  McAfee  of 
Roanoke.  The  American  Cancer  Society  is 
being  represented  by  Dr.  John  D.  Adams  of 
Clifton  Forge;  Dr.  George  Cooper,  Jr.  of 
Charlottesville;  and  Mr.  Woodahl.  In  ad- 


dition to  the  regular  members,  a representa- 
tive of  each  Medical  School  and  the  Medical 
College  of  Virginia  School  of  Dentistry  will 
be  invited  to  attend  each  meeting. 

W orksliop 

The  Virginia  Division  of  the  American 
Cancer  Society,  in  cooperation  with  the 
University  of  Virginia,  is  sponsoring  a two- 
day  workshop  on  Cancer  Chemotherapy  this 
Fall.  It  will  be  held  at  the  University  Medi- 
cal School  in  Charlottesville  on  Friday  and 
Saturday,  November  17  and  18. 

Among  the  program  participants  will  be 
Dr.  David  A.  Rarnosky  of  the  Sloan-Retter- 
ing  Institute  for  Cancer  Research;  Dr. 
Arnold  D.  Welch,  Yale  School  of  Medicine; 
Dr.  Robert  F.  Ryan,  Tulane  University 
School  of  Medicine;  Dr.  T.  Crandall  Alford, 
George  Washington  University  School  of 
Medicine;  Dr.  David  M.  Hume,  Medical 
College  of  Virginia;  and  Dr.  Stephen  G. 
Economou,  University  of  Illinois. 

The  meeting  will  consist  of  formal  lec- 
tures, seminars,  and  demonstrations  of  treat- 
ment techniques  using  chemotherapeutic 
agents.  Social  activities  will  include  a re- 
ception and  dinner  on  the  evening  of 
November  17. 

The  only  cost  to  participants  will  be  a 
nominal  registration  fee  to  cover  the  social 
hour  and  dinner.  All  practicing  physicians 
are  invited  to  attend  this  workshop.  Insofar 
as  possible,  those  attending  will  be  required 
to  register  and  make  payment  of  the  regis- 
tration fee  in  advance. 

Inquiries  about  the  workshop  may  be 
addressed  to  the  Planning  Committee, 
Workshop  on  Cancer  Chemotherapy, 
American  Cancer  Society,  Virginia  Division, 
303  West  Franklin  Street,  Richmond  20, 
Virginia. 
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MARSHALL  D.  HOGAN,  Jr.,  M.D. 


The  General  Practice  of  Psychiatry  in  a 

Semi-Rnral  Area 

This  paper  is  necessarily  a somewhat  anec- 
dotal account  of  almost  a decade  of  experi- 
ence in  the  practice  of  general  psychiatry 
in  a semi-rural  area,  geographically  isolated 
from  any  large  city  or  medical  center.  It  is 
hoped  this  will  give  some  insight  into  and 
understanding  of  the  factors  involved  in 
choosing  such  a locale  for  practice  and  of 
the  problems  that  must  be  met. 

The  term  "General  Practice  Of  Psychia- 
try” is  used  since  it  is  literally  descriptive 
of  the  function  of  the  psychiatrist  in  such 
a "catch-as-catch-can”  style  of  practice. 
Such  an  approach  is  dictated  by  the  variety 
of  psychiatric  problems  encountered  as  well 
as  by  the  remoteness  from  highly  specialized 
psychiatric  facilities.  There  is  little  room 
to  indulge  personal  bias  for  either  of  the 
current  extremes  of  theory  or,  at  least  the 
application  of  such.  One  must  be  able  and 
willing  to  apply  or  modify  to  the  individ- 
ual patient  the  form  of  treatment  most 
appropriate.  The  "Johnny-one-noter”  who 
demands  that  everyone  dance  to  the  same 
tune  soon  finds  himself  without  an  audience. 
The  general  practice  of  psychiatry  de- 
mands that  one  be  ready  and  willing  to 
use  electroshock  therapy  when  needed, 
psychotherapy  as  indicated,  and  to  resort 
to  committal  when  necessary.  On  occasion, 
one  may  have  to  compromise.  That  is,  faced 
with  the  problem  of  an  emotionally  dis- 
turbed child  but  feeling  inadequate  to  the 
psychotherapy  of  children,  one  may  treat 
the  disturbed  mother  with  the  hope  that  the 
child  will  respond  indirectly. 

Marshall  D.  Hogan,  Jr.,  M.D.,  Bristol,  Tennes- 
see. 

Approved  for  publication  by  Commissioner,  De- 
partment Mental  Hygiene  and  Hospitals. 


There  is  a recognized  maldistribution  of 
physicians  in  this  country  manifested  by  a 
disproportionate  concentration  in  the  larger 
metropolitan  centers.  This  situation  exists 
strikingly  in  psychiatry.  The  result  is  that 
certain  metropolitan  areas  with  large  psy- 
chiatric training  centers  are  grossly  over- 
staffed while  many  parts  of  the  country  are 
relatively  devoid  of  psychiatric  aid.  It  is 
recognized  that  there  are  real,  as  well  as 
somewhat  less  real,  reasons  for  this  current 
disproportion.  The  psychiatrist  in  training 
who  is  interested  in  the  possibilities  of  pri- 
vate practice  is  reluctant  to  break  his  ties 
of  many  years’  duration  with  the  university 
medical  center  and  is  fearful  of  establishing 
a practice  in  professional  isolation.  The 
compromise  solution  is  to  establish  a prac- 
tice in  proximity  to  a psychiatric  center  and 
maintain  identification  with  the  university 
as  a visiting,  part-time  junior  staff  member. 

The  repeated  application  of  this  solution 
to  economic  and  personal  needs  has,  through 
the  years,  resulted  in  psychiatric  supersatu- 
ration in  several  places.  In  time,  economic 
needs  will  result  in  an  increasing  flow  of 
young  psychiatrists  into  the  hinterlands. 

There  is  a widely  promulgated  and  gen- 
erally valid  theory  that  a population  of  one 
hundred  thousand  is  needed  to  support  one 
psychiatrist  in  private  practice.  There  are, 
of  course,  cultural  and  socio-economic  fac- 
tors to  be  considered  in  the  application  of 
this  principle  to  any  given  locale.  Although 
not  a necessity,  it  makes  for  much  easier 
adaptation  to,  and  acceptance  by,  the  com- 
munity if  the  psychiatrist  is  thoroughly 
conversant  with  the  customs  and  mores 
peculiar  to  the  people  among  whom  he  is 
to  live  and  work. 

Especially  is  this  true  in  the  practice  of 
psychotherapy.  Here  there  may  be  difficulty 
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in  recognizing  feelings,  or  interpreting  the 
meanings  when  recognized.  The  manifesta- 
tions of  feelings  and  the  meaning  of  the 
specific  precipitating  cause  may  be  peculiar 
to  one  particular  cultural  group.  Too  wide 
a disparity  between  the  cultural  back- 
grounds of  the  psychiatrist  and  the  patient 
seriously  impairs  effective  communication  at 
any  level. 

My  own  community  is  in  the  Southern 
Appalachians  among  those  people  descrip- 
tively known  as  Southern  Highlanders.  Un- 
til relatively  recently,  this  area  was  largely 
isolated  by  mountains  and  poor  communi- 
cations. Higher  education  has  not  tradi- 
tionally been  an  aspiration  nor  easily  come 
by.  The  people  are  almost  obsessively  reli- 
gious and  markedly  fundamental  in  their 
faith.  With  the  advent  of  T.V.A.  came 
improved  communications  opening  the  door 
for  a view  of  and  access  to  the  rest  of  the 
country.  World  War  II  brought  these  peo- 
ple into  a state  of  flux.  Exposure  to  the 
outside  world  has  modified  their  traditional 
way  of  life.  Industrialization  in  this  area 
now  provides  them  with  something  other 
than  a marginal  living  from  a mountain 
farm.  Improved  transportation  allows  them 
to  sell  their  corn  by  the  bushel  rather  than 
the  gallon.  Those  doing  industrial  work  still 
have  a "pied  a terre”  so  that  with  the  "lay- 
off” they  simply  catch  up  on  their  farm 
chores.  This  is  an  important  factor  in  main- 
taining a stable  local  economy. 

My  city  friends  are  sometimes  curious 
about  the  Elizabethan  English  supposedly 
common  in  this  area.  It  is.  The  word  "ill” 
does  not  mean  "sick”,  but  means  to  be  ill- 
tempered  in  my  community.  A coal  miner 
surprised  me  one  day  by  using  conversation- 
ally the  word  "cuckold”  as  a verb  descrip- 
tive of  his  intentions  toward  a neighbor.  The 
physician  is  ordinarily  most  respectfully  re- 
ferred to  as  "Mr.”  rather  than  as  Doctor, 
according  to  the  traditionally  English  cus- 
tom. 

The  Southern  mountaineer,  generally,  is 
poorly  educated  and  suspicious  of  anyone 


from  outside  his  own  immediate  commu- 
nity. He  is  sensitive  and  independent,  feel- 
ing himself  any  man’s  equal  regardless  of 
differences  and  relatively  standing. 

One  of  the  most  interesting  aspects  to 
practice  in  this  area  is  provided  by  the  social 
stability  of  the  people.  That  is,  the  oppor- 
tunity of  seeing  several  members  of  a large 
family  group  in  several  generations  and  then 
being  able  to  follow  their  progress  over  a 
period  of  years.  Here  one  has  a ready-at- 
hand  sociological  study.  The  theoretical 
concepts  of  the  effects  of  an  emotionally 
disturbed  parent  on  a child  can  be  tested  by 
direct  observation. 

For  example,  I may  have  occasion  to  see 
a grandmother  with  an  involutional  depres- 
sive reaction.  Sometime  later,  I may  see  one 
of  her  grown  children  with  an  anxiety  neu- 
rosis and  even  later  her  child  with  a behavior 
disturbance.  This  opportunity  results  not 
only  from  family  stability  but  also  from 
professional  isolation  in  being  "the  psychia- 
trist” in  such  an  area. 

Regardless  of  the  ethnic  and  sociological 
problems  involved,  no  economically  de- 
pressed area  of  any  size  whatever  can  sup- 
port a psychiatrist  or  many  other  specialists 
in  private  practice.  However,  a much  small- 
er population  than  the  one  hundred  thou- 
sand mentioned  can  do  so  when  consisting 
of  well  paid  salary  workers,  wage  earners, 
and  farmers  above  the  level  of  marginal 
living.  It  is  a common  misapprehension  of 
the  layman  as  well  as  the  psychiatrist  in 
training  that  only  the  socially  sophisticated 
or  the  relatively  wealthy  will  accept,  or  can 
afford,  private  psychiatric  care,  that  is,  psy- 
chotherapy. This  concept  may  be  true  for 
psychoanalysis,  but  not  necessarily  for  the 
so-called  short  term,  psychoanalytically  ori- 
ented psychotherapy.  People  in  pain  (anx- 
iety) seek  aid  from  whatever  source  they 
believe  can  provide  such  relief.  It  is  on  the 
basis  of  some  reasonable  degree  of  success  in 
relieving  discomfort  that  any  physician  must 
build  his  practice. 

Since  no  level  of  our  society  escapes  its 
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full  share  of  emotional  disturbances  and 
mental  illnesses,  one  may  validly  expect  a 
proportionate  cross  section  of  any  commu- 
nity, male  or  female,  young  or  old,  farmer, 
factory  hand,  or  financier,  as  patients  in  the 
general  practice  of  psychiatry.  If  variety  is 
indeed  the  spice  of  life,  there  are  few  dull 
days  in  this  type  of  practice.  It  is  largely 
done  in  the  office.  The  day  ordinarily  be- 
gins early  with  the  usual  hospital  rounds  and 
inpatient  treatments,  followed  by  outpatient 
treatment  and  then,  by  mid  morning,  the 
regularly  scheduled  consultations  and  treat- 
ment hours.  In  my  own  practice,  hospital 
consultations  have  generally  proven  so  fruit- 
less that  I actively  discourage  them.  In  time, 
one’s  medical  colleagues  accept  the  routine 
of  this  way  of  professional  life  even  though 
they  may  not  fully  understand  the  necessity 
for  such  order.  After  an  initial  period  of 
doubt  and  resistance,  the  personnel  of  the 
general  hospital  will  accept  psychiatric  cases 
as  routine.  Nothing  succeeds  in  making  a 
believer  of  a sceptical  nurse  superior  as  much 
as  the  dramatic  results  so  often  had  in  elec- 
troshock therapy  of  agitated  depression.  I 
have  found  a large  portion  of  acute  psychia- 
tric reactions  requiring  hospitalization  can 
be  handled  by  the  general  medical  service 
of  a community  hospital. 

Medical  insurance  coverage  is  gradually 
being  extended  in  breadth  and  depth  so  that 
industrial  groups  especially  are  protected  for 
psychiatric  illnesses  not  only  in  the  cost  of 
hospitalization,  but  even  for  a major  portion 
of  the  cost  of  outpatient  psychiatric  treat- 
ment. 

An  implication  in  the  previously  cited 
theoretical  need  for  a population  of  one 
hundred  thousand  is  that  such  a population 
be  in  residence  in  the  city  of  practice.  Of 
course,  this  is  not  true.  A scattered  popula- 
tion of  this  number  on  which  one  draws  will 
suffice  for  the  economic  needs  of  the  psy- 
chiatrist. However,  in  order  that  the  psy- 
ciatrist  have  some  social  insulation  from  his 
patients,  it  would  be  necessary  to  have  some 
such  concentration.  The  alternatives  are 
either  to  accept  some  degree  of  social  isola- 


tion or  to  hope  that,  in  time,  his  presence 
will  be  accepted.  Whichever  choice  is  made 
must  be  determined  largely  by  the  personal 
characteristics  and  needs  of  the  practitioner 
himself,  or  perhaps  more  significantly,  by 
those  of  his  wife.  The  Shaman  has  tradi- 
tionally, and  probably  of  necessity,  been  ex- 
cluded from,  or  excluded  himself  from, 
social  relationships.  It  could  be  hoped  that 
in  the  practice  of  an  art  based  on  science 
in  this  day  and  time  one  need  not  resort  to 
such  methods  of  promulgating  belief  in 
magical  powers.  It  is,  I believe,  a common 
experience  of  those  in  psychiatry,  more  so 
than  in  any  other  specialty,  that,  in  a social 
gathering,  one  can  expect  to  be  shunned  or 
attacked.  Those  who  know  the  psychiatrist 
socially,  however  casually,  do  not  common- 
ly seek  out  his  professional  services.  Such 
experiences  ultimately  result  in  restriction 
of  one’s  social  activities  largely  to  the  com- 
pany of  other  physicians. 

In  marriage  the  first  five  years  are  usually 
the  most  difficult.  So  will  it  prove  to  be  in 
the  practice  of  psychiatry  in  a small  town. 
Just  as  many  times  lack  of  understanding 
and  the  frustrations  arising  in  marriage  lead 
to  serious  consideration  of  divorce,  so  is  it 
in  the  general  practice  of  psychiatry.  In  my 
own  case,  a period  of  enforced  separation  at 
the  request  of  the  military  allowed  time  to 
see  in  better  perspective  the  advantages  and 
disadvantages  of  a general  practice  of  psy- 
chiatry. 

In  spite  of  the  long  continued  and  inten- 
sive campaign  of  the  National  Mental 
Health  Association  to  favorably  influence 
the  layman  in  his  attitude  toward  the  men- 
tally ill,  I found  little  acceptance  or  under- 
standing of  psychiatry  or  the  psychiatrist 
in  the  community  where  I set  up  practice. 
Psychiatry  was  not  known  to  be  a medical 
specialty  nor  psychiatrists  to  be  physicians. 
Psychiatric  treatment  was  for  "crazy  peo- 
ple”, equated  with  the  mentally  defective 
(stupid)  and  that  by  virtue  of  his  profes- 
sion the  psychiatrist  must  himself  be  a "little 
off.”  It  was  socially  acceptable  to  admit  to 
having  "bad  nerves”,  a physical  ailment  due 
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to  overwork  or  a reaction  to  stress.  The 
treatment  sought,  and  frequently  prescribed 
by  the  family  doctor  consisted  of  "shots”,  a 
trip  to  Florida,  and  finally  a visit  to  the  dis- 
tant university  medical  mecca  "to  really 
find  out  what  the  trouble  is”.  The  course 
of  therapy  usually  followed  this  sequence. 
I am  presently  making  inquiries  as  to  where 
the  Florida  physicians  recommend  their  "just 
nervous”  cases  go  for  a curative  trip.  In  the 
first  year  or  two  there  was  no  great  rush  of 
the  local  population  to  queue  up  for  psycho- 
therapy. Few  could  believe  that  "just  talk- 
ing” could  be  of  any  help  nor  did  it  seem 
reasonable  in  the  community  to  pay  for  such 
a doubtful  privilege.  Having  no  ready  made 
and  waiting  source  of  referrals  it  takes  some 
considerable  time  to  build  up  a full  treat- 
ment schedule.  Perhaps  one  in  a dozen  con- 
sultations is  found  to  be  a potentially  good 
treatment  case  and  one  who  is  willing  and 
able  to  accept  a trial  at  treatment. 

Slowly,  over  a period  of  several  years, 
the  psychiatrist  in  a small  community  finds 
himself  increasingly  accepted  both  socially 
and  professionally.  The  turning  point  is 
reached  when  one  begins  getting  self  refer- 
rals who  have  rejected  the  advice  from  fam- 
ily and  friends  that  "it’s  just  nerves”  and  the 
usual  concommitant  suggestion  to  "take  a 
trip  to  Florida  and  get  your  mind  off  your- 
self”. 

There  are  real  satisfactions  to  be  had  from 
the  practice  of  small  town  psychiatry. 
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Many  of  these  are  essentially  individualistic 
in  nature.  For  example,  I find  the  smaller 
town  a personal  preference.  I enjoy  hearing 
a quail  call  from  my  office  window.  Even 
though  I take  advantage  of  the  nearby  lakes 
and  mountains  as  rarely  as  my  city  colleague 
attends  Broadway  shows  or  visits  a museum, 
there  is  comfort  in  having  these  accessible. 
From  living  in  a small  town  comes  a feeling 
of  belonging  one  never  seems  to  find  in  the 
suburbs  of  a city.  Aside  from  the  personal 
preferences  mentioned,  and  some  unmen- 
tioned, there  is  much  satisfaction  in  cul- 
minating the  long  years  of  training  with  the 
practice  of  one’s  profession  among  those  in 
serious  need  of  such  care. 

I am  aware  that  the  picture  I have  pre- 
sented of  the  practice  of  psychiatry  in  a 
relatively  isolated  semi-rural  community  is 
not  entirely  attractive.  It  is  intended  to  be 
as  realistic  as  I can  paint  it  in  keeping  with 
my  own  experience  in  my  own  area.  I un- 
derstand that  the  personal  traits  and  needs 
of  the  individual  psychiatrist  and  the  char- 
acteristics peculiar  to  the  area  settled  may 
make  for  some  degree  of  variation.  How- 
ever, it  is  highly  probable  that  the  factors 
to  be  considered  in  deciding  upon  a locale 
and  the  problems  encountered  are  essentially 
the  same.  It  is  hoped  that  in  knowing  some- 
thing in  general  of  what  to  expect  that  the 
psychiatrist  in  training  will  give  some  se- 
rious consideration  to  establishing  practice 
where  such  services  are  most  needed. 
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PRELIMINARY  PROGRAM 

114th  Meeting 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Hotel  John  Marshall 
Richmond,  Virginia 
October  8-10,  1961 


Sunday,  October  8 
12:00  Noon 

COUNCIL 

Byrd  & Washington  Rooms 
John  Marshall 


7:00  P.M. 

House  of  Delegates  Dinner  Meeting 
Virginia  Room 
John  Marshall 


Monday  Morning — October  9 
9:00  A.M. 

Jackson  Room 
John  Marshall 


Welcome  and  Preliminary  Announcements — M.  M. 
Pinckney,  M.D.,  Chairman,  Local  Committee  on 
Arrangements 
* 

Memorial  Observance 

Scientific  Program 

Mallory  S.  Andrews,  M.D.,  Norfolk,  Presiding 

9:15  A.M. — Surgical  Therapy  in  Chronic 
Pancreatitis — Richard  H.  Egdahl,  M.D.,  Rich- 
mond 

The  most  important  feature  in  caring  for  patients 
with  chronic  pancreatitis,  once  surgery  has  been  de- 
cided on,  is  a carefully  planned  and  systematic  oper- 
ative approach  by  the  surgeon.  Whereas,  some  pa- 
tients will  be  cured  by  simple  sphincteroplasty,  others 
will  require  such  procedures  as  caudal  pancreato- 


jejunostomy  or  even  pancreatectomy  in  an  occasional 
case.  Methods  for  selecting  the  type  of  operation  will 
be  discussed. 

9:30  A.M. — The  Diagnosis  and  Management 
of  Peri-Ampullary  Neoplasms — Yale  H.  Zim- 
berg,  M.D.,  Richmond 

Neoplasms  arising  in  the  region  of  the  head  of  the 
pancreas  continue  to  intrigue  physicians  because  of 
the  problems  in  early  diagnosis,  laboratory  and  ra- 
diologic interpretation  and  surgical  management.  Clin- 
ical manifestations  and  prognosis  may  vary  according 
to  the  type  of  pathology  present.  A review  of  per- 
tinent data  recorded  in  recent  cases  will  be  presented, 
with  emphasis  on  surgical  approaches  and  post-opera- 
tive management  and  follow-up. 

9:45  A.M. — Long  Term  Clinical  and  Lipid 
Study  of  Mer/29  (Triparanol) — William  T. 
Tucker,  M.D.,  Paul  D.  Camp,  M.D.,  and  John 
C.  Forbes,  Ph.D.,  Richmond 

Mer/29  has  received  widespread  clinical  application 
following  preliminary  observations  that  it  reduced 
cholesterol  levels  and  also  produced  electrocardio- 
graphic and  symptomatic  relief  of  coronary  insuffi- 
ciency and  anginal  syndromes.  Fifteen  patients,  all 
with  elevated  serum  cholesterol  levels,  most  with 
clinical  cardiovascular  disease,  all  with  repeated  pre- 
vious cholesterol  determinations  and  clinical  observa- 
tions have  been  treated  with  Mer/29  since  October, 
1960.  The  results  of  the  cholesterol  and  total  neutral 
fat  studies  will  be  presented  and  the  cardiovascular 
complications  during  treatment  presented. 

10:00  A.M. — Guest  Speaker — Sol  Katz,  M.D., 
Chief  of  Medicine,  Mt.  Alto  Veterans  Hospital, 
Washington,  D.  C. — Steroid  Therapy  in  Pul- 
monary Diseases 

There  are  a number  of  clinical  situations  involving 
the  pleura  and  lungs  in  which  corticosteroid  therapy 
exerts  a major  symptomatic  modifying  effect,  especially 
when  used  concomitantly  with  specific  therapy.  In 
addition  there  are  certain  pulmonary  diseases  of 
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known  and  unknown  etiology  in  which  there  is  no 
specific  therapy  available,  yet  corticosteroid  treatment 
exerts  a beneficial  effect. 

10:30  A.M. — Coronary  Artery  Cineangiogra- 
phy— V.  Eric  Kemp,  M.D.,  Richmond 

Precise  evaluation  of  the  pathologic  anatomy  in  pa- 
tients with  coronary  atherosclerosis,  has  been  facili- 
tated by  the  injection  of  x-ray  contrast  media  into  the 
coronary  system.  This  has  been  combined  with  the 
use  of  an  image  intensifier  tube  to  take  high  speed 
x-ray  motion  pictures  of  passage  of  the  dye  through 
the  coronary  arteries.  X-ray  motion  pictures  will  be 
displayed  showing  the  use  of  this  technique  in  diag- 
nosis and  in  the  study  of  normal  and  pathologic 
anatomy  of  the  coronary  arteries. 


10:45  A.M. — Intermission  to  visit  exhibits 


11:00  A. INI. — Guest  Speaker — John  Willis  Hurst, 
M.D.,  Chairman,  Department  of  Medicine,  Em- 
ory University  School  of  Medicine,  Atlanta,  Geor- 
gia— Recent  Trends  in  the  Treatment  or 
Coronary  Disease 

SYMPOSIUM 

Occlusive  Diseases  of  Extra  and  Intra  Cranial 
Arteries  as  a Cause  of  Strokes 

11 :30  A.M. — Diagnosis  and  Medical  Treatment 
Cary  Suter,  M.D.,  Richmond 

11:50  A.M. — Guest  Speaker — Henry  T.  Bahnson, 
M.D.,  Professor  of  Surgery,  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore,  Maryland 
- — -Surgical  Treatment 

12:10  P.M. — Panel  Discussion — Charles  E.  Tro- 
land,  M.D.,  Richmond,  Moderator.  Henry  T. 
Bahnson,  M.D.,  Baltimore;  Cary  Suter,  M.D., 
Richmond;  and  Frederick  E.  Vultee,  Jr.,  M.D., 
Richmond 

This  symposium  will  emphasize  the  symptomatology  of 
strokes  and  stroke-like  syndromes  due  to  cerebral  ar- 
terial insufficiency  and  will  elaborate  on  the  differen- 
tial diagnosis.  The  role  of  carotid  arteriography  in 
making  the  diagnosis  and  the  importance  of  both  the 
medical  and  surgical  treatment  in  this  disease  will  be 
discussed.  The  panel  will  include  a neurologist,  a 
neurosurgeon,  a vascular  surgeon  and  a psychiatrist. 
Questions  from  the  floor  are  encouraged. 

12:30  P.M. — Recess  for  Lunch 

Monday  Afternoon,  October  9 

See  special  section  on  luncheons  and  special  events. 
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2:30  P.M. 

Reference  Committees 
Monroe  and  Washington  Rooms 
John  Marshall 


3:00  P.M. 

Medical  Motion  Pictures 
Jackson  Room 
John  Marshall 

1.  Mamaplastv — Presented  by  Albert  F.  Borges, 
M.D.,  and  John  E.  Alexander,  M.D.,  Falls 
Church. 

2.  Lip  Epithelioma;  Plastic  Reconstruction — Pre- 
sented by  Albert  F.  Borges,  M.D.,  and  John  E. 
Alexander,  M.D.,  Falls  Church. 

3.  Absolute  Fixation  in  Fractures  of  the  Hip — Pre- 
sented by  William  M.  Deyerle,  M.D.,  Richmond. 

4.  Long  Term  Follow-Up  of  the  Hip  Prostheses — 
Presented  by  Virgil  R.  May,  M.D.,  Richmond. 

Tuesday  Morning,  October  10 
9:00  A.M. 

Jackson  Room — John  Marshall 

W.  C.  Elliott,  M.D.,  Lebanon,  Presiding 

9:00  A.M. — Cancer  of  the  Lip — Charles  E. 
Horton,  M.D.;  Hugh  H.  Crawford,  M.D.;  and 
Jerome  E.  Adamson,  M.D.,  Norfolk 

This  paper  will  illustrate  pre-malignant  diseases  of 
the  lip  such  as  leukoplakia,  chronic  fissures,  and  be- 
nign tumors  which  may  become  malignant.  A series 
of  cases  of  carcinoma  of  the  lip,  including  basal  cell 
carcinomas,  squamous  cell  carcinomas,  adeno-carcino- 
mas  of  minor  salivary  gland  origin,  will  be  presented 
and  treatment  discussed. 

9:15  A.M. — Office  Gynecology  — Spotswood 
Robins,  M.D.,  Richmond 

Discussion  of  the  diagnosis  of  common  vaginitides, 
cervicitis,  displacements  of  the  uterus,  and  vaginal 
relaxation.  Also  discussion  of  vaginal  cytology.  Dis- 
cussion of  the  treatment  of  the  above  conditions  in 
so  far  as  office  practice  is  concerned. 

9:30  A.M. — Cat  Scratch  Disease — McLemore 
Birdsong,  M.D.,  Charlottesville 

Cat  Scratch  Disease  occurs  much  more  commonly  than 
is  usually  suspected.  It  resembles  pyogenic  adenitis, 
tuberculous  adenitis,  lymphogranuloma  venereum,  tu- 
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laremia,  infected  cysts,  and  some  malignant  conditions. 
A review  of  the  signs  and  symptoms,  etiology,  diag- 
nosis and  treatment  will  be  presented. 

9:45  A.M. — Intussusception  — Diagnosis  and 
Treatment  in  Infants  and  Children — Ar- 
nold M.  Salzsberg,  M.D.,  Richmond 

The  experience  with  intussusception  during  the  past 
ten  years  at  the  Medical  College  of  Virginia  Hospitals 
will  be  reviewed.  The  peculiar  clinical  picture  in 
the  very  young  and  in  the  ileo-ileal  variety,  and 
treatment  by  barium  enema  will  be  emphasized. 

10:00  A.M. — Digitalis  — Julian  R.  Beckwith, 
M.D.,  Charlottesville 

The  pharmacology  of  digitalis  in  general  as  well  as 
the  difference  between  the  various  digitalis  products 
available  will  be  discussed.  The  clinical  use  of  digi- 
talis and  the  recognition  and  management  of  digitalis 
intoxication  will  be  reviewed. 

10:15  A.M. — Diagnosis  of  the  Acute  Abdomen 
— Charles  W.  Byrd,  M.D.,  Richmond 

The  diagnosis  of  the  acute  abdomen  is  an  ever  present 
problem.  Because  of  the  need  for  urgency  in  making 
the  diagnosis,  one  must  frequently  rely  primarily  on 
the  history  and  physical  findings.  Much  attention  is 
devoted  to  a correlation  of  the  history  and  physical 
findings  with  the  diagnosis.  The  commonplace  and 
most  of  the  obscure  causes  of  the  acute  abdomen  are 
discussed. 

10:30  A.M. — The  General  Use  of  the  Papanic- 
alaou  Technique — Saul  Kay,  M.D.,  Richmond 

An  evaluation  has  been  made  of  the  results  of  routine 
Papanicolaou  cervical  screening  in  the  pregnant  wom- 
an for  one  year  ending  June  30,  1961.  Of  a total  of 
3458  patients  seen  at  Maternal  Welfare  Clinics,  34 
were  found  to  have  cytologic  abnormalities.  Four  of 
these  patients  ^were  ultimately  proven  to  have  pre- 
invasive  cervical  cancer,  and  in  addition  one  also 
showed  microinvasion. 


10:45  A.M. — Intermission  to  visit  exhibits 


11 :00  A.M. — Guest  Speaker — Walter  Barton,  M.D., 
President,  American  Psychiatric  Association,  Bos- 
ton, Massachusetts — Advances  in  Therapy  of 
Mental  Illness 

Patterns  of  care  in  France,  Russia,  Holland,  England, 
Nigeria,  Israel,  Australia,  Greece  and  America  will 


be  briefly  mentioned.  The  part  that  drugs  have  played 
in  making  therapeutic  advances  possible  will  be  placed 
in  perspective.  Examples  of  therapeutic  advances 
in  two  areas  will  be  presented — Rehabilitation  and 
After  Care.  Some  of  the  aims  and  achievements  will 
be  discussed  and  a bit  of  the  accumulating  proof  of 
effectiveness  of  programs  mentioned. 

11:30  A.M. — Invited  Speaker — David  M.  Hume, 
M.D.,  Professor  and  Chairman,  Department  of 
Surgery,  Medical  College  of  Virginia,  Richmond 
—Hypertensive  Diseases  Amenable  to  Sur- 
gery 

12:00  Noon — Invited  Speaker — William  H.  Muller, 
Jr.,  M.D.,  Professor  and  Chairman,  Department 
of  Surgery,  University  of  Virginia  School  of  Med- 
icine, Charlottesville — Aortic  Valve  Replace- 
ment 

Severe  deformities  of  the  aortic  valve  often  require 
partial  or  total  valvular  replacement  with  a prosthe- 
sis. During  the  past  two  years,  aortic  valvular  pros- 
theses  have  been  used  in  selected  patients  at  the  Uni- 
versity of  Virginia  Medical  Center.  The  indications, 
technics  and  results  of  these  operations  will  be  pre- 
sented. 

12:30  P.M. — Recess  for  Lunch 

Tuesday  Afternoon — October  10 
2:00  P.M. 

Jackson  Room — John  Marshall 

Harold  W.  Miller,  M.D.,  Woodstock,  Presiding 

2:00  P.M. — Guest  Speaker — Walter  S.  Wiggins, 
M.D.,  Secretary^,  Council  on  Medical  Education 
and  Hospitals,  American  Medical  Association, 
Chicago — Obligations  of  a Learned  Profes- 
sion in  the  Education  of  Its  Successors 

2 :30  P.M. — Guest  Speaker — Ernest  B.  Howard, 
M.D.,  Assistant  Executive  Vice  President,  Amer- 
ican Medical  Association,  Chicago— Medicine 
Faces  1962 

3:00  P.M. — Guest  Speaker — Leonard  W.  Larson, 
M.D..  President,  American  Medical  Association, 
Bismarck,  North  Dakota. — 1961 : A Year  of 
Vigorous  Action  by  AMA 
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7:30  P.M. 


4:00  P.M. 

House  of  Delegates 
Roof  Garden 
John  Marshall 


Banquet 
Virginia  Room 
John  Marshall 


6:30  P.M. 
Cocktail  Party 
Jackson  Room 
John  Marshall 


9:00  P.M.— 1:00  A.M. 

Dancing  in  the  Virginia  Room 
to  the  Music  of  Lester  Lanin 
and  his  orchestra. 


SPECIAL  EVENTS 


Sunday,  October  8 

Council — Lunch — Byrd  Room — 12:00  Noon 
Meeting — Washington  Room — 1 :00  P.M. 

Virginia  Society  of  Anesthesiology — Luncheon — 
Monroe  Room — 12:00  Noon 

Cocktail  Party  (Dr.  King) — Virginia  Room — 5:30 
P.M. 

House  of  Delegates  — Dinner  Meeting  — Virginia 
Room — 7 :00  P.M. 

Monday,  October  9 

Woman’s  Auxiliary — Board  Meeting — Washington 
Room — 9:30  A.M. 

Virginia  Diabetes  Association — Breakfast — Monroe 
Room — 8:00  A.M. 

Virginia  Society  of  Plastic  and  Reconstructive  Sur- 
gery— Luncheon — Room  1442 — 1:00  P.M. 

Virginia  Urological  Society — Luncheon — Room  1446 
—1 :00  P.M. 

Virginia  Society  of  Ophthalmology  and  Otolaryn- 
gology-— Luncheon — Room  1452 — 1 :00  P.M. 

Virginia  Obstetrical  & Gynecological  Society — 
Luncheon — Old  Dominion  Room,  Hotel  Richmond 
—1 :00  P.M. 

Virginia  Pediatric  Society — Cocktails  and  Lunch- 
eon— Mansion  Room,  Hotel  Richmond — 1 :00 
P.M. 

Virginia  Academy  of  General  Practice — Luncheon — 
Virginia  Room — 1 :00  P.M. 

Virginia  Orthopedic  Society — Luncheon — Common- 
wealth Club — 12:30  P.M. 

Virginia  Section,  American  College  of  Physicians — 
Luncheon — Byrd-Lee  Rooms — 1 :00  P.M. 
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Virginia  Medical  Service  Association — Luncheon — 
Plans  to  be  announced. 

Virginia  Society  of  Internal  Medicine — Will  hold 
meeting  in  Byrd-Lee  Rooms  following  luncheon 
of  Virginia  Section,  American  College  of  Physi- 
cians— 

Virginia  Surgical  Society  — Luncheon  — Monroe 
Room — 1 :00  P.M. 

Virginia  Radiological  Society — Luncheon — Jefferson 
Hotel— 1 :00  P.M. 

Reference  Committee  No.  1 — Washington  Room — - 
2:30  P.M. 

Reference  Committee  No.  2 — Monroe  Room — 2:30 
P.M. 

Medical  Motion  Pictures  — Jackson  Room  — 3:00 
P.M. 

Medical  College  of  Virginia  Alumni  Association — - 
Cocktail  Party — Virginia  Room — 6:00  P.M. 
Banquet — Virginia  Room — 7 :00  P.M. 

University  of  Virginia  Alumni  Association — Cock- 
tail Party — Roof  Garden — 6:00  P.M. 

Banquet — Roof  Garden — 7:00  P.M. 

Duke  University  Alumni  Association — Cocktail  Par- 
ty— Byrd-Lee  Rooms — 6:00  P.M. 

Banquet — Byrd-Lee  Rooms — 7 :00  P.M. 

Tuesday,  October  10 

Woman’s  Auxiliary — Annual  Meeting — Roof  Garden 
—9:30  A.M. 

—3:00  P.M. 

House  of  Delegates — Second  Session — Roof  Garden 
—4:00  P.M. 

The  Medical  Society  of  Virginia — Cocktail  Party — 
Jackson  Room — 6:30  P.M. 

Banquet — Virginia  Room — 7 :30  P.M. 
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SCIENTIFIC  EXHIBITS 


Scientific  Exhibits  will  be  located  on  the  Mezzanine. 

Know  Your  Vitamins — Use  Them  Wisely — Council  on 
Foods  and  Nutrition,  American  Medical  Association, 
Chicago. 

The  Surgery  of  Rheumatoid  Diseases  of  the  Hand — Je- 
rome E.  Adamson,  M.D.,  Charles  E.  Horton,  M.D., 
and  Hugh  H.  Crawford,  M.D.,  Norfolk. 

Plastic  Surgery — John  E.  Alexander,  M.D.,  and  Albert 
F.  Borges,  M.D.,  Falls  Church. 

The  Polycystic  Ovary  Syndrome — Robert  B.  Greenblatt, 
M.D.,  and  Kenneth  R.  Baldwin,  M.D.,  Newport 
News. 

The  Diagnosis  and  Treatment  of  Vascular  Rings — Lewis 
H.  Bosher,  Jr.,  M.D.,  and  Carolyn  Moore  McCue, 
M.D.,  Richmond. 

Injuries  of  the  Face — Claude  C.  Coleman,  Jr.,  M.D.,  and 
Willcox  Ruffin,  M.D.,  Charlottesville. 

Common  Problems  of  Childhood — William  M.  Lordi, 
M.D.,  and  Faith  F.  Gordon,  M.D.,  Richmond. 

Southwest  Virginia  Indians — C.  C.  Hatfield,  M.D.,  Salt- 
ville. 

Surgical  Management  of  Recurrent  Pneumothorax — Mar- 
cellus  A.  Johnson,  III,  M.D.,  Roanoke. 

Diagnosis  and  Treatment  of  the  Stroke  Syndrome — John 
F.  Kendrick,  M.D.,  and  OwTen  Gvvathmey,  M.D., 
Richmond. 

Care  and  Comfort  of  the  Postpartum  Patient — C.  Donald 
Kuntze,  M.D.,  New  York,  New  York. 

Conservation  of  the  Diabetic  Foot — James  M.  Moss,  M.D., 
DeWitt  E.  DeLawter,  M.D.,  Jerome  Shapiro,  Pod.D., 
Donald  Lyons,  Pod.D.,  Alexandria. 

Infections  in  Private  Pediatric  Practice — Frank  M.  Rip- 
berger,  M.D.,  Robert  H.  Anderson,  M.D.,  and  Rich- 
ard E.  Palmer,  M.D.,  Alexandria. 

Examinations  for  Cervical  Cancer — W.  R.  Southward, 
Jr.,  M.D.,  Richmond. 


Now  is  the  Time  for  Diabetes  Detection — W.  R.  South- 
ward, Jr.,  M.D.,  Richmond. 

Introduction  to  Colposcopy — George  Szele,  M.D.,  Annan- 
dale. 

Systemic  Therapy  of  Pyodermas — E.  Randolph  Trice, 
M.D.,  Marshall  Cohen,  M.D.,  and  William  Payne, 
M.D.,  Richmond. 

The  Management  of  Diabetes  Mellitus — Virginia  Diabetes 
Association,  Richmond. 

The  Endometrial  Brush:  A New  Technique  in  Cytology 
of  the  Endometrium — Clifford  H.  Fox,  M.D.,  Frank 
G.  Turner,  M.D.,  Wayne  L.  Johnson,  M.D.,  W.  Nor- 
man Thornton,  Jr.,  M.D.,  and  Thomas  A.  Wash, 
M.D.,  Charlottesville. 

Saddle  Bags — 1961 — Nathaniel  H.  Wooding,  M.D.,  Hali- 
fax. 

Experimental  Studies  of  Vesicoureteral  Regurgitation — 
Norman  R.  Zinner,  M.D.,  and  Albert  J.  Paquin,  Jr., 
M.D.,  Charlottesville. 

Blue  Shield — Thomas  L.  Martin  and  M.  C.  Green,  Rich- 
mond. 

Virginia  Association  of  Medical  Assistants — Mrs.  Lillie 
Rogers,  President,  Richmond. 

Civil  Defense  Emergency  Hospital  Model — State  Health 
Department,  Richmond. 

A Medical  School  for  Norfolk — Norfolk  County  Medical 
Society',  Norfolk. 

Confederate  Medical  Exhibit — Richmond  Academy  of 
Medicine,  Richmond. 

Virginia  Council  on  Health  and  Medical  Care — Edgar  J. 
Fisher,  Jr.,  Richmond. 

Tobacco-Health  Research  Program — J.  Morrison  Brady, 
M.D.,  New  York,  New  York. 

Responsible  Parenthood — Sarah  E.  Thomas,  Virginia 
League  for  Planned  Parenthood,  Richmond. 
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TECHNICAL  EXHIBITS 


Technical  Exhibits  will  be  in  the  Lobby  and  the  Mar- 
shall Room  of  the  Hotel  John  Marshall.  They  will  be 
open  on  Sunday  from  2 to  5 P.M.,  and  on  Monday  and 
Tuesday  from  9:00  A.  M.  to  5:00  P.  M. 

The  following  is  a list  of  these  exhibitors  with  a brief 
description : 

Booth  No.  1 

The  Mutual  Benefit  Life  Isurance  Company 

Newark,  New  Jersey 

“Financial  Planning  for  the  Physician”  Tax  Calculator 
Slide  Rule  available  at  booth  without  obligation.  Register 
for  “Estate  Planning  for  Physicians,”  other  booklets,  in- 
formation on  NSLI  disability  benefits. 

Booth  No.  2 

Ortho  Pharmaceutical  Corporation 

Raritan,  New  Jersey 

Representatives  will  be  pleased  to  discuss  Ortho’s  new 
SULTRIN  CREAM,  a reformulation  of  TRIPLE  SULFA 
CREAM  into  a white  emollient  therapeutic  for  various 
forms  of  vaginitis.  SULTRIN  CREAM  is  therapeutically 
identical  with  its  predecessor  (TRIPLE  SULFA 
CREAM)  as  an  effective  therapy  which  combines  three 
proven  sulfas  at  their  optimum  pH  ranges. 

Booth  No.  3 

William  H.  Rorer,  Incorporated 
Philadelphia,  Pennsylvania 

MAALOX,  a pleasant  tasting,  non-constipating  ant- 
acid, is  featured  in  Suspension,  Tablets  No.  1 and  Tab- 
lets No.  2.  Also  highlighted  are  ASCRIPTIN,  a profes- 
sional salicylate  for  pain  of  arthritis,  FERMALOX,  a 
non-irritating,  uncoated,  buffered  ferrous  sulfate  Tablet, 
and  PAREPECTOLIN,  a pleasant  tasting  anti-diarrheal 
preparation  of  Paregoric,  Kaolin  and  Pectin. 

Representatives  will  gladly  answer  questions  concern- 
ing Rorer  products. 

Booth  No.  4 

Ciba  Pharmaceutical  Products,  Incorporated 

Summit,  New  Jersey 

FORHISTAL®  is  a new,  low-dosage  antiallergic  and 
antipruritic  agent.  Clinically,  FORHISTAL  has  proved 
highly  effective  in  a wide  range  of  allergic  and  pruritic 
disorders.  It  is  well  tolerated  by  patients  by  all  ages. 
FORHISTAL  is  available  in  four  forms:  Lontabs®,  Tab- 
lets, Syrup  and  Pediatric  Drops. 

Booth  No.  5 
Milex  of  New  York 
Long  Island  City,  New  York 

Gynecological  products  will  be  featured.  The  WIDE 
SEAL  diaphragm  will  be  featured  as  a primary  contri- 
bution to  the  principle  of  planning  parenthood.  TRIMO- 
SAN  for  Trichomonas,  Monilia  and  Mixed  Leucorrheas 
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will  be  introduced.  AMINO-CERV  GEL  will  be  demon- 
strated as  the  treatment  of  choice  for  Cervicitis  and  post- 
surgical  surgery.  Samples  of  “A  Doctor  Discusses  the 
Menopause”  and  “A  Doctor’s  Marital  Guide”  are  avail- 
able on  request. 

New  developments  in  the  MILEX  CANCER  DETEC- 
TION PROGRAM  will  be  surveyed. 

Please  stop  in  and  say  “Hello”. 

Booth  No.  6 

Desitin  Chemical  Company 
Providence,  Rhode  Island 

Desitin  Ointment:  for  treatment  of  burns,  ulcers,  diaper 
rash,  abrasions,  etc.  Desitin  Powder:  relieves  chafing, 
sunburn,  diaper  rash,  etc.  Desitin  Suppositories  and  Rec- 
tal Ointment:  Relieve  pain  and  itching  in  uncomplicated 
hemorrhoids,  fissures.  Desitin  Baby  Lotion:  protective, 
antiseptic.  Desitin  Acne  Cream:  a non-staining,  flesh- 
tinted  “Medicream”  for  the  treatment  of  acne  vulgaris. 
Desitin  Cosmetic  and  Nursery  Soap:  supermild.  Desitin 
Suppositories  with  Hydrocortisone:  prompt  response  to 
inflammatory  conditions  in  proctitis,  severe  pruritis, 
edema.  Desitin  Ointment  with  Hydrocortisone:  provides 
hydrocortisone  1%  (as  the  alcohol)  added  to  the  well- 
known  Desitin  formula  of  Norwegian  cod  liver  oil.  Desi- 
tin Hydrocortisone  Cream:  non-staining,  washable  hy- 
drophilic base  with  sol.  al.  acetate.  An  elegant  cosmetic 
preparation  with  HC  1%.  Desitin  Cor-D-Tar  Cream: 
non-staining  hydrophilic  base  with  a special  solution  coal 
tar  3%  and  non-staining  diiodohydroxyquin  2%.  For  bac- 
terial-fungal-infectious eczematous  discomfort. 

Booth  No.  7 

America  Fore  Loyalty  Group 
Richmond,  Virginia 

The  Medical  Society  of  Virginia’s  approved  and  en- 
dorsed Disability  Insurance  Program,  which  is  under- 
written by  the  Commercial  Insurance  Company  of  the 
American  Fore  Loyalty  Group. 

Representatives  of  Agencies  throughout  the  State  will 
be  present  during  convention  period  to  discuss  this  pro- 
gram with  the  Doctors;  and  will  have  descriptive  litera- 
ture, etc.,  for  display. 

Booth  No.  8 
The  Tilden  Company 

New  Lebanon,  New  York 

Product  material  and  literature  on  SULTUSSIN,  INO- 
BEX-CAL  AND  ANALGEMUL  will  be  available.  We 
will  also  have  reproductions  of  the  first  Materia  Medica 
printed  in  the  United  States  in  1859  and  of  General  Lee’s 
Farewell  Address  to  his  troops. 

Booth  No.  9 
The  Stuart  Company 
Pasadena,  California 

A cordial  invitation  is  extended  to  all  members  and 
guests  attending  this  meeting  to  visit  the  Stuart  Company 
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booth.  Specially  trained  repersentatives  will  be  in  at- 
tendance to  answer  your  questions  on  new  products  de- 
veloped in  our  new  and  modern  laboratories  which  have 
received  international  acclaim. 


calming  agent  with  mild  sedative  effects  for  the  cardio- 
vascular patient  who  must  slow  down;  and  Celestone,  a 
new  magnitude  in  anti-inflammatory  corticosteroid  short- 
term therapy. 


Booth  No.  10 

Medco  Products  Company,  Incorporated 

Tulsa,  Oklahoma 


Booth  No.  18 

W.  B.  Saunders  Company 
Philadelphia,  Pennsylvania 


Presenting  the  MEDCO-SONLATOR.  Providing  a new 
concept  in  therapy  by  combining  muscle  stimulation  and 
ultra  sound  simultaneously  through  a SINGLE  Three- 
Way  Sound  Applicator. 

The  MEDCO-SONLATOR  is  a distinct  advance  in  the 
effectiveness  of  physical  therapy  in  your  office  or  hospital. 
A few  minutes  spent  in  our  booth  should  prove  of  value 
to  your  practice. 


Booth  No.  11 

R.  J.  Reynolds  Tobacco  Company 

Winston-Salem,  North  Carolina 

Welcome  to  the  R.  J.  Reynolds  Tobacco  Company  Ex- 
hibit! You  are  cordially  invited  to  receive  a cigarette 
case  (monogrammed  with  your  initials)  containing  your 
choice  of  CAMEL,  WINSTON  Filter,  Menthol  Fresh 
SALEM,  or  CAVALIER  King  Size  Cigarettes. 

Booths  12-13 

Richmond  Surgical  Supply  Company 
Richmond,  Virginia 

Booth  No.  14 
Abbott  Laboratories 
North  Chicago,  Illinois 

Abbott  Laboratories  invites  you  to  visit  our  exhibit. 
Our  representatives  will  be  happy  to  answer  any  ques- 
tions you  may  have  concerning  our  leading  products  and 
new  developments. 


Booth  No.  15 
Ayerst  Laboratories 
New  York,  New  York 


Booth  No.  16 
Roche  Laboratories 

Nutley,  New  Jersey 

LIBRIUM — A therapeutic  agent  for  superior,  safer, 
faster  control  of  nervousness,  anxiety,  tension  and  other 
common  emotional  disturbances  without  the  dulling  effect 
or  depressant  action  of  the  tranquilizers. 

PIGAN — A specific  antiemetic  agent  effective  both  pro- 
phylaetically  and  therapeutically  against  most  clinically 
significant  types  of  nausea  and  vomiting. 


Booth  No.  17 
Schering  Corporation 
Bloomfield,  New  Jersey 


\ ou  are  cordially  invited  to  visit  the  Schering 
technical  exhibit  where  the  following  products 
will  be  displayed:  Fulvicin,  the  first  oral  anti- 
fungal antibiotic  for  ringworm;  Tindal,  a new 


Earl  Dunham  will  be  on  hand  with  the  complete  Saun- 
ders line.  Please  stop  by  to  see  him — he’s  the  same,  but 
he  will  have  some  wonderfully  helpful  new  books. 

Booth  No.  19 
Lederle  Laboratories 

Pearl  River,  New  York 

Your  Lederle  representative  will  be  on  hand  to  serve 
you.  He  can  furnish  informaticn  on  any  Lederle  product 
and  is  prepared  to  bring  to  bear  on  any  of  your  medical 
problems  the  knowledge  of  the  world-wide  Lederle  re- 
search organization. 


Booth  No.  20 
Geigy  Pharmaceuticals 

Yonkers,  New  York 

Geigy  cordially  invites  members  and  guests  to  visit  its 
exhibit. 

This  exhibit  features  important  new  therapeutic  devel- 
opments in  the  management  of  inflammation,  as  well  as 
current  concepts  in  the  control  of  hypertension  and  ede- 
ma; depression;  obesity,  and  other  disorders,  which  may 
be  discussed  with  physicians  and  representatives  in  at- 
tendance. 


Booth  No.  21 

Charles  C.  Haskell  & Company 

Richmond,  Virginia 

Featuring  ISOCLOR,  a new  antihistamine-decongestant 
for  oral  relief  of  nasal,  sinus  and  chest  congestion.  ISO- 
CLOR extends  the  range  in  decongestant  therapy  from 
relief  of  simple  nasal  congestion  only  to  include  chest 
discomfort,  to  permit  free  breathing  and  inhibit  excessive 
mucosal  discharge,  post-nasal  drip,  and  resulting  night 
cough. 


Booth  No.  22 

Burroughs  Wellcome  & Company 

Tuckahoe,  New  York 

You  are  cordially  invited  to  visit  Burroughs  Wellcome 
for  the  latest  information  on  our  products,  and  the  newest 
developments  from  the  extensive  research  facilities  of 
Burroughs  Wellcome  & Co. 

Of  particular  interest  at  this  meeting  will  be  our  new 
topical  and  ophthalmic  antibiotic  products,  as  well  as 
our  “Actifed-C”  Expectorant.  Our  informed  staff  wel- 
comes this  opportunity  to  show  you  these  new  products. 

Booth  No.  23 
Sanborn  Company 

Waltham,  Massachusetts 

The  new  SANBORN/FROMMER  CELL  COUNTER 
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as  well  as  new  ELECTROCARDIOGRAPHS  of  ad- 
vanced design  and  function  together  with  the  latest 
models  of  other  instruments  for  diagnostic  use  will  be 
displayed  and  demonstrated. 

Demonstrations  and/or  data  will  also  be  available  on 
Sanborn  instruments  for  biophysical  research — single  and 
multi-channel  recording  systems,  monitoring  oscilloscopes 
and  physiological  transducers. 

Qualified  Sanborn  representatives  will  be  pleased  to 
answer  questions  and  assist  you  with  technical  problems. 

Booth  No.  24 

Mead  Johnson  Laboratories 

Evansville,  Indiana 

The  Mead  Johnson  Laboratories’  exhibit  has  been  ar- 
ranged to  give  you  the  optimum  in  quick  service  and 
product  information.  To  make  your  visit  productive, 
specially  trained  representatives  will  be  on  duty  to  tell 
you  about  their  products. 

Booth  No.  25 

The  National  Drug  Company 

Philadelphia,  Pennsylvania 

Booth  No.  26 
E.  R.  Squibb  & Sons 

New  York,  New  York 

E.  R.  Squibb  & Sons  has  long  been  a leader  in  the 
development  of  new  therapeutic  agents  for  the  preven- 
tion and  treatment  of  disease.  The  results  of  our  diligent 
research  are  available  to  the  medical  profession  in  new 
products  or  improvements  in  products  already  marketed. 

At  booth  26,  we  are  pleased  to  present  up-to-date 
information  on  these  advances  for  your  consideration. 

Booth  No.  27 

Physicians  Products  Company,  Incorporated 

Petersburg,  Virginia 

Members  and  their  guests  are  cordially  invited  to  visit 
our  both.  Our  Sales  Manager,  F.  A.  “Dick”  Frayser,  will 
be  in  attendance  along  with  John  McClure.  Each  will 
welcome  the  opportunity  to  greet  their  many  friends. 

Professional  samples  and  literature  of  "Physicians” 
products  will  be  available  for  each  of  the  members. 

Booth  No.  51 

The  Coca-Cola  Company 

Atlanta,  Georgia 

Ice-cold  Coca-Cola  served  through  the  courtesy  and 
cooperation  of  the  Richmond  Coca-Cola  Bottling  Com- 
pany, Incorporated,  and  the  Coca-Cola  Company. 

Booth  No.  52 

VanPelt  and  Brown,  Incorporated 

Richmond,  Virginia 

VanPelt  and  Brown  extend  a cordial  invitation  to  visit 
their  exhibit  where  representatives  will  be  happy  to  an- 
swer questions  and  supply  clinical  samples  of  their  prod- 
ucts. 
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Booth  No.  53 

Knoll  Pharmaceutical  Company 

Orange,  New  Jersey 

DILALTDID  Cough  Syrup  for  “the  cough  that  must 
be  controlled”;  also  DILAUDID  ampules  for  pain  that 
synthetic  analgesics  frequently  fail  to  relieve.  NICO- 
MET  RAZOL  elixir  and  tablets  have  increased  the  scope 
of  oral  ME  I RAZOL  therapy,  a field  in  which  METRA- 
ZOL  and  VITA-METRAZOL  are  widely  and  successfully 
used  in  fatigue,  geriatric  and  convalescent  patients. 
QUADRINAL  suspension  and  tablets  for  asthma.  AKINE- 
1 ON  tablets  and  ampules  the  new  agent  for  parkin- 
sonism. 

Booth  No.  5+ 

St.  Paul  Insurance  Company 

Richmond,  Virginia 

Our  Company  provides  the  Professional  Liability  In- 
surance for  the  members  of  The  Medical  Society  of  Vir- 
ginia under  an  insurance  program.  Material  will  be 
available  for  distribution,  brochures  of  coverage  and 
other  appropriate  material  of  interest  to  doctors. 

Booth  No.  55 

Westwood  Pharmaceuticals 

Buffalo,  New  York 

Westwood  invites  physicians  to  stop  by  their  booth  to 
discuss  their  unique  dermatological  products:  Fostex 

Cream,  Fostex  Cake,  Lowila  Cake,  Lowila  Emollient, 
Sebulex,  Fostril,  Alpha-Keri. 

These  products  are  particularly  suitable  for  personal 
use  by  physicians  and  their  families  who  may  be  plagued 
with  dandruffs,  acne,  dry  and  itchy  skin,  and  sensitivities 
to  soap.  Register,  so  that  we  may  send  prescription  units 
to  your  home. 

Booth  No.  56 

Holland-Rantos  Company,  Incorporated 

New  York,  New  York 

The  H-R  exhibit  will  feature:  Antimycotic  (non- 

messy)  HYVA  Gentian  Violet  Vaginal  Tablets;  Tricho- 
monicidal/fungicidal/bacteriocidal  NYLMERATE  JELLY 
and  Solution  Concentrate  (to  help  maintain  optimum 
vaginal  pH);  Special  KOROMEX  [a]  for  conception 
control  when  "jelly-alone”  is  advised  ; Contouring  KORO- 
FLEX  Diaphragms  (facilitate  correct  placement  ; KORO- 
MEX Jelly,  Cream,  Coilspring  Diaphragms  and  Sets; 
Medicated  HOLLANDEX  Silicone  (skin)  Ointment  with 
Natural  Vitamins  A & D;  NEW  "single-use”  H-R  Sterile 
Lubricating  Jelly. 

Booth  No.  57 

G.  W.  Carnrick  Company 

Summit,  New  Jersey 

The  G.  W.  Carnrick  Company  welcomes  you  to  our 
booth  which  will  feature  Midrin  Capsules,  the  new  prod- 
uct which  relieves  migraine,  migraine  variants  and  ten- 
sion headaches  by  reducing  intracranial  pressure  and 
throbbing,  emotional  stress  and  cephalic  pain;  Bontril 
Timed,  the  triple-layer,  triple-release  tablet  that  provides 

Virginia  Medical  Monthly 


maximum  anoretic  activity  at  the  hunger  peaks;  Nolamine 
Tablets,  Elixir  and  Expectorant,  for  rapid  and  more 
prolonged  relief  of  nasal  congestion;  Penite  Sustained 
capsules,  the  more  effective  coronary  vasodilator. 

Booth  No.  58 

U.  S.  Vitamin  & Pharmaceutical  Company 
New  York,  New  York 

D B I — new  “full  range”  oral  hypoglycemic  agent. 
D B I,  brand  of  phenformin  ( N'f-B-phenethylbiguanide 
HCj)  is  distinctly  different  in  chemical  structure  and 
physiologic  action  from  the  oral  hypoglycemic  sulfonyl- 
ureas.  It  effectively  lowers  blood  sugar  and  eliminates 
glycosuria  in  mild,  moderate  and  severe  diabetes.  D B I, 
in  combination  with  insulin,  improves  regulation  of 
“brittle”  adult  and  juvenile  diabetes.  In  juvenile  diabetes, 
D B I often  permits  up  to  50%  reduction  in  insulin  re- 
quirements. Also  effective  in  the  insulin-resistant,  and 
in  primary  and  secondary  tolbutamide  and  chlorpropa- 
mide failures.  Full  details  available. 

Booth  No.  59 

Davies,  Rose  & Company,  Limited 

Boston,  Massachusetts 

A cordial  invitation  is  extended  to  the  members  to  visit 
our  booth. 

Although  most  physicians  need  no  introduction  to  our 
outstanding  cardiac  therapies — Pil.  Digitalis  and  Tablets 
Quinidine  Sulfate  (Natural) — our  representative,  Mr. 
James  B.  Mattison,  will  be  on  hand  to  welcome  you  and 
will  be  pleased  to  have  the  opportunity  to  further  discuss 
the  dependability  of  our  laboratory  productions. 

Booth  No.  60 

C.  B.  Fleet  Company,  Incorporated 
Lynchburg,  Virginia 

This  exhibit  will  feature  FLEET  ENEMA  in  the  ready 
to  use  squeeze  bottle.  Booth  attendants  will  be  on  hand 
to  demonstrate  how  your  rectal  examinations  can  be  made 
easier,  faster  and  more  revealing.  Available  also  are 
literature  and  instructions  on  a safe,  simplified  and 
effective  method  of  preparation  for  barium  enema  studies. 

Booth  No.  61 

Julius  Schmid,  Incorporated 

New  York,  New  York 

An  interesting  and  informative  exhibit  featuring  IM- 
MOLIN  Vaginal  Cream-Jel  for  use  without  a diaphragm; 
RAMSES  Flexible  Cushioned  and  BENDEX  Diaphragms; 
RAMSES  Vaginal  Jelly;  VAGISEC  Jelly  and  Liquid 
for  vaginal  trichomoniasis  therapy;  and  XXXX 
(FOUREX)  Skin  Condoms,  RAMSES,  SHEIK  and  ES- 
QUIRE Rubber  Condoms  for  the  control  of  trichomona! 
re-infections. 

Booth  No.  62 

Lloyd  Brothers,  Incorporated 
Cincinnati,  Ohio 

Welcome  to  the  Lloyd  Brothers  exhibit.  Our  profes- 
sionally trained  sales  representatives  will  be  pleased  to 
greet  you  and  discuss  the  merits  of  our  products  in  your 


practice.  Of  particular  interest  will  be  a new  booklet 
on  erythropoietin,  the  erythropoietic  hormone. 

Booth  No.  63 

The  S.  E.  Massengill  Company 

Bristol,  Tennessee 

Best  wishes  from  Massengill  to  The  Medical  Society 
of  Virginia  for  a most  successful  convention! 

Our  representatives  will  welcome  the  opportunity  to 
discuss  products  of  interest  to  you.  On  display  will  be 
several  Massengill  specialty  preparations,  and  literature 
and  samples  will  be  available,  should  you  desire  them. 

Booth  No.  64 
Ross  Laboratories 

Columbus,  Ohio 

Ross  Laboratories,  manufacturers  of  Sim.ilac,  feature 
new  SIMILAC  WITH  IRON,  a prepared  infant  formula 
supplying  12  mg.  of  ferrous  iron  per  quart  of  feeding. 
SIMILAC  WITH  IRON  is  designed  for  use  at  the  time 
exogenous  iron  is  indicated  in  infancy  to  support  the 
usual  diet  and  to  provide  prophylaxis  against  iron  de- 
ficiency during  the  period  of  greatest  incidence,  starting 
about  the  fourth  month  of  life.  Some  additional  indica- 
tions for  use  are:  placental  or  traumatic  blood  loss; 
prematurity  and  twinning;  pallor,  irritability,  and  an- 
orexia with  an  unsatisfactory  blood  picture;  prolonged 
infection  or  diarrhea. 

Booth  No.  65 

Warner-Chilcott  Laboratories 

Morris  Plains,  New  Jersey 

GELUSIL — the  physician’s  antacid — for  the  relief  of 
gastric  hyperacidity  and  management  of  peptic  ulcer. 
Provides  two  protective  coating  gels  for  prompt,  pro- 
longed relief  of  pain.  Gelusil  is  all  antacid  in  action — 
is  non-constipating,  contains  no  laxative. 

PERITRATE — a long-acting  coronary  vasodilator  for 
patients  with  coronary  artery  disease — whether  angina 
pectoris  or  coronary  occlusion.  Peritrate  improves  coro- 
nary blood  flow,  thereby  increasing  collateral  circulation, 
with  no  significant  change  in  blood  pressure  or  pulse 
rate.  Smooth  onset  of  action  virtually  eliminates  nitrate 
headache. 

Booth  No.  66 

Doho  Chemical  Corporation 

New  York,  New  York 

Doho  Chemical  Corporation  -is  pleased  to  exhibit: 
AURALGAN — ear  medication  for  relief  of  pain  in  otitis 
media;  also  removal  of  cerumen.  RHINALGAN — nasal 
decongestant  free  from  systemic  or  circulatory  effect. 
Safe  for  infants — aged.  OTOSMOSAN — non-toxic  fun- 
gicide-bactericide (gram  negative-gram  positive)  for  sup- 
purative and  aural  dermatomycotic  ears.  LARYLGAN 
— soothing  throat  spray  and  gargle  for  infectious  and 
noninfectious  sore  throat  involvements.  BIOTOSMOSAN 
HC — the  solution  to  the  “problem  ear”.  Antimicrobial, 
anti-inflammatory,  de-inflammatory,  anti-allergic  anti- 
pruritic. 

Mallon  Division  of  Doho  presents:  DERMOPLAST — 
bactericidal  and  fungicidal  aerosol  spray  especially  use- 
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ful  in  obstetrics  and  gynecology,  following  perineal  sutur- 
ing, etc.  Also  fast  relief  in  surface  pain,  burns,  wounds, 
abrasions  and  sunburn.  RECTALGAN — liquid  topical 
relief  of  pain  and  itching  in  hemorrhoids,  pruritis,  etc. 
Bactericidal  and  fungicidal.  RECTALYT  HC — revolu- 
tionizing every  previous  concept  in  proctologic  medication 
and  therapy.  Water-miscible  polymer  vehicle  containing 
hydrocortisone — sulfauridin.  In  a soft  plastic,  disposable, 
measured,  uniform  single  dose,  container-applicator. 

Booth  No.  67 

Sandoz  Pharmaceuticals 

Hanover,  New  Jersey 

Sandoz  Pharmaceuticals  cordially  invites  you  to  visit 
our  display. 

TORECAN — as  a sequel  to  the  original  research  which 
led  to  the  synthesis  of  Mellaril,  a tranquilizer  relatively 
devoid  of  antiemetic  activity,  the  Sandoz  Laboratories 
have  now  succeeded  in  developing  potent  antiemetic 
with  little  or  no  tranquilizing  properties.  Accordingly, 
this  compound,  TORECAN,  constitutes  a more  specific 
antiemetic  and  the  results  obtained  to  date  indicate  that 
it  is  a promising  agent  for  the  treatment  of  nausea  and 
emesis  of  diverse  etiology. 

Any  of  our  representatives  in  attendance  will  gladly 
answer  questions  about  these  and  other  Sandoz  products. 

Booth  No.  68 

Pepsi-Cola  Bottling  Company 

Richmond,  Virginia 

We  extend  a cordial  welcome  to  the  doctors  and  their 
guests  to  stop  by  our  booth  and  have  a cool  refreshing 
Pepsi-Cola. 

Booth  No.  69 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 

You  are  cordially  invited  to  visit  the  Lilly  exhibit 
located  in  space  number  69.  The  Lilly  sales  people  in 
attendance  welcome  your  questions  about  Lilly  products 
and  recent  therapeutic  developments. 

Booth  No.  70 
Pfizer  Laboratories 

New  York,  New  York 

Professional  Service  Representatives  from  Pfizer  Lab- 
oratories will  be  pleased  to  have  you  in  attendance  at 
their  booth  to  discuss  the  latest  products  of  Pfizer  re- 
search. 

Booth  No.  71 

G.  D.  Searle  & Company 

Chicago,  Illinois 

You  are  cordially  invited  to  visit  the  Searle  booth  where 
our  representatives  will  be  happy  to  answer  any  questions 
regarding  Searle  Products  of  Research. 

Featured  will  be  our  new  Aldosterone-Blocking  Agents, 
Aldactazide  and  Aldactone;  Enovid,  the  new  synthetic 
steroid  for  control  of  ovulation;  and  Lomotil,  the  new 
inhibitor  of  gastrointestinal  propulsion. 
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Booth  No.  72 

J.  B.  Roerig  and  Company 

New  York,  New  York 

J.  B.  Roerig  and  Company  will  welcome  members  of 
the  medical  profession  at  the  company’s  exhibit  of  leading 
specialties  and  new  products.  Representatives  will  be  in 
attendance  to  answer  any  questions  you  may  have.  Roerig 
recently  introduced  a number  of  new  products  which 
representatives  will  describe  and  give  information  on 
the  results  of  clinical  reports. 

Booth  No.  73 

A.  H.  Robins  Company,  Incorporated 

Richmond,  Virginia 

For  relieving  many  symptoms  of  the  season’s  common 
colds,  prescribe  DIMETAPP  EXTENTABS  and  DIME- 
TANE  EXPECTORANT.  DIMETAPP  EXTENTABS 
provide  the  unexcelled  antihistaminic  properties  of  Dime- 
lane  plus  the  decongestant  actions  of  phenylephrine  and 
phenyl  propanolamine . With  glyceryl  guaiacolate  these 
compounds  form  DIMETANE  EXPECTORANT. 

For  superior  expectorant  action  alone,  prescribe  ROBI- 
TUSSIN.  And  for  a therapeutic  multivitamin,  ADABEE. 

Booth  No.  74 

Wm.  P.  Poythress  & Company 

Richmond,  Virginia 

A cordial  welcome  awaits  you  at  the  Poythress  booth, 
which  will  feature  Bensulfoid  Lotion,  outstanding  and 
distinctive  new  treatment  for  acne;  Synirin,  for  pain; 
and  Mudrane,  effective  balanced  formula  for  bronchial 
asthma.  Solfoton,  Solfoserpine,  Panalgesic,  and  Trocinate 
will  also  be  featured.  Your  requests  for  literature  and 
professional  trial  supplies  of  any  Poythress  products  are 
invited.  Our  Eastern  Virginia  representative,  Bob  Crump, 
will  staff  our  exhibit. 

Booth  No.  75 

Charles  Bruning  Company 

Richmond,  Virginia 

Booth  No.  76 

American  Casualty  Company 

Reading,  Pennsylvania 

The  doctor  in  the  dual  role  of  a practicing  physician 
and  a practical  business  man  will  be  spotlighted  by  an 
exhibit  providing  detailed  information  on  two  Society- 
sponsored  insurance  programs — one  covering  major  hos- 
pital and  nurse  expenses  and  the  other  offering  protection 
against  professional  overhead  expense. 

Booth  No.  77 

Peoples  Drug  Stores  Incorporated 

Washington,  D.  C. 

Once  again,  we  would  like  to  express  our  appreciation 
to  the  physicians  of  Virginia  for  their  continued  coopera- 
tion with  the  pharmacists  in  our  drug  stores.  All  mem- 
bers of  The  Medical  Society  of  Virginia,  in  attendance 
at  the  annual  meeting,  are  cordially  invited  to  visit  our 
booth.  Representatives  of  our  company  will  be  on  hand 
to  greet  you  and  furnish  information  concerning  the  pro- 
fessional services  offered  to  physicians. 
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Executive  Secretary-Treasurer 

The  reports  of  the  various  committees  which  appear 
on  the  following  pages  provide  a rather  detailed  run- 
down on  the  activities  of  your  Society  during  the  past 
twelve  months.  For  this  reason,  the  report  of  your  Ex- 
ecutive Secretary  will  touch  only  the  year’s  highlights — 
with  the  hope  that  it  will  serve  as  a useful  means  of 
pointing  up  the  Society’s  interests  and  accomplishments 
in  the  fields  of  professional  and  public  service. 

Perhaps  it  would  be  well  for  us  to  reflect  just  a mo- 
ment on  the  role  of  a state  medical  society  and  its  con- 
tributions to  the  profession,  the  public  and  the  individual 
physician.  Although  medical  societies  have  existed  for 
years  (The  Medical  Society  of  Virginia  was  founded 
in  1820)  it  has  only  been  in  the  last  fifteen  years  that 
they  have  actually  come  into  their  own  as  specialized 
vehicles  for  carrying  on  needed  activities  in  the  fields 
of  legislation,  public  relations  and  medical  service.  In- 
creased activity  by  the  socialist  bloc  has  necessitated  a 
comparable  increase  in  activity  on  the  part  of  medical 
societies.  Twelve  years  ago,  the  profession  was  content 
to  resort  to  defensive  measures  to  protect  the  traditional 
free  practice  of  medicine.  Now  it  is  clear  that  a passive 
resistance  is  not  enough.  The  battle  must  be  carried  to 
the  opposition — an  affirmative,  aggressive  stand  must  be 
taken.  It  is  through  state  medical  societies  that  physi- 
cians can  organize,  plan  and  act. 

It  really  wasn’t  too  long  ago  that  a physician’s  life 
could  be  described  as  uncomplicated.  The  word  "mal- 
practice” existed,  for  the  most  part,  only  in  the  diction- 
ary; medicine  was  discussed  at  scientific  meetings  and 
not  in  newspapers  and  magazines;  the  physician  had 
only  one  image — a good  one;  socialists  had  not  yet  begun 
to  pound  and  expound  on  the  doctrine  that  medical  care 
is  the  responsibility  of  government,  and  so  on  down  the 
line. 

How  things  have  changed.  It  has  become  necessary  to 
devise  special  programs  to  meet  the  ‘‘professional  lia- 
bility” problem,  public  relations  programs  have  been 
designed  to  improve  the  so-called  “doctor  image”,  mount- 
ing pressures  have  made  it  necessary  to  develop  a griev- 
ance committee  system,  the  promotion  of  voluntary  prepay 
health  insurance  Iras  brought  problems  of  over-utilization 
and  abuse,  and  special  committees  are  required  to  exer- 
cise some  control.  The  biggest  change,  by  far,  has  taken 
place  in  Washington,  where  an  all-out  effort  is  being 
made  to  tie  health  care  for  the  aged  to  the  social  security 
system. 

Medicine  has  suddenly  found  itself  beset  with  problems 
from  all  sides — some  of  them  its  own  doing,  but  as 
manyr  more  the  result  of  a cleverly  conceived  plot  to  dis- 
credit the  profession  in  the  eyes  of  the  public  and  lead 
ultimately  to  socialized  medicine  per  se.  And  so,  the 
physician's  world  has  become  quite  complicated,  and  his 
medical  societies  hav?  been  saddled  with  new  responsi- 
bilities. 

How  w'ell  these  societies  meet  these  responsibilities  will 
determine  whether  the  practice  of  medicine,  as  we  know 
it,  will  survive.  Let  us  take  a look  at  what  The  Medical 
Society  of  Virginia  has  been  doing  in  1960-61. 


National  Legislation 

In  these  days  when  medicine  is  literally  fighting  for 
its  very  life,  it  is  the  duty  of  everyone  connected  with 
the  profession  to  take  stock  of  his  efforts  in  order  that 
they  not  be  found  wanting. 

For  the  past  three  years,  the  profession  has  concen- 
trated on  buying  time  for  its  own  aging  program  by 
waging  a determined  battle  against  Forand-type  legisla- 
tion. Although  Mr.  Forand  is  no  longer  a member  of  the 
Congress,  Mr.  King  has  picked  up  the  cudgel  and  prom- 
ises an  all-out  fight  to  tie  health  care  of  the  aged  to  the 
Social  Security  system. 

The  Congress:  Since  the  Congress  has  become  the  bat- 
tleground where  eventually  will  be  decided  the  issue  of 
“socialized  medicine”,  it  is  of  paramount  importance  that 
we  know,  at  all  times,  where  our  Virginia  delegation 
stands.  Virginia,  a traditionally  conservative  State,  has 
for  years  been  blessed  with  staunch  and  courageous  rep- 
resentatives in  the  Congress.  This  year  is  no  exception. 

At  the  present  time  both  Senators  can  be  confidently 
described  as  being  in  basic  agreement  with  medicine’s 
viewpoint.  In  the  House  of  Representatives,  we  find 
virtually  the  same  condition  existing.  Should  a vote  be 
taken  today,  the  board  would  record  nine  Congressmen 
sharing  medicine’s  views  and  one  probably  opposed.  No 
other  State  can  make  such  claims  for  its  Congressional 
representatives. 

For  the  past  two  years,  The  Medical  Society  of  Vir- 
ginia has  sponsored  a luncheon  in  Washington  for  Vir- 
ginia’s Congressional  delegation.  The  Society  has  been 
represented  by  its  Officers  and  members  of  Council  (also 
members  of  the  Committee  on  National  Legislation). 
Those  who  have  attended  have  come  away  greatly  en- 
couraged and  it  is  safe  to  say  that  both  groups  now 
better  appreciate  the  other’s  problems. 

The  Chairman  of  the  Committee  on  National  Legisla- 
tion attempts  to  keep  our  Senators  and  Congressmen  sup- 
plied with  material  which  presents  medicine’s  viewpoints 
on  legislation  having  medical  implications.  Recent  mate- 
rial ranges  from  editorials  in  the  Wall  Street  Journal  to 
statements  of  policy  from  AMA.  No  attempt,  however, 
has  ever  been  made  to  overpower  our  representatives 
with  “volume”,  and  thus  run  the  risk  of  becoming  a 
nuisance.  Instead,  the  Chairman  has  made  every  effort 
to  be  selective  in  gathering  such  material. 

Some  members  of  the  Committee  on  National  Legisla- 
tion, acting  as  individuals  and  not  as  committee  members, 
have  spearheaded  efforts  of  physician  groups  in  their 
districts  to  bring  about  the  re-election  of  medicine’s  good 
friends.  There  exists  concrete  evidence  that  these  efforts 
have  not  gone  unnoticed  or  unappreciated  by  the  victors. 

Editorial  Campaign:  There  is  perhaps  no  group  which 
influences  public  opinion  more  than  the  editorial  writers 
of  the  country.  It  is  important,  therefore,  that  the  profes- 
sion make  absolutely  sure  that  these  writers  understand 
and  appreciate  medicine’s  views  on  crucial  issues  of  the 
day. 

As  many  of  you  know,  some  members  of  Council  as- 
sisted in  placing  special  packets  of  information  in  the 
hands  of  editors  in  their  communities.  Other  key  mem- 
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bers  also  participated  in  this  project.  We  have  had  en- 
couraging reports  from  over  the  State,  and  some  excellent 
editorials  (from  medicine’s  point  of  view)  have  been 
appearing.  Twenty-three  editors  have  been  contacted 
in  this  campaign. 

Other  Organizations:  An  effort  has  been  made  to  pro- 
vide speakers  for  as  many  civic  and  professional  or- 
ganizations as  possible.  The  subject  discussed  is  the 
overriding  issue  of  medical  aid  for  the  aged.  Some 
twelve  talks  have  been  presented  thus  far — with  Mr. 
Richard  Nelson  of  AMA  and  the  Executive  Secretary 
making  the  presentations.  Particularly  gratifying  is  the 
fact  that  several  “difficult  to  convince”  groups  have  been 
acquainted  with  medicine’s  viewpoint.  Among  these  are 
the  Virginia  Association  Executives,  American  Legion 
Club,  and  the  Ninety  and  Nine  Breakfast — all  very 
influential  groups.  Judging  from  the  reception  accorded 
these  talks,  it  would  seem  that  nothing  quite  takes  the 
place  of  actually  getting  out  and  telling  medicine’s  story 
firsthand. 

In  addition  to  the  talks  arranged  by  the  Society,  there 
are  also  those  presented  by  members  of  component  so- 
cieties. For  example,  Dr.  Robert  Terrell  gave  an  excel- 
lent talk  on  health  care  of  the  aged  before  the  Richmond 
Rotary  Club.  We  understand  that  the  same  thing  has 
been  done  in  other  localities. 

The  Society  continues  to  strengthen  its  ties  with  allied 
professional  associations.  Meetings  have  been  held  with 
representatives  of  the  Virginia  Pharmaceutical  Associa- 
tion, the  Virginia  Hospital  Association  and  the  Virginia 
Farm  Bureau  Federation.  Each  of  these  organiaztions  has 
indicated  its  support  of  medicine’s  stand  against  King- 
type  legislation. 

Component  Societies:  It  is  surprising  how  few  phy- 

sicians are  really  informed  concerning  the  King  bill  and 
the  serious  threat  it  poses.  Although  each  issue  of  “Cur- 
rent Currents”  contains  a report  on  the  bill  and  its  cur- 
rent status,  and  the  AMA  News  gives  it  complete  and 
detailed  coverage,  it  is  nevertheless  necessary  to  resort 
to  other  methods  of  getting  the  message  to  those  most 
concerned. 

One  such  method  is  arranging  briefing  sessions  for 
component  societies.  Mr.  Nelson  has  personally  talked  to 
members  of  the  Newport  News  Medical  Society,  Ac- 
comack County  Medical  Society,  Northampton  County 
Medical  Society,  Hampton  Medical  Society,  Rockingham 
County  Medical  Society  and  the  officers  of  all  medical 
societies  in  the  First  Congressional  District. 

Medical  Assistants:  Medical  assistants  groups  have 

not  been  overlooked  and  the  Executive  Secretary  has  dis- 
cussed this  crucial  issue  with  groups  in  Lynchburg,  Nor- 
folk and  Richmond. 

Woman’s  Auxiliary:  Members  of  the  Woman’s  Aux- 
iliary to  The  Medical  Society  of  Virginia  were  briefed 
on  the  legislative  situation  during  their  two-day  work- 
shop in  Richmond,  and  a special  program  was  arranged 
and  presented  for  the  Auxiliary  to  the  Lynchburg  Acade- 
my of  Medicine.  An  effort  is  being  made  to  obtain  Dr. 
Roy  Lester,  Director  of  the  AMA  Washington  office,  for 
the  annual  meeting  of  Club  Presidents  sponsored  by  the 
Auxiliary  to  the  Richmond  Academy  of  Medicine. 

548 


Printed  Material:  We  have  concentrated  this  year  on 
three  principal  pieces  of  literature — a booklet  on  cost 
of  medical  care  and  two  pamphlets  entitled  “Socialized 
Medicine  and  You”  and  “Medical  Aid  for  the  Aged”. 
Our  initial  supply  of  4,000  copies  of  these  pamphlets 
is  exhausted  and  an  additional  5,000  have  been  received. 
Although  two  references  to  this  material  have  been  pub- 
lished in  the  Virginia  Medical  Monthly,  orders  have  not 
been  as  heavy  as  we  would  like. 

Joint  Council  on  Aging:  The  Medical  Society  of  Vir- 
ginia, at  the  request  of  AMA  and  the  National  Joint 
Council  on  Aging,  invited  representatives  of  the  Virginia 
Dental  Association,  Virginia  Hospital  Association,  and  the 
Virginia  Association  of  Nursing  Homes  to  form  a Virginia 
Joint  Council  on  Aging.  The  Council  is  now  in  its 
second  year  and  Dr.  John  P.  Lynch,  Chairman  of  the 
Society’s  Committee  on  Aging,  is  Council  Chairman. 

Two  meetings  have  been  held  during  1960-61,  during 
which  briefings  on  Kerr-Mills  and  the  King  bill  were 
presented.  This  group  also  reviewed  the  recommenda- 
tions of  the  White  House  Conference  on  Aging  and 
their  implications.  The  Council  is  also  making  an  effort 
to  get  its  thoughts  across  to  Mr.  John  E.  Raine,  Director 
of  the  Governor’s  Commission  on  Aging.  As  a matter 
of  fact,  Mr.  Raine  met  with  the  committee  during  its 
last  meeting. 

The  formation  of  the  Council  provides  a means  of 
coordinating  the  activities  of  those  organizations  most 
concerned  with  the  aging  problem. 

Department  of  Public  W elf  are:  The  Society’s  Advisory 
Committee  to  the  Department  of  Public  Welfare  has 
already  met  twice  this  year  with  Department  officials. 
It  is  encouraging  to  report  that  the  Department  appears 
to  be  in  sympathy  with  medicine’s  wish  to  implement 
provisions  of  the  Kerr-Mills  bill.  Although  the  Virginia 
plan  of  implementation  has  been  rejected  in  Washington 
on  two  technicalities  in  Virginia  law,  it  is  believed  that 
enabling  legislation  to  clear  these  points  can  be  obtained 
if  the  Society  makes  a vigorous  effort  in  this  direction 
during  the  next  session  of  the  General  Assembly.  Im- 
plementation of  Kerr-Mills  is  considered  the  only  answer 
medicine  now  has  for  the  proponents  of  the  King  bill 
(H.  R.  4222). 

Church  Groups:  The  National  Council  of  Churches  in 
a recent  action,  went  on  record  as  endorsing  the  Social 
Security  approach  to  providing  medical  and  hospital  care 
for  the  aged. 

As  a follow-up  to  this  action,  it  was  learned  that  a 
similar  move  was  being  planned  by  the  United  Presby- 
terian Church  General  Assembly.  The  names  of  the  Vir- 
ginia delegates  to  the  Assembly  were  obtained  from 
Church  officials  in  Richmond,  and  key  physicians  in  their 
communities  contacted  with  a request  that  medicine’s 
views  be  presented  if  at  all  possible.  Selected  material 
was  provided  for  distribution  to  the  delegates.  Reports 
from  several  of  our  contact  physicians  have  been  en- 
couraging. 

The  fact  that  the  battle  front  has  been  broadened  to 
include  Church  groups  is,  it  would  seem,  reason  for  con- 
cern. But,  fire  must  be  fought  wherever  it  appears. 

Cost:  The  Medical  Society  of  Virginia  has  no  appro- 
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priation  in  its  budget  for  national  legislative  activities 
as  such.  Thus  far,  any  expenses  along  this  line  have 
been  absorbed  in  the  more  general  items  of  the  budget. 
For  example,  the  cost  of  the  legislative  luncheon  in 
Washington  is  charged  to  “Council  and  Committee  ex- 
penses”. 

Conclusion:  From  a dollar  and  cents  point  of  view,  it 
would  appear  that  the  Society  is  getting  pretty  close  to 
maximum  mileage  from  its  modest  investment.  Whether 
we  should  go  further  is  a question  which  should  be  de- 
cided as  a matter  of  policy — especially  since  it  involves 
the  financial  resources  of  the  Society  to  a considerable 
extent. 

Scientific  Education 

Annual  Meeting:  For  the  first  time  in  many  years,  the 
1961  Annual  Meeting  will  be  held  at  Richmond's  Hotel 
John  Marshall.  A new  streamlined  scientific  program 
has  been  planned  to  appeal  to  all  physicians — regardless 
of  specialty  or  type  of  practice.  The  Program  Committee 
worked  closely  with  the  Virginia  Academy  of  General 
Practice  in  order  to  assure  full  “category  one”  credit  for 
members  of  that  organization. 

Virginia  Medical  Monthly:  Once  again,  we  can  report 
that  the  Monthly  rates  among  the  top  medical  journals 
in  the  nation.  The  Editors  are  continually  striving  to 
make  the  publication  more  attractive — not  only  in  ap- 
pearance, but  in  readability.  Each  issue  contains  a good 
selection  of  scientific  articles,  guest  editorials,  late  news 
items,  book  reviews  and  features  on  voluntary  health 
insurance,  public  health  and  mental  health.  The  Wom- 
an's Auxiliary  also  has  a regular  column. 

Projects  in  the  Public  Interest 

Career  Program:  Through  the  cooperation  of  com- 
ponent societies,  physicians  have  been  appointed  in  most 
areas  of  the  State  to  assist  the  Virginia  Council  on 
Health  and  Medical  Care  with  career  programs  in  the 
high  schools.  Each  student  indicating  an  interest  in 
pursuing  a medical  career  is  contacted  by  the  Society  and 
provided  all  necessary  information  and  particulars. 

Medical  Education:  The  Society,  through  its  Commit- 
tee on  Medical  Education,  is  taking  a close  look  at  the 
number  of  physicians  graduated  annually  by  the  State’s 
two  medical  schools  and  seeking  to  determine  whether 
a third  school  is  now  needed  in  Virginia.  An  anticipated 
industrial  growth  and  a steadily  increasing  population 
have  made  these  deliberations  necessary. 

Medical  Discipline:  The  profession,  spurred  on  by  re- 
cent AMA  action,  is  making  a determined  effort  to 
strengthen  its  disciplinary  mechanisms.  Only  by  a dem- 
onstration of  good  faith  in  this  regard  will  medicine  be 
permitted  to  continue  disciplining  its  own  members  when 
necessary.  How  well  component  societies  are  doing  this 
job  through  their  own  grievance  committees  is  revealed 
by  the  fact  that  the  State  committee  did  not  find  it  neces- 
sary to  meet  during  the  year. 

Virginia  Council  on  Health  and  Medical  Care:  The 
Society  continued  to  assist  the  Council  in  every  possible 
manner,  including  a contribution  of  $3,000  to  the  Coun- 


cil’s operating  budget.  Many  inquiries  were  received 
from  physicians  wishing  to  locate  in  Virginia,  and  a 
total  of  57  requests  were  referred  to  the  Council’s  place- 
ment service.  Eight  of  that  number  were  actually  placed. 

Auto  Crash  Injury  Research:  The  Society  was  com- 

mended for  its  contribution  to  the  Cornell  Crash  Injury 
Project  during  a special  luncheon  at  the  John  Marshall 
on  July  10.  Honored  at  the  same  time  were  the  State 
Department  of  Health  and  the  Virginia  State  Police.  Re- 
sults of  the  project  can  be  found  in  a special  tabulation 
report  published  by  Cornell. 

Special  Conferences 

The  Society  was  represented  at  most  important  con- 
ferences and  meetings  held  during  the  past  twelve  months. 
It  is  particularly  gratifying  to  note  that  a number  of 
committee  chairmen  participated  in  conferences  bearing 
upon  their  committee  work.  Included  among  the  meetings 
attended  were:  Annual  and  Interim  Sessions  of  AMA; 
AMA  Regional  Legislative  Conference;  AMA  Medical 
Legislative  Conference;  Congress  on  Industrial  Health; 
AMA  Conference  on  Aging;  White  House  Conference 
on  Aging;  AMA  Conference  on  Medical  Education; 
AMA  Public  Relations  Institute;  National  Conference  on 
Physicians  and  Schools;  Annual  Conference  on  Blue 
Shield  Plans;  Regional  Conference  on  Civil  Defense; 
Virginia  Pharmaceutical  Association  Annual  Meeting; 
Virginia  Dental  Association  Annual  Meeting;  AMA 
Conference  for  Chairmen  of  Mental  Health  Committees; 
and  the  annual  meeting  of  the  Virginia  Academy  of 
General  Practice. 

Public  Relations 

Attention  is  called  to  two  projects  in  the  public  rela- 
tions field  which  have  been  unusually  successful.  The 
first  has  to  do  with  the  Senior  Day  programs  presented 
for  senior  medical  students  at  the  two  medical  schools 
and  the  second  concerns  the  presentation  of  special 
awards  to  those  4-H  Club  members  who  completed  out- 
standing health  projects.  The  reaction  of  both  groups  has 
been  most  favorable. 

Administration 

Membership:  In  ten  years  the  Society’s  membership 

has  increased  by  nearly  1,000.  This  year,  the  magic 
figure  of  3,000  has  been  reached.  The  membership  story 


illows  in  detail : 

Members  reported 

July  31,  1960 

2941 

New  members 

152 

Reinstated 

7 

Gain 

159 

Deaths 

34 

Resignations 

32 

Dropped 

17 

Loss 

83 

Net  increase 

76 

Total  membership  July  31, 

1961 

3017 
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Headquarters  Budding:  The  cost  of  maintaining  the 
new  building  continues  to  be  higher  than  anticipated. 
However,  ways  of  reducing  maintenance  and  overhead 
costs  are  constantly  being  sought.  The  roof  problem 
which  has  plagued  the  staff  for  nearly  two  years  has 
apparently  been  partially  solved.  It  at  least  does  not 
appear  to  be  as  bad  as  it  has  been. 

Staff:  There  has  been  no  increase  in  the  full  time  staff 
of  four- — a number  which  has  remained  constant  for  the 
past  six  years.  Part  time  assistance,  however,  is  utilized 
during  peak  load  periods. 

The  Executive  Secretary  would  like  to  take  the  oppor- 
tunity to  express  his  appreciation  of  the  great  effort  put 
forth  by  Miss  Watkins,  Mrs.  Spring  and  Mr.  Smith  in 
making  the  Society  the  instrument  of  service  which  it  has 
become. 

The  past  year,  has,  without  doubt,  been  the  busiest  in 
the  Society’s  history.  For  the  first  time  in  many  years,  it 
became  necessary  to  call  an  “extra”  meeting  of  Council 
to  discuss  an  unprecedented  number  of  matters  requiring 
action.  That  such  a year  in  such  a crucial  time  has 
gone  so  smoothly  can  only  speak  well  for  a dedicated 
President  and  Council. 

Robert  I.  Howard,  Executive  Secretary 

AMA  Delegates 

This  report  will  cover  only  a few  of  the  more  im- 
portant matters  considered  by  the  House  of  Delegates  of 
the  AMA  while  in  session  at  New  York  from  June  26- 
29.  The  Medical  Society  of  Virginia  was  represented  by 
all  of  its  delegates. 

Osteopathy:  In  adopting  a statement  of  policy,  the 

House  of  Delegates  said  “There  can  never  be  an  ethical 
relationship  between  a doctor  of  medicine  and  a cultist, 
that  is,  one  who  does  not  practice  a system  of  healing 
founded  on  a scientific  basis.  There  can  never  be  a 
majority  party  and  a minority  party  in  any  science.  There 
cannot  be  two  distinct  sciences  of  medicine  or  two  dif- 
ferent, yet  equally  valid  systems  of  medical  practice.” 

The  statement  recognized  the  transition  presently  oc- 
curring in  osteopathy  and  cited  evidence  of  an  attempt 
by  many  of  those  practicing  osteopathic  medicine  to  give 
their  patients  scientific  medical  care. 

With  reference  to  the  relationship  of  doctors  of  medi- 
cine to  doctors  of  osteopathy,  the  House  stated:  “Policy 
should  now  be  applied  individually  at  state  level  accord- 
ing to  the  facts  as  they  exist.  Heretofore,  this  policy  has 
been  applied  collectively  at  national  level.  The  test  now 
should  be:  Does  the  individual  doctor  of  osteopathy  prac- 
tice osteopathy,  or  does  he  in  fact  practice  a method  of 
healing  founded  on  a scientific  basis?  If  he  practices 
osteopathy,  he  practices  a cult  system  of  healing  and  all 
voluntary  professional  associations  with  him  are  un- 
ethical. If  he  bases  his  practice  on  the  same  scientific 
principles  as  those  adhered  to  by  members  of  the  Ameri- 
can Medical  Association,  voluntary  professional  relation- 
ships with  him  should  not  be  deemed  unethical.” 

Polio  Vaccine:  The  House  approved  a report  by  the 
Council  on  Drugs  on  the  present  status  of  poliomyelitis 
vaccination  in  the  United  States  and  urged  that  it  be 
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made  available  to  all  physicians  through  the  most  effec- 
tive communications  media.  The  report  clearly  outlines 
procedures  recommended  for  implementation  of  mass  vac- 
cination with  the  new  oral  vaccine  when  it  becomes 
available. 

The  report  emphasizes,  however,  that  “physicians 
should  encourage,  support  and  extend  the  use  of  Salk 
vaccine  on  the  widest  possible  scale  at  least  until  the 
oral  polio-virus  vaccines  currently  under  development  and 
clinical  trial  become  available.” 

Medical  Discipline:  In  a major  move  designed  to 

strengthen  the  profession’s  disciplinary  mechanisms,  the 
House  approved  a number  of  recommendations  of  the 
Medical  Disciplinary  Committee.  One  recommendation 
suggests  that  "The  bylaws  of  the  American  Medical 
Association  be  changed  to  confer  original  jurisdiction  on 
the  Association  to  suspend  or  revoke  the  AMA  member- 
ship of  a physician  guilty  of  a violation  of  the  Principles 
of  Medical  Ethics  or  the  ethical  policy  of  the  American 
Medical  Association  regardless  of  whether  action  has 
been  taken  against  him  at  local  level.” 

State  and  county  medical  societies  were  urged  to  uti- 
lize grievance  committees  as  “grand  juries”  to  initiate 
action  against  an  offender  so  as  to  obviate  the  necessity 
of  making  an  individual  member  of  a medical  society 
complain  against  a fellow  member. 

It  was  finally  recommended  that  “American  medicine 
at  the  national,  state  and  local  level  maintain  an  active, 
aggressive  and  continuing  interest  in  medical  disciplinary 
matters  so  that,  by  a demonstration  of  good  faith,  medi- 
cine will  be  permitted  to  continue  to  discipline  its  own 
members  when  necessary.” 

General  Practice  Residencies : Eight  resolutions  were 

introduced  on  the  subject  of  creating  new  two-year  resi- 
dency training  programs  in  general  practice.  The  House 
agreed  that  there  appears  to  be  a need  for  such  programs 
for  those  individuals  who  desire  more  experience  in  ob- 
stetrics and  surgery  than  may  be  available  in  the  cur- 
rently existing  Family  Practice  Program.  It  approved  a 
substitute  resolution  directing  the  Council  on  Medical  Edu- 
cation and  Hospitals  to  consider  for  approval  other  two- 
year  programs  in  general  practice  which  incorporate 
experience  in  obstetrics  and  surgery.  The  Council  will 
review  these  programs  on  the  basis  of  their  individual 
merits  and  conduct  a long-range  evaluation  of  the  new 
programs  as  well  as  the  previously  established  Family 
Practice  Programs. 

Efficacy  of  Drugs:  The  House  strongly  endorsed  a 

Board  report  which  pointed  out  the  problems  that  would 
result  from  amending  the  Food,  Drug  and  Cosmetic  Act 
to  authorize  the  Food  and  Drug  Administration  to  de- 
termine the  efficacy,  as  well  as  the  safety,  of  a prescrip- 
tion drug  prior  to  the  approval  of  a new  drug  applica- 
tion. The  AMA  will  oppose  such  legislation  before  the 
Kefauver  Committee,  the  report  pointed  out,  on  the  basis 
that  “a  decision  with  respect  to  the  effectiveness  of  drugs 
is  dependent  upon  extended  research,  experimentation  and 
usage.” 

Social  Security:  The  House  reaffirmed  the  opposition 

of  AMA  to  compulsory  inclusion  of  physicians  under  the 
Social  Security  system. 
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Miscellaneous  Actions:  An  increase  of  $20  in  annual 
AMA  membership  dues  was  approved.  The  increased 
will  be  implemented  over  a period  of  two  years — $10  on 
January  1,  1962  and  an  additional  $10  on  January  1, 
1963. 

The  General  Practitioner  of  the  Year  award  was  dis- 
continued. 

Immediate  legislation  to  provide  strong  economic  mo- 
tivation for  the  construction  and  maintenance  of  fallout 
shelters  was  urged. 

The  House  opposed  any  legislative  and  administrative 
mandates  which  would  compel  physicians  to  prescribe 
drugs,  or  require  pharmaceuticals  to  be  sold,  by  generic 
names  only. 

The  subject  of  surgical  assistant’s  fees  prompted  the 
House  to  stress  that  each  member  of  AMA  is  expected 
to  observe  the  principles  of  medical  ethics  in  every  aspect 
of  his  professional  practice. 

Members  are  strongly  urged  to  read  the  detailed  ac- 
counts of  these  and  many  other  actions  of  the  House  as 
reported  in  the  AMA  Journal  and  the  AMA  News. 

Vincent  W.  Archer,  M.D. 

W.  Linwood  Ball,  M.D. 

Allen  Barker,  M.D. 

Judicial 

The  amendments  to  the  Constitution  and  By-Laws  con- 
tained in  this  report  have  been  proposed  to  the  Judicial 
Committee  with  the  request  that  they  be  put  in  proper 
form  and  published  in  the  Virginia  Medical  Monthly  in 
accordance  with  Article  XIII  of  the  Constitution. 

Your  committee  again  wishes  to  emphasize  that  it  makes 
no  recommendations  concerning  the  desirability  of  these 
proposed  amendments.  Such  decisions  would  seem  to  rest 
properly  with  the  House  of  Delegates. 

The  following  Amendment  to  the  Constitution  has  been 
directed  by  the  Council. 

Amend  the  first  sentence  of  Article  VIII  of  the  Consti- 
tution to  read  as  follows: 

"The  Standing  Committees  of  the  Society  shall  be  (1) 
Scientific  Exhibits  and  Clinics,  (2)  Legislation,  (3)  Med- 
ical Service,  (4)  .Membership,  (5)  Ethics,  (6)  Judicial, 

(7)  Public  Relations,  (8)  Mediation,  (9)  Program,  (10) 
Finance,  and  (11)  Blue  Shield  Directors.” 

(The  purpose  of  this  Amendment  is  to  provide  that  the 
Society’s  appointees  to  the  Board  of  Directors  of  the  Vir- 
ginia Medical  Service  Association  be  a standing  commit- 
tee of  the  Society.) 


The  following  Amendments  to  the  By-Laws  have  been 
proposed : 

Article  IX 

Amend  the  first  paragraph  of  Article  IX  of  the  By- 
Laws  to  read  as  follows: 

"The  Standing  Committee  of  the  Society  shall  consist 
of  an  Editorial  Board  for  the  official  publication  of  the 
Society,  and  additional  Committees  as  follows: 


(1)  Scientific  Exhibits  and  Clinics 

(2)  Legislation 

(3)  Medical  Service 

(4)  Membership 

(5)  Ethics 

(6)  Judicial 

(7)  Public  Relations 

(8)  Mediation 

(9)  Program 

(10)  Finance 

(11)  Blue  Shield  Directors 

Amend  the  first  sentence  of  the  second  paragraph  of 
Article  IX  to  read  as  follows: 

“Each  of  these  Committees  with  the  exception  of  the 
Committees  on  Medical  Service,  Legislation,  Public  Rela- 
tions, Mediation,  Finance  and  Blue  Shield  Directors  shall 
consist  of  three  members,  whose  term  of  office  shall  be 
three  (3)  years.” 

Amend  the  third  paragraph  of  Article  IX  by  adding  the 
following : 

“The  Committee  of  Blue  Shield  Directors  shall  consist 
of  twelve  (12)  members.  At  the  session  to  be  held  in 
October,  1961,  the  incoming  President  shall  appoint  four 
(4)  members  to  serve  for  a term  of  one  (1)  year,  four 

(4)  members  to  serve  for  a term  of  two  (2)  years  and 

four  (4)  members  to  serve  for  a term  of  three  (3) 

years,  and  at  each  annual  session  thereafter  the  incom- 
ing President  shall  appoint  four  (4)  members  to  succeed 
those  whose  terms  expire  in  that  year  and  to  serve  for 
a term  of  three  (3)  years. 

Section  12 — Amend  Article  IX  by  adding  a new  Sec- 
tion 12  to  read  as  follows: 

“The  Committee  of  Blue  Shield  Directors  shall  be  the 
Society’s  appointees  to  the  Board  of  Directors  of  the  Vir- 
ginia Medical  Service  Association.” 

(The  purpose  of  the  above  Amendments  to  the  By- 
Laws  is  to  provide  that  the  Society’s  appointees  to  the 
Board  of  Directors  of  the  Virginia  Medical  Service  Asso- 
ciation be  a standing  committee  of  the  Society.) 

J.  Morrison  Hutcheson,  M.D.,  Chairman 

W.  Callier  Salley,  M.D. 

James  P.  King,  M.D. 

Ethics 

A number  of  inquiries  were  directed  to  the  committee 
during  the  past  year,  and  fortunately,  most  were  of  such 
nature  that  they  could  be  handled  by  phone  or  corre- 
spondence. 

Several  of  these  inquiries  indicated  a possible  need  for 
action  by  local  medical  societies.  The  By-Laws  of  The 
Medical  Society  of  Virginia  were  followed  to  the  letter 
and  all  parties  acquainted  with  established  procedures. 
Two  component  societies  requested  guidance  on  procedure 
and  this  was  provided. 

Your  committee  wishes  to  recommend  that  each  com- 
ponent medical  society  appoint  an  ethics  committee  if  it 
does  not  already  have  one.  Many  questions  can  only  be 
answered  at  the  community  level.  It  is  also  recommended 
that  each  committee  obtain  copies  of  the  AMA  Principles 
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of  Medical  Ethics  as  well  as  the  Opinions  and  Reports  of 
the  AM  A Judicial  Council.  The  State  Office  will  he 
pleased  to  assist  the  committees  in  obtaining  these  publi- 
cations. 

Russell  G.  McAllister,  M.D.,  Chairman 

Robert  P.  Trice,  M.D. 

John  Smoot,  M.D. 

Mediation 

This  committee,  composed  of  past  presidents  of  the 
Society,  was  formed  to  serve  as  an  appeal  board  for  the 
benefit  of  mediation  committees  of  the  various  com- 
ponent societies. 

I cannot  recall  a formal  meeting  of  the  committee  dur- 
ing the  five  years  that  I have  been  a member.  No  new 
cases  have  been  referred  during  1960-61.  The  absence 
of  such  referrals  may  indicate  that  all  patient  grievances 
have  been  satisfactorily  adjusted  on  the  local  level.  It  is 
also  probable  that  the  system  may  not  be  operating  effec- 
tively. 

It  is  recommended  that  the  officers  and  Council  of  the 
Society  investigate  what  has  been  done  during  the  past 
year  in  component  organizations  and  that  they  consider 
the  advisability  of  stimulating  interest  in  reactivation  of 
grievance  committees  throughout  the  State. 

James  P.  King,  M.D.,  Chairman 

Legislation 

Since  the  General  Assembly  will  not  meet  until  Jan- 
uary, 1962,  the  Legislative  Committee  has  held  no  formal 
meeting  during  the  past  twelve  months.  It  is  planned  to 
meet  as  soon  as  possible  after  the  Annual  Meeting  in 
October  in  order  to  review  all  matters  referred  to  the 
committee  for  action. 

J.  D.  Hagood,  M.D.,  Chairman 

Membership 

No  matters  have  been  referred  to  your  committee  dur- 
ing the  past  twelve  months,  and  consequently,  no  formal 
meeting  has  been  necessary. 

Names  of  all  new  members  have  been  published  in  the 
Virginia  Medical  Monthly,  and  the  Committee  wishes  to 
point  with  considerable  satisfaction  to  the  steady  increase 
in  membership.  We  particularly  call  attention  to  the  fact 
that  the  Society  now  has  more  than  3,000  members. 

It  is  with  the  greatest  pleasure  that  your  committee 
nominates  Dr.  Guy  W.  Horsley,  whose  presidential  term 
is  drawing  to  a close,  for  honorary  active  membership 
in  the  Society.  Members  of  the  committee  join  his  many 
friends  in  a hearty  and  sincere  “well  done”. 

William  L.  Sibley,  M.D.,  Chairman 

William  W.  Old,  III,  M.D. 

Marion  W.  Fisher,  M.D. 

Public  Relations 

Each  year  your  committee  becomes  more  and  more  im- 
pressed by  the  fact  that  public  relations  is  not  strictly  a 


committee  job.  It  is  such  a broad  and  far-reaching  thing 
that  it  would  simply  be  impossible  for  a committee  to  do 
more  than  merely  scratch  the  surface  during  any  one 
year.  That  is  why  your  committee  feels  that  its  biggest 
job  is  to  make  physicians  “PR  Conscious”,  in  order  that 
the  real  work  can  be  done  where  it  matters  most — in  the 
physician's  office. 

This  is  why  your  committee  is  reporting  only  those 
special  PR  projects  which  required  some  measure  of 
planning  and  supervision  and  were  designed  for  a spe- 
cific purpose. 

The  committee  again  takes  pride  in  reporting  that  two 
very  successful  Senior  Day  programs  were  presented. 
The  first  was  for  senior  medical  students  at  the  Medical 
College  of  Virginia  and  the  second  for  senior  medical 
students  at  the  University  of  Virginia  School  of  Medicine. 
Both  groups  received  their  formal  introduction  to  organ- 
ized medicine,  and  heard  Mr.  John  O.  Marsh,  Jr.,  a 
Strasburg  attorney,  deliver  a highly  informative  talk  on 
the  communist  menace.  The  manner  in  which  the  talks 
were  received  leads  your  committee  to  believe  that  there 
is  still  hope  for  this  country. 

Twenty-six  radio  stations  in  the  State  either  carried  or 
are  carrying  volumes  3 and  + of  the  highly  interesting 
series  known  as  “Medical  Milestones”.  The  program 
has  been  well  received  and  a new  series  concentrating 
on  the  contemporary  aspects  of  medicine  is  now  in  the 
planning  stage  at  AMA.  Another  new  series  entitled 
“Doctor’s  House  Call”  has  just  been  released,  and  at 
least  one  station  is  using  it  daily.  This  particular  series 
requires  a sponsor  approved  by  AMA,  as  well  as  the  State 
and  local  society.  Response  by  the  public  has  been  good 
and  the  program  should  prove  valuable. 

There  was  no  great  activity  on  the  television  front, 
although  several  stations  did  use  the  series  of  short  med- 
ical messages  entitled  “Say  It  With  Spots”.  At  the  com- 
mittee’s urging,  the  Richmond  NBC  affiliate  carried  the 
hour-long  tribute  to  the  profession  entitled  “Doctor  B". 
When  the  station  agreed  to  carry  the  program,  a special 
announcement  was  sent  to  all  members  in  the  viewing 
area.  This  was  also  done  for  two  other  stations. 

A print  of  the  film  “The  Medicine  Man”  was  obtained 
for  the  State  Department  of  Education  and  the  committee 
has  been  advised  that  ninety  showings  were  completed 
during  the  school  year.  As  a result,  some  3,600  students 
learned  first-hand  the  evils  of  food  faddism.  The  com- 
mittee takes  this  opportunity  to  express  its  appreciation 
of  the  continuing  efforts  of  Mr.  Harold  Wilder  and  the 
Virginia  Bakery  Promotional  Council  to  make  the  cam- 
paign against  food  faddism  a real  success. 

Although  Mr.  Forand  has  departed  the  Washington 
scene,  Mr.  King  has  stepped  in  and  introduced  a bill 
which  would  promote  socialized  medicine  by  tying  health 
care  of  the  aged  to  the  Social  Security  system.  As  a 
result  of  the  continuing  bitter  struggle,  students  con- 
tinued to  find  the  subject  an  appealing  one  for  term 
papers  and  debates.  Again,  it  was  necessary  to  answer  a 
considerable  number  of  requests  for  material. 

The  Committee  on  Rural  Health,  as  it  has  in  the  past, 
did  a fine  public  relations  job  in  presenting  special 
awards  to  those  4-H  Club  members  completing  outstand- 
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ing  health  projects.  Your  committee  considers  this  one 
of  the  most  worthwhile  of  all  Society  activities. 

Three  outstanding  pieces  of  literature  for  the  waiting 
room  were  made  available  in  quantity  to  the  member- 
ship. One  dealt  with  the  cost  of  medical  care,  one  with 
medical  care  for  the  aged  and  the  other  with  the  ques- 
tion of  socialized  medicine.  We  request  to  report  that 
the  response  of  the  membership  has  been  very  disap- 
pointing. 

Your  Chairman  again  attended  the  AMA  Public  Rela- 
tions Institute  in  Chicago  and  can  only  repeat  what  he 
has  written  many  times  in  the  past;  it  is  most  unfortunate 
that  each  component  medical  society  in  Virginia  does 
not  send  a representative  to  that  meeting.  One  man  and 
one  committee  cannot  do  the  job  as  it  should  be  done. 
Our  public  relations  effort  will  never  realize  its  full 
potential  until  all  48  component  societies  lend  a hand. 

John  Wyatt  Davis,  M.D.,  Chairman 

Thomas  W.  Murrei.l,  Jr.,  M.D. 

Mason  C.  Andrews,  M.D. 

William  S.  Terry,  M.D. 

Thomas  E.  Haggerty,  M.D. 

Marcellus  Johnson,  III,  M.D. 

Medical  Education 

A follow-up  look  at  a long  existing  problem  and  a first 
look  at  two  new  matters  have,  for  the  most  part,  occu- 
pied the  committee’s  attention  during  the  past  year. 

The  committee  again  reviewed  the  intern  and  resident 
problem  and  heard  a report  from  a special  subcommittee 
which  had  conducted  a thorough  investigation  of  the 
so-called  “Michigan  Plan”.  Two  members  of  the  sub- 
committee, representing  both  medical  schools,  had  visited 
Ann  Arbor  last  year  in  order  to  study  the  plan  first-hand. 
It  was  determined  that  the  Michigan  plan  would  not 
provide  the  answer  in  Virginia. 

It  was  brought  to  the  committee’s  attention  that  many 
of  the  community  hospitals  in  Virginia  have  formed  an 
association  for  the  purpose  of  exchanging  ideas  and 
views  on  the  intern-resident  problem.  The  committee 
also  heard  arguments  that  solution  of  the  problem  must 
ultimately  become  the  responsibility  of  the  medical 
schools.  There  also  exists  the  question  as  to  whether  the 
role  of  the  community  hospital  in  the  overall  teaching 
problem  has  changed. 

The  committee  feels  that  a study  must  be  made  of  the 
problem  and  all  its  facets,  and  a special  subcommittee 
has  been  appointed  for  this  purpose. 

The  committee  was  acquainted  with  plans  to  some  day 
locate  a third  medical  school  in  the  Norfolk  area.  Repre- 
sentatives of  the  Norfolk  Redevelopment  and  Housing 
Authority  presented  many  impressive  facts  and  figures 
to  support  its  contention  that  a third  school  is  badly 
needed.  Most  authorities  seem  to  agree  that  a number 
of  new  medical  schools  (perhaps  25)  will  be  needed  in 
this  country  by  1975. 

The  Norfolk  County  Medical  Society  has  advised  the 
committee  that  it  stands  firmly  behind  the  movement  to 
bring  a medical  school  to  that  area. 

In  looking  at  the  matter  realistically,  the  committee  can 
see  many  problems  which  must  be  solved.  These  include 


a decreasing  number  of  applicants  for  medical  school, 
the  loss  of  many  top  students  to  other  fields  of  endeavor, 
a discouraging  shortage  of  teachers,  the  unbelievably 
high  cost  of  financing  the  hospital  program  so  necessary 
to  a medical  school,  etc. 

The  committee  is  in  general  agreement  that  there 
exists  nationally  a need  for  more  medical  graduates  and 
that  an  unusual  and  unique  opportunity  to  help  meet  this 
need  seems  to  exist  in  the  Norfolk  area.  The  committee 
has  strongly  urged  all  interested  Norfolk  groups  to  pre- 
pare an  appropriate  exhibit  for  the  1961  Annual  Meeting 
of  The  Medical  Society  of  Virginia.  It  is  understood  that 
such  an  exhibit  is  being  prepared. 

The  new  scholarship  and  loan  program  recently  an- 
nounced by  the  American  Medical  Association  has  been 
given  considerable  thought  by  the  committee.  Although 
an  AMA  resolution  on  the  program  has  urged  participa- 
tion by  state  and  county  medical  societies,  there  remain 
a number  of  unanswered  questions.  The  committee  hopes 
to  have  these  answers  in  the  very  near  future,  and  will 
keep  component  societies  advised  of  its  findings. 

Your  committee  agrees  with  the  Secretary  of  the  State 
Board  of  Medical  Examiners  that  ways  and  means  must 
be  found  to  improve  the  basic  science  knowledge  of  for- 
eign graduates.  It  is  hoped  that  all  medical  schools 
will  give  this  matter  considerable  thought. 

Allen  Barker,  M.D.,  Chairman 

Malcolm  H.  Harris,  M.D. 

William  F.  Maloney,  M.D. 

Thomas  H.  Hunter,  M.D. 

Shelton  Horsley,  III,  M.D. 

John  C.  Watson,  M.D. 

Russell  M.  Cox,  M.D. 

Walter  Reed  Commission 

The  Walter  Reed  birthplace  building  and  grounds  are 
being  kept  in  excellent  condition  by  the  “Walter  Reed 
Community  Improvement  League”  which  under  the  terms 
of  the  agreement  has  assumed  custodial  care. 

Patching  roof,  other  repairs,  and  cutting  grass  cost 
the  Society  $149.00  from  June,  1960,  through  June,  1961. 
It  is  thought  that  a new  roof  will  be  necessary  in  the 
next  year  or  two. 

On  April  18,  1961,  relatives  of  Dr.  Walter  Reed  pre- 
sented The  Medical  Society  of  Virginia  portraits  of  Dr. 
Walter  Reed  and  of  his  father,  the  Rev.  Mr.  Lemuel 
Sutton  Reed. 

The  presentation  was  made  by  Miss  Alice  Reed  and 
Mrs.  George  T.  Elliott,  nieces  of  Dr.  Reed.  The  pictures 
were  accepted  by  the  Chairman  of  the  Commission  and 
hung  in  the  Walter  Reed  birthplace  building. 

Raymond  S.  Brown,  M.D..  Chairman 

Thomas  E.  Smith,  M.D. 

H.  L.  Shinn,  M.D. 

Insurance 

Although  two  meetings  were  planned  by  your  com- 
mittee, the  year’s  worst  snow  storm  forced  cancellation  of 
the  first  one  scheduled  during  January.  The  committee, 
however,  did  get  together  in  Lynchburg  on  May  24  and 
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put  in  a long  but  productive  afternoon  reviewing  exist- 
ing programs  and  studying  proposals  for  new  ones.  Since 
that  time,  considerable  correspondence  has  been  carried 
on  between  committee  members  as  a follow-up  to  that 
meeting. 

First  on  the  agenda  of  the  May  session  was  a proposed 
savings  and  retirement  plan  for  Society  members  pre- 
sented by  Mr.  William  M.  Werber,  Washington.  The 
plan  is  designed  to  take  advantage  of  Keogh  bill  pro- 
visions should  this  legislation  be  passed  by  the  Congress. 
Under  the  plan,  a contract  would  be  issued  to  the  Society 
guaranteeing  to  receive  from  each  interested  physician 
annual  deposits  ranging  in  amount  from  $100  to  $2,500. 
The  program  would  be  quite  flexible  as  far  as  income 
guarantees  at  time  of  retirement  are  concerned. 

Mr.  Werber  stated  that  similar  programs  have  only 
recently  been  adopted  by  the  Societies  of  North  Carolina 
and  South  Carolina,  although  the  North  Carolina  pro- 
gram is  contingent  upon  passage  of  Keogh  legislation. 

In  answer  to  several  questions,  Mr.  Werber  outlined 
those  things  which  would  be  expected  of  the  State  Office 
staff.  These  would  consist  mainly  of  obtaining  letters 
of  recommendation  from  the  President,  and  running  en- 
velopes through  the  addressograph.  It  was  understood 
that  no  trustee  arrangement  would  be  necessary.  It  was 
also  pointed  out  that  the  program  could  be  put  in  effect 
as  soon  as  fifty  members  have  enrolled.  Employees  of 
physicians  could  also  be  included. 

Mr.  Andrew  Sale,  State  Agent  for  the  Saint  Paul  Com- 
panies, then  presented  a progress  report  on  the  Society’s 
professional  liability  insurance  program.  He  cited  the 
remarkable  growth  of  the  program — 59%  of  the  Society 
membership  now  participating.  He  stated  that  the  overall 
experience  continues  to  be  very  good,  although  the  loss 
ratio  for  surgeons  as  a group  is  somewhat  higher  than 
it  should  be.  The  loss  ratio  for  physicians,  however, 
has  been  good  enough  to  more  than  offset  this  weakness. 
At  the  present  time  there  are  17  claims  outstanding — 
none  of  them  involving  any  unusually  large  sums. 

Mr.  Sale  stated  that  the  company  recommends  that 
current  premium  rates  be  left  unchanged  for  the  next 
twelve  months.  This  would  permit  the  company  to  take 
a better  look  at  the  situation  early  next  year.  Mr.  Sale 
stated  that  a new  film  entitled  "Sorry,  Doctor’’,  is  now 
available  for  showing  by  component  societies. 

A proposed  retirement  program  for  physicians’  em- 
ployees was  then  presented  by  Mr.  Horsley,  Mr.  Tuttle 
and  Mr.  Covington.  The  proposed  program  was  the  re- 
sult of  a request  by  Council  that  the  Insurance  Committee 
consider  the  advisability  of  such  a program.  The  pro- 
posed program  would  be  underwritten  by  Manufacturer’s 
Life  of  Canada  and  the  premium  would  be  deductible  as 
a business  expense.  Such  matters  as  age  of  eligibility  and 
length  of  service  could  be  determined  by  the  committee. 
A question  was  raised  as  to  whether  an  actual  demand 
or  need  for  such  a program  existed.  Some  concern  was 
also  expressed  over  the  amount  of  work  which  must  be 
handled  by  the  State  Office  staff.  A trustee  arrangement 
would  be  necessary  and  all  billing  and  collecting  handled 
in  the  office. 

The  committee  then  heard  a progress  report  on  the 
Society’s  sickness  and  accident  program  presented  by  Mr. 


George  McDowell,  Newark,  N.  J.  He  traced  the  devel- 
opment of  the  program  and  pointed  out  the  increased 
benefits  which  have  been  added  from  year  to  year.  Mr. 
McDowell  went  on  to  state  that  the  company  would  like 
to  have  the  committee’s  approval  to  move  ahead  with 
plans  for  a life-time  accident  and  seven-year  sickness 
program.  He  further  stated  that  it  might  also  be  possible 
to  make  $200  and  $250  weekly  benefits  available. 

The  committee  was  advised  that  more  than  1,600 
members  are  now  covered  under  the  program.  During  the 
last  year,  the  program  experienced  a 73%  paid  loss  and 
an  84%  incurred  loss.  Although  this  is  high,  programs 
of  this  nature  have  a history  of  wide  fluctuations  in  ex- 
perience. Mr.  McDowell  believed  it  unwise  to  extend 
coverage  past  the  age  of  seventy.  He  stated,  however, 
that  some  form  of  special  coverage  for  those  over  seventy 
could  be  devised  should  the  committee  insist. 

Considered  next  was  a report  from  Dr.  David  Dyer 
on  the  Society’s  major  hospital  and  business  overhead 
programs.  Mr.  Dyer  reported  an  astounding  loss  ratio 
for  the  hospital  program  of  340%  and  indicated  that  a 
change  in  the  premium  rate  structure  was  most  necessary. 
He  went  on  to  state  that,  although  the  rate  structure 
would  have  to  be  adjusted,  a long-sought  benefit  would 
become  effective  next  January  15.  This  would  permit 
members  to  retain  the  coverage  after  passing  age  seventy. 

Mr.  Dyer  also  reviewed  the  overhead  expense  program 
and  stated  that  premiums  might  well  be  reduced  in  view 
of  the  experience  thus  far. 

The  committee  then  heard  Mr.  Dyer  present  a pro- 
posed supplemental  sickness  and  accident  program.  The 
program  would  be  available  to  those  members  past  the 
age  of  seventy  and  would  also  feature  no  house  con- 
finement at  any  time.  It  was  explained  by  Mr.  Dyer  that 
the  plan  was  meant  to  be  supplemental  coverage  only  and 
was  not  designed  for  competitive  purposes. 

After  giving  the  plan  very  careful  consideration,  the 
committee  voted  to  table  it  until  further  study  could  be 
made  of  the  many  factors  involved. 

The  committee  then  reviewed  the  agenda  and  consid- 
ered those  recommendations  made  earlier  in  the  day.  It 
was  agreed  that  the  committee  should  recommend  ap- 
proval of  the  savings  and  retirement  plan  presented  by 
Mr.  Werber.  The  Executive  Secretary  was  directed  to 
contact  Mr.  Werber  and  learn  definitely  whether  phy- 
sicians’ employees  could  be  included  without  changing 
the  basic  structure  of  the  plan.  He  was  also  requested  to 
determine  whether  the  money  set  aside  could  be  deducted 
as  a business  expense.  (These  two  questions  have  been 
answered  in  the  affirmative). 

The  committee  then  approved  the  recommendation  of 
the  Saint  Paul  Companies  that  the  premium  rate  structure 
of  the  professional  liability  program  remain  unchanged 
for  another  year.  The  committee  asked  that  the  company 
be  advised  of  its  hope  that  a reduction  in  premium  rates 
would  soon  be  forthcoming. 

After  considerable  discussion,  it  was  decided  that  no 
action  should  be  taken  at  this  time  on  the  employee  re- 
tirement program. 

The  committee  then  gave  the  America  Fore-Loyalty 
Group  sickness  and  accident  program  a vote  of  confi- 
dence. It  was  recommended,  however,  that  the  company 


554 


Virginia  Medical  Monthly 


be  requested  to  develop  some  form  of  coverage  for  those 
members  over  the  age  of  seventy. 

All  in  all,  it  would  appear  that  the  Society’s  basic 
insurance  programs  are  in  sound  condition  and  doing  a 
fine  job  of  meeting  the  needs  of  the  membership. 

Andrew  F.  Giesen,  M.D.,  Chairman 

W.  D.  Lewis,  M.D. 

A.  L.  Herring,  Jr.,  M.D. 

J.  R.  B.  Hutchinson,  M.D. 

Robert  S.  Hutcheson,  Jr.,  M.D. 

C.  M.  McCoy,  M.D. 

Conservation  of  Hearing 

It  is  gratifying  to  learn  from  the  reports  of  the  mem- 
bers of  the  Committee  on  Conservation  of  Hearing,  es- 
pecially those  connected  with  the  Virginia  Hearing  Foun- 
dation, Inc.,  and  those  members  on  the  staff  of  our 
medical  schools  who  are  training  young  doctors  that 
continued  interest  and  research  is  being  done  to  rehabili- 
tate those  who  need  help. 

The  active  programs  in  Richmond,  Norfolk,  Char- 
lottesville, Bristol,  Lynchburg,  Danville  and  Bluefield, 
are  furthering  their  work  and  with  the  completion  of 
the  Rehabilitation  Center  in  Roanoke,  another  complete 
service  will  be  added  to  the  growing  list. 

In  the  annual  report  of  the  Virginia  Hearing  Foun- 
dation, Inc.,  approximately  6,000  children  have  been  bene- 
fited from  the  services  for  the  year  ending  June,  1961, 
which  more  than  doubles  the  number  evaluated  the  year 
previously.  This  progress  is  due  to  the  increased  num- 
ber of  individuals  and  organizations  who  are  interested 
in  rehabilitation  of  children  with  communicative  disorders. 
An  active  part  of  the  Virginia  Hearing  Foundation,  Inc., 
is  the  field  service  which  it  offers.  This  is  divided  into 
two  types: 

1.  The  standard  audiometric  screening  of  hearing 
which  is  to  determine  the  number  of  children  in  a school 
system  who  have  impaired  hearing  and  the  severity  of 
loss  to  make  accurate  referrals  and  to  advise  the  parents 
on  the  treatment  of  their  children. 

2.  The  hearing  diagnostic  clinic  in  which  children  are 
selected  for  these  evaluations  by  the  “teacher  referral” 
method.  The  child  is  given  a speech  and  hearing  evalua- 
tion, case  histories  obtained,  and  evaluated  after  results 
have  been  analyzed,  the  parents  are  counseled  and  proper 
referrals  are  made.  The  service  teams  are  composed  of 
advanced  students  in  audiology  and  speech  pathology  at 
the  Speech  and  Hearing  Center  at  the  University  of  Vir- 
ginia. The  Mobile  Unit  for  transportation  and  provided 
by  the  Miller  and  Rhoads  Foundation,  visited  12  school 
systems  and  evaluated  5,948  children  during  the  year. 
Hearing  aides  needed  for  the  medically  indigent  were 
donated  by  patrons  and  other  organizations. 

The  Bristol  Speech  and  Hearing  Center  was  particu- 
larly active  in  the  diagnostic  evaluations  of  children  in 
Southwest  Virginia  and  have  Mr.  Thomas  Wayne  Wal- 
poll  as  director  of  the  Center  with  Mrs.  Mildred  Day  as 
therapeutist.  They  have  been  able  to  offer  a more  expen- 
sive type  of  therapy  during  the  summer  months. 

The  surgical  techniques  of  stapedectomy,  polyethylene 


prosthesis,  and  vein  grafting  are  producing  excellent 
results  in  improving  the  hearing  and  rehabilitation  of 
an  increasing  number  of  patients.  The  relatively  recent 
tympanoplasty  operation  for  the  restoration  of  hearing 
and  producing  a dry  ear  in  chronic  middle  ear  infec- 
tions has  been  a little  bit  disappointing  in  that  the  results 
have  not  been  quite  as  good  as  first  reported,  but  there 
is  still  hope  of  improved  results  with  technique  improve- 
ment and  a more  careful  selection  of  cases. 

The  Committee  wishes  to  recognize  the  efforts  of  the 
many  service  clubs  and  individuals  who  have  contributed 
of  their  time  and  money  in  helping  these  children.  The 
Committee  further  notes  with  appreciation,  the  loyal  sup- 
port and  co-operation  from  the  membership  of  the  Vir- 
ginia Society  for  Crippled  Children  and  Adults  and  the 
State  Board  of  Health  and  Education. 

Calvin  T.  Burton,  M.D.,  Chairman 

Neil  Callahan,  M.D. 

Fletcher  D.  Woodward,  M.D. 

John  B.  Gorman,  M.D. 

John  G.  Sellers,  M.D. 

W.  Copley  McLean,  M.D. 

Peter  Pastore,  M.D. 

Highway  Safety 

The  Committee  on  Highway  Safety  did  not  hold  a 
forma]  meeting  during  the  year.  By  correspondence  the 
members  expressed  their  views  on  the  role  of  the  phy- 
sician in  promoting  highway  safety.  It  was  generally 
agreed  to  carry  on  the  program  initiated  by  Dr.  Fletcher 
Woodward  and  to  vigorously  support  the  seat  belt  and 
implied  consent  legislation  to  be  reintroduced  at  the 
1962  session  of  the  General  Assembly. 

In  spite  of  some  legislative  action,  intensive  police 
effort,  and  the  tremendous  work  and  study  of  many  safety 
organizations,  the  national  toll  of  traffic  fatalities  con- 
tinues at  a relentless  pace.  In  Virginia,  however,  definite 
progress  has  been  made  in  the  last  few  years.  As  a 
member  of  the  Advisory  Committee  on  the  Governor’s 
Highway  Safety  Committee,  your  chairman  can  testify 
to  the  intensive  activity  of  the  Governor's  Committee 
in  promoting  safe  and  sane  driving.  The  education  cam- 
paigns sponsored  by  the  Committee,  and  the  work  of  the 
dedicated  leaders  of  related  safety  groups  will  eventually 
control  the  scourge  of  the  automobile. 

Every  physician  in  Virginia  has  a strong  obligation 
to  interest  himself  in  traffic  safety,  if  only  from  the  view- 
point of  self  preservation.  He  should  acquaint  himself 
with  his  local  safety  council,  encourage  teen-age  driver 
training  courses,  advise  his  patients  who  present  a known 
hazard  to  safe  driving,  and  urge  legislative  action  in 
favor  of  the  universal  use  of  seat  belts,  the  control  of 
the  drinking  driver,  and  the  licensing  of  drivers  physically 
capable  of  safe  driving. 

The  Medical  Society  of  Virginia  as  a group  could  set 
a potent  example  in  the  area  of  the  prevention  of  serious 
automobile  crash  injuries  by  advocating  the  installation 
and  use  of  seat  belts  in  the  cars  of  every  member. 

Francis  H.  McGovern,  M.D.,  Chairman 
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Advisory  to  Woman’s  Auxiliary 

It  has  not  been  necessary  to  call  a meeting  of  the  Com- 
mittee. The  President  of  the  Woman’s  Auxiliary,  Mrs. 
F.  Clyde  Bedsaul,  presented  the  chairman  with  a copy 
of  her  Yearbook,  a report  of  her  activities  which  were  in 
accord  with  the  objectives  as  promulgated  by  the  National 
Auxiliary,  and  has  consulted  with  the  chairman  on  occa- 
sion. She  is  to  be  congratulated  on  her  zeal  and  success 
in  promoting  the  objectives  and  program  of  the  Woman’s 
Auxiliary. 

Walter  A.  Porter,  M.D.,  Chairman 

E.  E.  Haddock,  M.D. 

H.  H.  Trout,  Jr.,  M.D. 

Advisory  to  Medical  and  Allied  Organizations 

This  Committee  has  had  an  active  year,  having  had 
three  meetings  with  three  separate  organizations.  The 
meetings  were  held  at  The  Medical  Society  of  Virginia 
Headquarters  building  in  Richmond.  Dr.  Robert  Q.  Mar- 
ston  was  appointed  Chairman  of  this  Committee  but  only 
attended  one  meeting  as  a change  of  positions  required 
that  Dr.  Marston  move  out  of  the  State  of  Virginia.  The 
President,  Dr.  Guy  Horsley,  then  appointed  Dr.  McLe- 
more  Birdsong  chairman  of  this  Committee.  He  also 
appointed  Dr.  Wyndham  B.  Blanton,  Jr.,  to  replace  Dr. 
Marston. 

The  first  meeting  was  held  on  January  5,  1961,  at  the 
request  of  the  Virginia  Council  on  Health  and  Medical 
Care  on  the  subject  of  Health  Careers  Recruitment  Pro- 
gram.. Mrs.  Cynthia  Warren,  Director  of  this  program 
was  present  and  outlined  the  program  of  the  Council  on 
Health  and  Medical  Care  for  recruitment  of  the  various 
Medical  and  Para-Medical  Career  Programs.  She  stated 
that  she  would  need  advice  from  this  Committee  from 
time  to  time,  but  her  greatest  need  was  assistance  in 
preparing  and  presenting  Career  Programs  at  the  various 
High  Schools  all  over  the  State.  She  stated  it  would  be 
most  helpful  to  have  a physician  on  hand  to  answer  any 
questions  the  students  might  have  concerning  the  advan- 
tages of  the  Medical  Career. 

The  Committee  discussed  this  matter  in  detail  and  it 
was  decided  to  ask  the  secretary  of  The  Medical  Society 
of  Virginia  to  write  a letter  to  the  presidents  of  all 
component  societies  requesting  that  they  appoint  a com- 
mittee to  assist  Mrs.  Warren  with  the  Career  Day  Pro- 
grams in  their  particular  area.  This  letter  would  be 
signed  by  Dr.  Marston  and  it  would  include  a return 
address  to  Mrs.  Warren  in  order  that  she  could  prepare 
her  program  for  the  year.  It  was  decided  that  the  Com- 
mittee, the  Council  and  the  individual  physicians  would 
be  in  a better  position  if  The  Medical  Society  of  Vir- 
ginia went  on  record  of  approving  the  Health  Career 
Recruitment  Program.  Mr.  Howard,  the  Executive  Secre- 
tary, stated  that  this  matter  would  be  brought  before  the 
Committee  on  January  11,  1961. 

The  Committee  then  discussed  the  problems  surround- 
ing the  request  by  TV  stations,  and  newspapers  for  pic- 
tures and  interviews  in  connection  with  the  Career  Pro- 
gram. It  was  recognized  that  there  were  many  pitfalls 
which  should  be  avoided  and  it  was  the  consensus  of 


opinion  of  the  Committee  that  all  publicity  of  this  type 
should  be  cleared  through  proper  channels.  Particularly, 
the  local  medical  society  involved. 


The  second  meeting  of  the  Committee  was  held  at  the 
Society’s  Headquarters  on  May  3,  1961.  The  meeting  was 
called  at  the  request  of  the  Pharmaceutical  Association 
of  Virginia  3nd  was  represented  by  Mr.  Cline,  Dr.  War- 
ren Weaver,  Mr.  Carson,  Mr.  Blair,  Mr.  Pharmey  and 
Mr.  Hubbard. 

The  meeting  was  opened  with  the  Chairman  giving  a 
brief  explanation  of  the  Society’s  Committee  and  its  ob- 
jectives. He  expressed  hope  that  this  meeting  with  the 
State  Pharmaceutical  Association  would  be  the  first  of 
many  joint  meetings  to  discuss  mutual  problems  and 
projects. 

The  first  discussion  on  the  program  was  the  Durham- 
Humphrey  Act  and  how  it  affects  pharmacists  and  phy- 
sicians. The  problem  of  the  PRN  prescription  was  dis- 
cussed in  great  detail.  It  was  brought  out  that  the  law 
for  the  most  part  views  a completed  prescription  as  a 
cancelled  check  and  that  a PRN  is  actually  an  invalid 
designation.  It  was  also  brought  out  that  the  law  requires 
pharmacists  to  obtain  permission  of  the  physician  before 
refilling  a prescription.  This  has  been  one  of  the  most 
knotty  problems  that  the  pharmacist  has  had  to  face.  Be- 
cause of  the  many  complexities  of  this  arrangement  it  was 
suggested  that  the  pharmacists  should  try  to  see  if  they 
could  not  get  some  change  in  the  law  so  that  the  law 
could  be  more  specific  as  to  what  the  physician  and 
pharmacist  can  and  cannot  do,  as  there  is  much  room 
for  confusion  in  the  present  wording  of  the  law.  Because 
of  the  many  requirements  of  this  law  which  were  brought 
up  by  the  group  from  the  Pharmaceutical  Association 
that  were  unknown  to  the  members  of  the  committee,  it 
was  agreed  that  there  should  be  some  discussion  of  these 
types  of  problems  at  the  medical  school  levels.  It  was 
felt  that  a symposium  on  the  subject  during  the  Annual 
Meeting  of  The  Medical  Society  of  Virginia  would  be 
of  value. 

The  Committee  advised  the  representatives  of  the  Vir- 
ginia Pharmaceutical  Association  that  they  should  con- 
tinue to  press  for  better  education  in  these  matters  and 
to  feel  free  to  call  on  this  committee  to  try  to  implement 
their  wishes. 

The  next  problem  considered  was  the  problem  sur- 
rounding the  dispensing  physician.  At  the  present  time 
physicians  practicing  in  towns  of  less  than  1,000  popula- 
tion are  ineligible  to  dispense  drugs.  It  was  brought 
out,  however,  that  many  qualified  pharmaceutical  com- 
panies do  not  sell  to  physicians  and  consequently  sub- 
standard drugs  are  being  used  by  these  physicians.  It 
was  also  learned  that  the  Virginia  Pharmacy  Laboratory 
actually  has  no  control  over  drugs  shipped  in  from  out 
of  State.  The  policy  of  some  public  agencies  purchasing 
drugs  by  generic  name  was  discussed  in  detail.  It  was 
explained  because  of  the  lack  of  controls  by  many  com- 
panies selling  these  drugs  that  large  numbers  of  the  drugs 
that  are  bought  actually  have  no  potency  whatsoever,  or 
are  markedly  below  the  required  USP  requirements.  Be- 
cause there  is  such  lack  of  controls  of  these  products  the 
local  pharmacies  have  had  to  depend  almost  entirely  on 
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the  reputation  of  the  companies.  This  has,  of  course, 
meant  that  the  better  named  pharmaceutical  houses  have 
strict  control  on  their  products  or  the  ones  that  are  being 
used. 

In  order  to  bring  a better  understanding  between  the 
physician  and  the  pharmacists,  it  was  suggested  that 
perhaps  the  Virginia  Medical  Monthly  could  be  used  as 
a means  of  requesting  the  physicians  to  register  any 
complaints  they  might  have  concerning  these  matters. 


The  third  meeting  of  the  Committee  was  held  on 
June  14,  1961.  The  meeting  was  called  at  the  request  of 
the  Virginia  Hospital  Association.  The  Hospital  Associa- 
tion was  represented  by  Mr.  George  Bokinsky,  President 
and  Mr.  Harold  Prather,  Chairman  of  the  Association’s 
Liaison  Committee. 

Mr.  Bokinsky  expressed  the  hope  that  this  exploratory 
meeting  would  be  the  first  of  many  similar  meetings  in 
the  future.  The  number  of  problems  of  concern  to  the 
Hospital  Association  were  outlined  and  included  hospital 
utilization,  the  future  of  Blue  Cross  in  Virginia,  the  lack 
of  representation  of  both  organizations  on  the  State  Board 
of  Nurse  Examiners,  the  effective  control  of  hospital  con- 
struction, and  the  legislation  affecting  both  groups. 

Because  of  over  utilization  of  Blue  Cross,  we  discussed 
at  some  length  the  program  of  improved  medical  services 
currently  being  tried  in  Pennsylvania.  After  much  dis- 
cussion it  was  brought  out  that  the  Committee  on  Medical 
Services  of  The  Medical  Society  of  Virginia  had  been 
directed  by  the  House  of  Delegates  to  study  this  problem 
and  seek  a possible  solution.  It  was  suggested  that  the 
Hospital  Association  contact  this  committee  concerning 
this  problem.  This  Committee  will  advise  the  Committee 
on  Medical  Services  of  the  desire  of  the  Hospital  Asso- 
ciation to  assist  in  finding  a solution  to  this  problem. 

The  problem  of  strengthening  Blue  Cross  movement 
in  Virginia  was  discussed  in  detail.  The  thought  that  a 
consolidation  of  the  various  Plans  operating  in  the  State 
would  be  to  everyone's  advantage. 

The  nursing  problem  situation  in  Virginia  was  dis- 
cussed in  detail.  It  was  agreed  that  since  hospitals  em- 
ploy nurses  and  are  directly  concerned  in  nursing  care, 
that  they  had  valid  reasons  for  seeking  representation  on 
the  State  Board  of  Nurse  Examiners.  The  feeling  was 
also  expressed  that  it  might  perhaps  be  advisable  to  have 
a physician  on  this  Board.  It  was  brought  out  that  the 
Society  has  an  active  Committee  to  Confer  with  the  State 
Board  of  Nurse  Examiners,  and  it  was  agreed  that  the 
Chairman  of  that  Committee  be  informed  of  the  interest 
of  the  Hospital  Association  with  the  hope  that  they  could 
meet  with  the  Medical  Society’s  Committee. 

The  next  problem  to  be  discussed  was  the  effective  con- 
trol of  hospital  construction.  After  some  discussion  it 
was  again  brought  up  that  The  Medical  Society  of  Vir- 
ginia had  requested  its  Committee  on  Medical  Service  to 
“explore  the  possibility  of  laying  long-range  plans  for 
all  new  hospital  construction,  and  for  all  remodeling 
which  involves  an  increase  in  the  supply  of  hospital 
beds.”  It  was  agreed  that  the  Medical  Service  Committee 
should  be  advised  of  the  Virginia  Hospital  Association’s 


interest  in  this  matter  in  the  hope  that  a joint  meeting 
could  be  held. 

Because  there  are  many  bills  being  entered  in  the  Legis- 
lature which  are  affecting  both  physicians  and  hospitals, 
it  was  felt  that  a joint  effort  on  the  part  of  both  groups 
would  be  more  effective.  Therefore,  the  Secretary  was 
requested  to  write  the  Chairman  of  the  Society’s  Legis- 
lative Committee  to  acquaint  him  with  the  recommenda- 
tion procedure  for  a joint  consideration  of  such  legisla- 
ture. 

Since  this  Committee  had  been  appointed  by  the  So- 
ciety, we  feel  that  it  has  been  of  great  public  relation 
advantage  to  the  Society.  All  the  groups  that  met  with 
the  Committee  were  extremely  grateful  and  all  appeared 
to  want  to  continue  their  close  liaison  with  The  Medical 
Society  of  Virginia. 

The  Chairman  would  like  to  thank  Bob  How'ard,  Ex- 
ecutive Secretary,  for  his  cooperation  in  arranging  the 
meetings,  and  acting  as  Secretary  and  preparing  minutes 
for  each  of  the  meetings. 

McLemore  Birdsong,  M.D.,  Chairman 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Fleming  W.  Gill,  M.D. 


Rehabilitation 

The  Rehabilitation  Committee,  which  serves  as  the 
Medical  Advisory  Committee  to  the  Vocational  Rehabili- 
tation Service  of  the  State  Department  of  Education  has 
been  active  in  the  performance  of  its  functions  during 
the  year. 

Individual  committee  members  representing  the  various 
specialties  have  served  as  consultants  to  the  State  Re- 
habilitation Agency  on  medical  aspects  of  rehabilitation 
or  individual  case  problems,  on  revision  of  professional 
fee  schedules,  and  on  the  development  of  more  effective 
medical  rehabilitation  services  to  vocationally  handi- 
capped individuals. 

This  has  been  done  on  a continuing  basis  throughout 
the  year  by  committee  members  living  in  the  various  geo- 
graphic areas.  Several  members  of  the  committee  have 
worked  actively  with  those  responsible  for  training  re- 
habilitation counselors.  Training  was  provided  in  the 
fields  of  functional  bracing,  epilepsy,  diabetes,  and  asthma 
during  the  year. 

Roy  M.  Hoover,  M.D.,  Chairman 

George  A.  Duncan,  M.D. 

J.  R.  Blaylock,  M.D. 

Leroy  Smith,  M.D. 

G.  S.  Fitz-Hugh,  M.D. 

Reno  Porter,  M.D. 

Charles  L.  Savage,  M.D. 

F.  J.  Wright,  M.D. 

Frank  B.  Stafford,  M.D. 

A.  Ray  Dawson,  M.D. 

J.  Treacy  O’Hanlan,  M.D. 

John  N.  Pastore,  D.D.S. 

W.  Kyle  Smith,  M.D. 

Alexander  McCausland,  M.D. 

James  L.  Thomson,  M.D. 


Volume  88,  September,  1961 


557 


Radiation  Hazards 

As  a result  of  the  efforts  of  the  State  Health  Depart- 
ment and  The  Medical  Society  of  Virginia,  a bill  was 
passed  by  the  1960  Legislature  requiring  the  registration 
of  radioactive  sources.  The  initial  registration  closed 
July  1,  1961.  The  rate  of  compliance  was  good.  The 
H alth  Department  is  now  engaged  in  analyzing  the 
data  produced  by  the  registration.  This  material  will 
then  be  reviewed  with  the  Health  Department  by  this 
Committee,  and  a report  and  recommendation  will  be 
submitted  to  the  Society. 

George  Cooper,  Jr.,  M.D.,  Chairman 

Mack  I.  Shanhoi.tz,  M.D. 

Hunter  B.  Frischkorn,  M.D. 

Charles  D.  Smith,  M.D. 

Liaison  to  the  State  Department  of  Welfare 

Steering  a course  between  a completely  free  economy 
and  medical  profession,  and  the  obvious  necessity  of  con- 
forming to  regulations  imposed  by  the  intervention  of  a 
third  party  responsible  for  the  expenditure  of  tax  derived 
public  funds,  is  quite  complicated.  The  easier  path  is 
to  disregard  the  conflicting  viewpoints  and  simply  pro- 
ceed in  one  direction.  It  is  to  the  credit  of  the  Virginia 
Department  of  Public  Welfare  and  of  the  medical  pro- 
fession in  Virginia,  that  sincere  and  conscientious  efforts 
have  been  made  by  both  to  attain  a mutually  agreed  upon 
middle-of-the-road  philosophy,  and  to  chart  a path  which 
respects  the  problems  and  obligations  of  both  groups. 
Certainly  that  has  been  the  experience  of  your  committee 
this  year. 

Complete  and  frank  information  has  been  furnished 
the  committee  by  the  Welfare  Department  and  discussions 
have  been  free  and  often  lengthy.  There  have  been  two 
meetings,  both  held  in  Richmond. 

Much  time  was  devoted  at  both  meetings  to  proposals 
for  medical  care  to  the  aged.  The  Department  of  Wel- 
fare prepared  a proposal  for  state  participation  in  the 
Federal  program  under  the  Kerr-Mills  bill.  The  proposal 
was  unacceptable  and  was  rejected  because  of  provisions 
in  the  Virginia  Welfare  Laws  which  open  the  rolls  of 
public  welfare  recipients  to  the  public  and  permit  re- 
capture of  all  or  part  of  the  money  expended  in  the  event 
that  assets  are  discovered  or  become  available.  The  com- 
mittee has  recommended  that  the  next  Virginia  Legisla- 
tive Assembly  amend  the  Welfare  Laws  to  permit  full 
participation  in  the  program  outlined  in  the  Kerr-Mills 
Law. 

Discussion  of  the  payment  of  drug  costs  for  Welfare 
recipients  was  lengthy.  Various  proposals  from  the  Vir- 
ginia Pharmaceutical  Association  were  considered.  It  was 
decided  that  a small  committee  consisting  of  one  member 
of  your  committee,  one  representative  of  the  Virginia 
Department  of  Public  Welfare  and  a representative  of 
the  Virginia  Pharmaceutical  Association  should  meet  and 
bring  specific  recommendations  relative  to  the  payment 
for  drugs  to  the  full  committee. 

The  problem  of  payment  of  transportation  costs  to 
clinics,  clinic  fees,  and  nursing  care  in  the  homes  was 
discussed  but  no  definite  action  was  taken. 
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The  payment  of  fees  to  doctors  providing  hospital 
care  to  Welfare  recipients,  or  those  otherwise  adjudged 
medically  indigent  and  recipients  of  indigent  hospitaliza- 
tion, was  discussed.  It  was  decided  to  recommend  no 
change  in  the  presently  existing  policy  of  making  no  pay- 
ment for  medical  services  in  such  cases. 

Appreciation  to  The  Medical  Society  of  Virginia  for 
their  aid  and  advice  in  administration  of  medical  pro- 
grams by  the  State  Department  of  Public  Welfare,  was 
expressed.  The  Department  emphasized  its  adherence 
to  the  philosophy  of  free  choice  of  physicians,  pharmacy, 
and  hospital  by  welfare  recipients  within  the  limits  im- 
posed by  available  funds,  and  further  solicited  support 
and  advice  from  the  practicing  physician  to  assist  the 
Department  in  making  valid  decisions  as  to  medical,  hos- 
pital and  nursing  home  needs,  and  the  determination  of 
disability  of  applicants. 

John  T.  T.  Hundley,  Chairman 

Robley  Bates,  M.D. 

H.  W.  Felton,  M.D. 

Charles  H.  Lupton,  M.D. 

Horace  E.  Kerr,  M.D. 

G.  B.  Setzler,  M.D. 

Blue  Shield  Directors 

This  is  the  first  report  from  the  Blue  Shield  Committee 
since  it  was  formally  established  last  year  as  a Commit- 
tee of  The  Medical  Society  of  Virginia.  As  stipulated  in 
the  By-Laws  of  Virginia  Medical  Service  Association, 
twelve  of  the  twenty-four  Directors  who  must  be  Doctors 
of  Medicine  as  designated  by  The  Medical  Society  of 
Virginia. 

A review  of  the  Plan’s  operations  during  the  twelve 
months’  period  ending  June  30,  1961,  clearly  indicates 
that  Blue  Shield  has  continued  to  serve  the  best  interests 
and  needs  of  the  medical  profession  and  of  the  public. 
1,606  or  82  per  cent  of  the  physicians  actively  engaged 
in  the  practice  of  medicine  in  the  area  serviced  by  Vir- 
ginia Medical  Service  Association  now  participate  in  the 
Program.  Enrollment  reached  an  all-time  high  of  833,564 
members,  which  includes  the  substantial  number  of  Fed- 
eral employees  who  elected  to  enroll  in  the  service  pro- 
grams offered  by  Blue  Cross-Blue  Shield.  Payments  to 
physicians  amounted  to  $6,374,952.12  or  79.9  per  cent  of 
the  total  income  received  by  the  Plan  from  subscribers. 
Particularly  noteworthy  is  the  fact  that  Virginia  Medical 
Service  Association  has  further  improved  its  financial 
position  and  now  has  an  accumulated  reserve  fund  which 
meets  the  suggested  reserve  requirements  for  Blue  Shield 
Plans. 

The  recommendation  of  the  Council  of  The  Medical 
Society  of  Virginia  was  solicited  on  several  occasions  by 
the  Blue  Shield  Board  of  Directors  prior  to  taking  de- 
finitive action  on  questions  relating  to  policy  matters 
affecting  the  medical  profession.  The  Blue  Shield  Board, 
with  the  approval  of  the  Council,  discontinued  payments 
to  Doctors  of  Osteopathy,  Chiropractic  and  Podiatry,  and 
also  discontinued  payments  for  services  rendered  by  In- 
terns and  Residents.  It  is  recommended  that  this  meeting 
of  the  House  of  Delegates  of  The  Medical  Society  of 
Virginia  re-evaluate  the  effects  of  such  decisions  on  the 
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Plan’s  effectiveness  and  on  the  residency  training  pro- 
grams conducted  at  teaching  institutions.  It  is  further 
recommended  that  the  principles  of  no  income  limit  con- 
tract be  considered. 

During  the  past  year  Blue  Shield  also  developed  and 
offered  to  the  public  a special  Senior  Citizen’s  Contract 
upon  the  recommendation  of  the  American  Medical  Asso- 
ciation and  The  Medical  Society  of  Virginia.  Although 
the  special  program  was  purchased  by  only  several  hun- 
dred individuals,  the  offering  of  this  special  contract 
demonstrated  the  willingness  and  the  ability  of  the  med- 
ical profession  to  develop  adequate  voluntary  programs 
to  take  care  of  special  needs.  Virginia  Medical  Service 
Association  also  continued  as  fiscal  administrator  for  The 
Medical  Society  of  Virginia  in  the  administration  of  the 
Medicare  Program  for  the  entire  State  of  Virginia. 

Blue  Shield  is  the  medical  profession’s  vehicle  for  the 
preservation  of  the  “free-choice”  medical  system  and  a 
voluntary  mechanism  for  financing  medical  care  costs. 
Although  the  past  year  has  been  one  of  growth  and  con- 
tinued acceptance,  much  more  needs  to  be  done  to  further 
strengthen  the  voluntary,  non-profit,  doctor-directed  Blue 
Shield  Program.  Accordingly,  it  is  recommended  that 
The  Medical  Society  of  Virginia  continue  to  promote  and 
encourage  participation  by  its  members  in  Blue  Shield, 
that  Society  assist  the  Blue  Shield  Board  of  Directors  in 
the  development  of  new  contracts  which  provide  adequate 
benefits  and  realistic  income  limits  for  full-service  bene- 
fits and,  finally,  that  Society  continue  to  promote  the  effec- 
tive utilization  of  hospital  facilities  and  judicious  use  of 
the  resources  of  voluntary  health  insurance  programs. 

W.  Callier  Salley,  M.D.,  Chairman 

Aging  and  Chronically  111 

The  Committee  on  Aging  and  Chronically  III  consisting 
of  the  following  members:  Dr.  Harry  C.  Bates,  Jr.,  Ar- 
lington; Dr.  H.  B.  Mulholland,  Charlottesville;  Dr.  Elam 
C.  Toone,  Jr.,  Richmond;  Dr.  Mack  I.  Shanholtz,  Rich- 
mond; Dr.  Malcolm  H.  Harris,  West  Point;  Dr.  Louis 
P.  Bailey,  Nathalie;  and  Dr.  John  P.  Lynch,  Richmond, 
while  not  having  any  formal  meetings,  have  been  actively 
participating  in  the  field  of  aging  and  chronically  ill 
during  the  past  year.  The  chairman,  together  with  Dr. 
Vincent  Archer  of  Charlottesville,  Dr.  Linwood  Ball  of 
Richmond,  and  the  executive  secretary,  Robert  Howard, 
attended  the  Conference  on  Federal-State  Medical  Care 
Program  for  the  Aged  November  27,  1960,  at  the  Shera- 
ton-Park  Hotel  in  Washington.  Here  we  were  briefed  on 
the  status  of  the  Kerr-Mills  Bill  and  heard  from  phy- 
sicians as  well  as  government  on  various  programs  for 
the  aged  worked  out  at  a state  level  and  a national  level. 

Through  the  auspices  of  Robert  Howard,  our  execu- 
tive secretary,  the  number  of  physicians  serving  as  dele- 
gates to  the  White  House  Conference  on  Aging  was  in- 
creased. Several  members  of  the  committee  attended  this 
conference  as  official  delegates.  I think  we  all  came  away 
a little  discouraged  at  the  preponderance  of  socialism  as 
the  philosophy  as  against  the  free  enterprise  system  of 
providing  care  for  the  aged;  permitting  government  to 
help  those  who  need  help  rather  than  help  everyone  on 
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Social  Security  across  the  board  whether  they  need  it  or 
not  just  because  they  are  sixty-five  years  of  age. 

We  have  also  met  with  Mr.  Nelson,  a representative 
of  the  AMA,  to  discuss  current  legislation  for  medical 
care  for  the  aged. 

Your  chairman  has  also  continued  as  the  chairman  of 
the  Joint  Council  to  Improve  the  Care  of  the  Aged  in 
Virginia.  We  met  on  January  19,  1961,  with  special  em- 
phasis on  reports  from  a White  House  Conference.  Fur- 
ther meetings  are  contemplated  after  the  national  picture 
in  this  field  has  cleared  up. 

Your  chairman  has  also  been  influential,  together  with 
the  executive  secretary,  in  having  a representative  go 
with  Mr.  Raine,  the  Commissioner  on  Aging  for  the  State 
of  Virginia,  to  confer  with  Federal  authorities  at  a con- 
ference to  be  held  in  June  with  the  President  of  the 
United  States.  This  meeting  will  be  used  as  a sounding 
board  for  further  legislation  in  the  field  of  health  care 
for  the  aged.  Mr.  William  Shands,  general  caunselor  for 
the  Life  Insurance  Company  of  Virginia,  has  been  ap- 
pointed by  the  Governor  and  we  are  assured  of  competent 
representation  at  this  meeting.  Your  committee  is  ever 
on  the  alert  for  the  rapidly  changing  scent  in  the  legis- 
lative battle  which  has  arisen  around  the  medical  care 
of  our  aging  population  and  they  will  continue  to  be  so. 
We  welcome  any  suggestions  or  help  from  any  member 
of  The  Medical  Society  of  Virginia  in  this  important  field. 
We  believe  that  each  doctor  should  consider  himself  a 
committee  of  one  to  guard  the  interests  of  the  public 
against  political  pressures  leading  toward  a socialistic 
state. 

John  P.  Lynch,  M.D.,  Chairman 

Conservation  of  Sight 

The  National  Foundation  for  Eye  Care  has  in  the  past 
year  been  working  through  the  Virginia  Society  of 
Ophthalmology  and  Otolaryngology  in  an  effort  to  bring 
to  the  attention  of  the  medical  profession  the  problem 
of  relationship  between  ophthalmology  and  optometry.  It 
is  hoped  that  this  action  will  be  fruitful  and  that  the 
medical  profession  in  this  State  at  large  will  benefit  con- 
siderably from  such  education. 

DuPont  Guerry,  III,  M.D.,  Chairman 

Medicare  Advisory 

The  Medicare  Advisory  Committee  has  had  a very  easy 
year  for  1960-1961.  There  were  only  two  meetings  heid 
and  very  few  claims  were  presented  at  each  session. 

The  committee  wishes  to  thank  the  members  for  their 
cooperation  and  patience  with  this  committee  in  its  work. 
Your  understanding  has  been  most  helpful. 

It  is  believed  that  since  there  has  been  no  fee  schedule 
published  for  this  year,  many  claims  have  been  elim- 
inated. Doctors  are  presenting  bills  for  their  usual 
charges,  which  in  most  instances  have  been  acceptable 
and  processed  by  our  Fiscal  Agent. 

W.  Linwood  Ball,  M.D.,  Chairman 

David  W.  Scott,  Jr.,  M.D. 

Hunter  B.  Frischkorn,  M.D. 

Richard  Michaux,  M.D. 

William  E.  Byrd,  M.D. 
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Advisory  to  Confer  with  State  Board  of 
Nurse  Examiners 

Our  committee  has  been  composed  of  interested  phy- 
sicians who  have  sought  out  areas  for  discussion  between 
physicians  and  nurses  both  at  home  and  of  the  Board. 
We  met  on  May  25,  1961,  and  discussed  all  matters  fully, 
finally  concluding  that  it  would  be  wise  in  the  year  to 
come  for  this  committee  to  devise  new  means  by  which 
physicians  could  be  encouraged  to  recruit  good  candidates 
for  training  as  nurses  and  to  enable  the  instruction  of 
nurses  when  called  upon  to  do  so  not  only  in  the  training 
schools  but  in  handling  patients  in  the  hospitals  and  mak- 
ing ward  rounds. 

We  heard  reports  from  the  Board  to  the  effect  that 
the  total  number  of  professional  nurses  working  in  Vir- 
ginia in  1960  is  8,225,  an  increase  of  288  over  1959.  The 
total  number  of  licensed  practical  nurses  working  in 
Virginia  in  1960  was  2,583,  an  increase  of  244  over  1959. 
Our  gain  of  R.N.’s  by  interstate  licensure  in  1960  was 
125  as  compared  with  191  in  1959.  Our  loss  of  L.P.N.'s 
through  interstate  licensure  in  1960  was  44  as  compared 
with  41  in  1959.  In  professional  nursing,  the  number 
licensed  by  examination  in  1960  was  558  as  compared 
with  585  in  1959.  In  practical  nursing,  the  number  li- 
censed by  examination  in  1960  wras  498  as  compared  with 
446  in  1959.  In  all  the  nurse-training  programs,  and 
there  are  thirty-three  such,  there  were  2,237  students  in 
training  in  1960,  a gain  of  about  92  over  1959.  Of  these 
programs,  twenty-seven  are  diploma  or  R.N.  three-vear 
programs.  Three  are  B.S.  degree  programs  and  three 
are  associate  or  two-year  degree  programs.  Of  the  2,237 
enrolled  in  1960,  the  loss  by  attrition  was  341.  The  num- 
ber of  nurses  expected  to  complete  the  training  programs 
in  1961  is  639  as  compared  with  580  in  1960.  The  great- 
est problem  of  nurse  education  in  Virginia  is  the  pro- 
vision of  a sufficient  number  of  nurses  qualified  to  teach 
in  the  schools.  The  next  problem  would  be  the  acquisi- 
tion of  larger  numbers  of  candidates  for  training  who 
are  well  trained  through  the  high  school  level. 

The  committee  heard  a report  from  the  Advisory 
Council  on  Nursing  Training  given  by  its  Executive  Sec- 
retary, Mr.  Dave  Chapman  of  the  Division  of  the  Budget 
of  the  State  government  indicating  a manner  in  which 
one  million  dollars  of  state  funds  appropriated  by  the 
General  Assembly  in  1958  had  been  utilized  to  provide 
and  improve  facilities  for  nurses’  residences  and  schools 
on  a one-third  matching  funds  basis  to  the  various  hos- 
pitals of  the  State  who  have  applied  and  who  are  train- 
ing professional  nurses.  It  appeared  to  the  committee 
that  the  funds  had  been  wisely  appropriated  and  that 
their  utilization  should  provide  more  and  better  profes- 
sional nurses  for  Virginia. 

The  committee  concluded  to  ask  The  Medical  Society 
of  Virginia  to  change  the  designation  of  this  committee 
to  the  Committee  for  Liaison  with  the  Nurse  Examiners 
and  with  Organized  Nursing.  Both  the  committee  and 
the  Board  felt  that  something  more  could  be  gained  by 
meeting  jointly'  with  representatives  of  organized  nursing. 

We  discussed  the  role  of  the  professional  nurse  today, 
nursing  examinations,  the  role  of  the  physician  in  teach- 
ing nurses,  and  the  need  for  affiliation  programs  for 
student  nurses  from  smaller  Virginia  schools,  concluding 
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in  regard  to  the  latter  that  discussions  with  the  larger 
schools  as  regards  affiliations  are  indicated  and  will  be 
arranged. 

It  was  the  conclusion  of  the  committee  that  liaison  is 
serving  a useful  purpose  and  that  the  Board  of  Nurse 
Examiners  is  doing  its  difficult  job  well  indeed. 

John  R.  Mapp,  M.D.,  Chairman 

James  M.  Moss,  M.D. 

R.  Earle  Glendy,  M.D. 

John  P.  Lynch,  M.D. 

Julian  R.  Beckwith,  M.D. 

Principles  and  Policies 

Only  one  matter  has  been  referred  to  the  committee 
this  year,  and  that  arrived  too  late  for  consideration  prior 
to  publication  of  this  report.  Although  no  formal  meeting 
of  the  committee  has  been  held  thus  far,  it  is  possible 
that  a meeting  will  be  called  before  the  October  session 
of  the  House  of  Delegates. 

The  matter  referred  to  the  committee  concerns  the  in- 
creasing number  of  medical  programs  in  Virginia,  and 
the  nation,  being  planned,  directed  and  operated  by  non- 
medical agencies.  Some  fear  exists  that  such  programs 
pose  a very  real  threat  to  the  traditional  system  of 
private  practice  of  medicine.  Your  committee  is  now  in 
the  process  of  gathering  as  much  information  as  possible 
on  the  subject. 

Harry  C.  Bates,  Jr.,  M.D.,  Chairman 

Mental  Health 

There  were  two  meetings  of  the  Mental  Health  Com- 
mittee, the  first  on  March  22,  1961,  and  the  second  on 
July  19,  1961. 

The  chairman  of  the  Mental  Health  Committee  repre- 
sented the  committee  and  The  Medical  Society  of  Virginia 
at  the  Seventh  Annual  Conference  of  Mental  Health 
Representatives  of  State  Medical  Associations  held  in 
Chicago,  Illinois,  on  January  20  and  21,  1961.  The  theme 
of  the  meeting  was  “Appraisal  of  Developments  and 
Progress  in  Mental  Health  Programs  as  Observed  by 
Conference  Participants.”  The  meeting  was  well  at- 
tended by  the  chairmen  of  the  Mental  Health  Committees 
of  practically  every  state.  It  was  encouraging  to  learn 
at  this  meeting  that  the  American  Medical  Association  is 
taking  more  and  more  interest  in  the  field  of  mental 
health.  The  president  of  the  American  Medical  Associa- 
tion was  present  for  one  of  the  meetings.  He  spoke  en- 
thusiastically concerning  the  A.M.A.’s  mental  health  pro- 
gram and  “A  National  Congress  on  Mental  Health"  to 
be  sponsored  by  the  A.M.A.  to  be  held  possibly  late  1961 
or  in  1962. 

Representatives  of  the  Liaison  Committee  of  the  Neuro- 
psychiatric Society  of  Virginia  were  present  at  both 
meetings  of  the  committee.  The  outstanding  discussion 
between  the  two  groups  was  the  mutual  interest  and  de- 
sire to  have  the  subject  of  mental  health  receive  better 
recognition  at  the  annual  meeting  of  the  Medical  Society 
of  Virginia.  At  the  first  meeting  the  chairman  was  in- 
structed to  pursue  this  with  the  chairman  of  the  Program 
Committee  for  the  annual  meeting  of  the  Medical  Society, 
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and  if  successful  in  obtaining  a place  for  a guest  speaker 
on  the  program,  then  proceed  to  obtain  a speaker.  The 
Program  Committee  was  most  cordial  and  allotted  our 
committee  30  minutes  for  a guest  speaker.  We  feel  quite 
fortunate  that  Dr.  Walter  E.  Barton,  president  of  the 
American  Psychiatric  Association,  accepted  our  invitation 
and  will  speak  to  the  Medical  Society  at  its  annual  meet- 
ing on  October  10,  1961.  The  title  of  his  paper  will  be 
“Advances  in  Therapy  of  Mental  Illness.” 

At  the  first  meeting  of  the  committee  we  were  priv- 
ileged to  have  a progress  report  by  Dr.  Ackart,  executive 
director  of  Blue  Cross-Blue  Shield  in  the  Richmond  area, 
concerning  Blue  Cross-Blue  Shield  coverage  for  mental 
illness  in  the  Richmond  area.  At  the  second  meeting  of 
the  committee  it  was  learned  with  regret  of  Dr.  Ackart’s 
resignation  as  executive  director  of  the  Blue  Cross-Blue 
Shield  Plan  in  the  Richmond  area.  The  chairman  was 
instructed  to  communicate  to  him  our  appreciation  of 
his  efforts  for  more  equitable  coverage  by  Blue  Cross- 
Blue  Shield  for  mental  illness  durng  the  years  he  was 
executive  director  of  this  plan. 

The  Mental  Health  Committee  moved  and  passed  unan- 
imously a motion  requesting  The  Medical  Society  of  Vir- 
ginia to  take  a stand  favoring  the  consolidation  of  all 
the  various  Blue  Cross-Blue  Shield  Plans  in  the  State  of 
Virginia. 

The  committee  took  note  of  the  fact  that  there  continues 
to  exist  a shortage  of  psychiatrists  throughout  the  coun- 
try, and  until  the  shortage  is  relieved  efforts  should 
continue  to  be  made  to  arrange  postgraduate  courses  in 
psychiatry  for  general  practitioners.  Hope  was  expressed 
that  these  courses  might  soon  become  a reality.  The 
Medical  Society  of  Virginia,  in  cooperation  with  the 
medical  schools,  the  Neuropsychiatric  Society  of  Virginia 
and  mental  health  organizations,  in  our  opinion  should 
implement  such  a program. 

A member  of  the  committee  from  the  Norfolk  area  once 
again  expressed  concern  over  the  very  poor  arrangement 
as  now  exists  for  the  commitment  of  the  mentally  ill, 
inebriates  and  drug  addicts  in  the  Norfolk  area  to  public 
and  private  psychiatric  facilities.  He  reported  that  com- 
mitments are  held  in  the  Norfolk  area  only  once  a week. 
(This  same  very  undesirable  situation  was  reported  in 
the  Mental  Health  Committee’s  report  one  year  ago.)  It 
is  not  unusual  for  patients  to  be  held  in  jail  for  a full 
week  awaiting  commitment.  The  Mental  Health  Com- 
mittee deplores  such  treatment  of  the  mentally  ill  and 
strongly  urges  the  Medical  Society  in  that  area  to  seek 
relief  through  the  Virginia  Advisory  Legislative  Council 
or  other  sources  to  obtain  proper  action  and  relief. 

The  problem  posed  by  the  exploding  population  of 
our  senior  citizens  due  to  the  recent  increasing  life  span 
involves  the  state  hospitals,  nursing  homes  and  all  set- 
ups caring  for  the  aged  with  increased  need  for  mental 
and  physical  care.  This  general  area  is  subject  to  na- 
tional and  state  study  and  certainly  merits  attention  not 
only  of  this  committee'but  The  Medical  Society  of  Virginia 
as  well.  It  is  hoped  that  the  relationship  between  phy- 
sician and  patient  of  this  age  group  shall  not  be  df-troyed 
or  minimized  by  today’s  social  planners. 

Considerable  concern  was  expressed  by  the  committee 


over  the  proposed  use  of  state  funds  for  the  construction 
of  psychiatric  hospitals  in  which  private  patients  could 
be  treated.  This  was  considered  another  step  toward 
socialization  of  medicine,  and  it  was  the  consensus  of 
the  committee  members  present  that  this  matter  should  be 
referred  to  the  Council  of  The  Medical  Society  of  Virginia 
for  its  consideration  and  possible  action. 

It  was  regretted  that  a representative  from  the  Mental 
Health  Committee  of  the  Woman’s  Auxiliary  of  The 
Medical  Society  of  Virginia  was  unable  to  attend  either 
of  the  two  meetings  of  the  committee. 

There  was  considerable  discussion  at  both  meetings 
of  the  committee  of  the  true  purpose  and  mission  of  the 
Mental  Health  Committee.  It  was  generally  agreed  that 
although  the  committee  had  made  real  progress  in  the 
past  several  years  it  would  be  well  to  take  another  look 
at  its  objectives.  Most  members  were  in  agreement  that 
the  committee  act: 

(1)  As  an  advisory  committee  to  The  Medical  Society 
of  Virginia  concerning  matters  pertaining  to  psychiatric 
problems  and  mental  health  in  the  State  of  Virginia. 

(2)  Encourage  a better  liaison  between  The  Medical 
Society  of  Virginia  and  the  State  Department  of  Mental 
Hygiene  and  Hospitals,  especially  in  regard  to  the  care 
of  the  mentally  ill  in  state  supported  hospitals  and  com- 
mitment procedures  for  the  mentally  ill. 

(3)  Continue  to  make  every  effort  possible  to  arrange 
for  an  outstanding  speaker  to  speak  at  each  annual  meet- 
ing of  The  Medical  Society  of  Virginia  concerning  mental 
health. 

(4)  Work  closely  with  the  Neuropsychiatric  Society  of 
Virginia. 

(5)  Insist  on  adequate  insurance  coverage  for  mental 
illness  by  Blue  Cross-Blue  Shield  and  allied  health  in- 
surance plans  and  recommend  strongly  to  The  Medical 
Society  of  Virginia  the  consolidation  of  all  Blue  Cross- 
Blue  Shield  Plans  in  the  State  of  Virginia  under  one 
management. 

The  chairman  wishes  to  express  to  the  remainder  of 
this  committee  and  to  Mr.  Robert  I.  Howard,  executive 
secretary  of  The  Medical  Society  of  Virginia,  his  appre- 
ciation for  their  cooperation  and  assistance  in  the  formu- 
lation of  this  report. 

J.  Rudolph  Saunders,  M.D.,  Chairman 

Joseph  R.  Blalock,  M.D. 

Walter  J.  Brennan,  M.D. 

Thomas  S.  Edwards,  M.D. 

Milton  S.  Goldman,  M.D. 

R.  Coleman  Longan,  Jr.,  M.D. 

G.  Edmund  Stone,  M.D. 

Editorial  Board 

The  Virginia  Medical  Monthly  has  received  more 
original  articles  during  the  past  year  than  formerly. 
Many  of  these  have  come  from  beyond  the  limits  of 
Virginia.  The  variety  and  quality  of  the  material  sub- 
mitted has  permitted  the  Editorial  Board  to  be  more 
discriminating  with  regard  to  the  articles  published  dur- 
ing the  past  year. 
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We  welcome  Doctors  Charles  E.  Davis,  Jr.  of  Norfolk, 
William  H.  Muller,  Jr.  of  the  University  and  Simon 
Russi  of  Petersburg  to  the  Board  as  replacements  for 
those  valued  members  whose  terms  have  expired. 

It  is  the  intention  of  the  Board  to  devote  one  issue  of 
the  Monthly  to  the  papers  presented  at  the  annual  meet- 
ing of  the  Virginia  Surgical  Society.  This  innovation 
may  not  prove  desirable  but  inasmuch  as  the  Virginia 
Medical  Monthly  has  been  designated  the  official  organ 
of  this  society  one  issue  devoted  to  this  specialty  appears 
reasonable.  Other  specialty  groups  within  the  State  may 
desire  a similar  single  issue  of  the  Monthly  for  the 
publication  of  papers  presented  at  their  annual  meetings. 
The  reception  accorded  the  first  specialty  issue  of  the 
Virginia  Medical  Monthly  will  largely  determine  whether 
this  policy  shall  be  established.  The  Board  will  welcome 
expressions  of  opinion  by  the  members  of  The  Medical 
Society  of  Virginia. 

Harry  J.  Warthen,  M.D.,  Editor 

House 

The  Headquarter’s  Building  expenses  have  been  kept 
within  the  budget  limitations  during  the  first  ten  months 
of  the  fiscal  year  and  barring  unforeseen  items  will  not 
exceed  the  $6800  budgeted  for  building  maintenance  and 
repairs. 

The  leaks  in  the  roof  which  proved  such  a problem  to 
the  architects,  contractors  and  our  headquarter's  staff 
were  expensive  to  remedy  but  covered  by  the  item  ear- 
marked for  this  in  our  current  budget. 

The  itemized  expenses  (October  1,  1960  through  July 
31,  1961)  were  as  follows: 


Janitor  and  help $ 972.25 

Repairs  (including  service  to  furnace 

and  air  conditioner) 176.20 

Cleaning  and  maintenance 

(including  janitor  supplies) 245.65 

Yard  Maintenance 629.37 

Electricity  739.83 

Water  27.34 

Taxes 1671.88 

Insurance  169.43 

Fuel  (4120.1  gals.)  592.19 

Water  Damage  to  furnishings 

(above  amount  paid  by  insurance) 120.77 

Plastering  ceilings 546.00 

Waterproofing 138.35 

Stair  Rail  (attic) 12.50 

Outside  Painting 227.00 

Tree  Service  225.00 

Drains 489.88 


Total  $6,983.64 


Applied  against  the  above  expenses  were  the  following 
donations  by  the  indicated  organizations  toward  the  up- 
keep of  our  building: 
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Virginia  Academy  of  General  Practice  ^ $750.00 
Richmond  Academy  of  General  Practice  36.00 


$786.00 

Harry  J.  Warthen,  M.D.,  Chairman 

Virgil  May,  M.D. 

Fletcher  J.  Wright,  Jr.,  M.D. 

National  Emergency  Medical  Service 

In  the  past  year  events  such  as  the  orbiting  of  man  in 
space,  the  Laotian  and  Berlin  crises,  and  the  results  of 
the  Cuban  revolution  have  had  the  effect  of  speeding  up 
our  preparedness  for  any  type  of  emergency.  With  the 
thermonuclear  explosion  and  its  resulting  fallout  the 
apathy  of  the  public  at  large  is  quickly  turning  to  the 
radiation  “Shelter”  and  the  storage  of  food.  There  are 
still  many  opposed  to  disaster  planning — they  feel  that 
thermonuclear  attack  would  end  all  things,  including 
man.  However,  much  has  been  done  to  help  people  pro- 
tect themselves  and  others,  and  more  will  be  done  in 
the  future. 

Since  May  1960  there  have  been  ongoing  training  pro- 
grams covering  hospitals  disaster  planning  (most  of  the 
larger  hospitals  have  written  disaster  plans  now),  re- 
sponsibilities of  the  local  health  departments  and  private 
physicians  in  disaster,  the  setting  up  and  use  of  the  Civil 
Defense  Emergency  Hospital,  Home  Preparedness,  and 
the  responsibilities  of  allied  and  paramedical  personnel  in 
disaster. 

An  intensive  baseline  Training  Course  for  all  local 
Health  Directors  in  the  State  was  held  in  Charlottesville 
in  November  1960,  with  over  fifty  additional  disaster 
workers  attending  the  course.  This,  we  hope,  will  be  a 
continuing  program  on  the  local  level.  There  was  also 
a training  course  on  Expanding  Sanitation  Services  held 
in  Orange,  Virginia,  in  September  1960. 

At  the  present  time  there  are  39  civil  defense  emergency 
hospitals  strategically  located  through  the  State,  and 
only  this  summer  the  medical  service  of  civil  defense 
purchased  1000  beds  and  471  litters  for  disaster  purposes. 

On  June  10-11,  1961,  an  interesting  training  exercise 
was  held — “Operation  Medical  Airlift  1961”.  This  was 
to  test  the  Medical  Plan  of  the  State  Health  Department, 
especially  the  airlifting  of  a 200  bed  emergency  hospital 
and  other  medical  supplies  and  personnel  from  another 
section  of  the  State  to  Accomack  County  on  the  Eastern 
Shore.  This  test  was  also  used  to  test  Accomack  County’s 
Operational  Survival  Plan,  with  emphasis  on  the  medical 
plan.  This  exercise  was  sponsored  by  the  State  Office 
of  Civil  Defense,  and  was  supported  by  the  Virginia 
Army  National  Guard,  the  Virginia  Wing  of  the  Civil 
Air  Patrol,  the  U.  S.  Air  Force,  and  the  State  Depart- 
ment of  Health. 

There  has  been  continued  utilization  of  the  services 
of  the  inactive  reservists  of  the  Public  Health  Service  to 
work  with  the  local  Health  Departments,  medical  so- 
cieties, medical  schools  and  voluntary  and  civic  organi- 
zations; through  lectures,  training,  films,  assistance  in 
local  planning,  and  in  liaison  between  the  various  ele- 
ments composing  the  medical  service. 
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In  Virginia  radiological  defense  is  a function  of  the 
medical  service,  and  there  is  continuing  training  of  radio- 
logical monitoring  throughout  the  State.  At  the  present 
time  there  are  121  fixed  monitoring  stations  in  Virginia, 
and  97  more  will  be  established  in  the  near  future.  These 
stations  are  operational  at  this  time. 

There  is  being  introduced  at  this  time  a Medical  Self- 
Help  Training  Kit,  designed  to  train  American  families 
how  to  survive  a national  emergency,  and  how  to  meet 
their  own  health  needs  if  deprived  of  a physician’s  serv- 
ices. This  kit  was  developed  with  cooperation  and  as- 
sistance of  numerous  professional  health  and  medical 
groups. 

The  initial  goal  is  to  distribute  250,000  kits  and  train 
at  least  one  member  of  each  family  within  a reasonable 
short  time.  The  entire  program  is  to  be  perpetuated 
through  continuum  of  training  and  refresher  courses.  The 
course  material  has  been  so  designed  that  a layman  will 
be  able  to  teach  each  of  the  twelve  lessons  with  no  in- 
struction other  than  that  contained  in  the  kit.  Ways  of 
implementing  the  program  at  state  and  local  levels  will 
be  determined  at  a workshop  to  be  held  in  New  York, 
October  16-19,  1961. 

This  has  been  an  active  year  and  the  State  Emergency 
Medical  Plan  is  fast  becoming  operational. 

Coleman  Booker,  M.D. 

E.  Cato  Drash,  M.D. 

Frank  A.  Kearney,  M.D. 

Meyer  I.  Krischer 

Charles  R.  Riley,  M.D. 

Charles  D.  Smith,  M.D. 

W.  Ross  Southward,  Jr.,  M.D.,  Chairman 

Maternal  Health 

The  Committee  on  Maternal  Health  held  three  meet- 
ings during  the  past  year.  The  October  1960  meeting 
was  in  conjunction  with  the  annual  society  meeting  at 
Virginia  Beach.  A subcommittee  was  named  to  study  the 
problem  of  illegitimacy  in  this  State. 

Proposed  new  certificates  of  birth,  fetal  death,  and 
death  were  reviewed  by  the  committee  for  suggestions 
and  recommendations.  After  conference  with  Mr.  Hux- 
table,  Director  of  the  Bureau  of  Vital  Statistics,  certain 
changes  were  macke. 

The  March  1961  meeting  was  held  in  Richmond. 

The  chairman  of  the  Subcommittee  of  Illegitimacy  re- 
ported on  the  laws  and  problems  of  illegitimacy  in  sev- 
eral states.  The  recommendations  of  the  Virginia  Com- 
mission on  Illegitimacy  were  read. 

The  present  rules  and  regulations  regarding  the  ac- 
tivities of  midwives  were  reviewed.  It  was  the  feeling  of 
the  committee  that  no  exception  be  made  to  these  regula- 
tions. 


A motion  was  approved  that  a copy  of  the  committee 
report  on  a maternal  death  be  sent  to  all  physicians  inter- 
viewed on  that  death. 

The  July  12th  meeting  was  held  at  Charlottesville.  The 
Committee  on  Illegitimacy  is  to  continue  as  a standing 
committee. 

An  anesthetist  will  be  invited  to  attend  one  meeting 
each  year  at  which  maternal  deaths  with  anesthetic  in- 
volvement will  be  reviewed.  The  committee  recommended 
that  the  chairman  of  the  Committee  on  Maternal  Health 
and  the  chairman  of  the  Committee  of  Child  Health  each 
be  a participant  in  one  meeting  of  the  opposite  committee 
each  year. 

A report  of  the  committee  in  the  form  of  an  article 
in  the  Virginia  Medical  Monthly  with  six  or  eight  case 
histories  will  be  presented  yearly. 

Several  new  forms  for  use  in  the  obstetric  department 
in  hospitals  were  reviewed.  The  American  Medical  As- 
sociation Committee  on  Maternal  and  Child  Care  states 
that  widespread  use  of  such  forms  will  produce  uniformity 
in  recording  statistics.  The  committee  supports  the  use 
of  such  forms. 

The  committee  believes  that  a basic  law  on  midwives 
be  continued  as  part  of  the  State  Health  Laws  of  Virginia. 
Under  this  law  the  existing  authority  of  the  State  Depart- 
ment of  Health  will  continue  to  suffice  for  satisfactory 
implementation. 

Graphs  on  hospitalization,  deliveries  by  physicians  and 
midwives,  death  rates,  causes  of  death  of  mothers  and 
infants  were  reviewed. 

This  Committee  reviewed  in  detail  the  maternal  deaths 
occurring  in  Virginia  for  the  previous  year.  This  com- 
pletely anonymous  study  was  carried  out  from  the  avail- 
able physicians  and  hospital  records,  and  the  deaths  were 
classified  as  to  the  cause  of  death,  the  question  of  neglect, 
improper  or  delayed  treatment  or  other  related  factors. 
This  information  is  classified  according  to  the  proposed 
classification  of  the  Committee  on  Maternal  and  Child 
Care  of  the  American  Medical  Association,  adopted  as 
present  procedure  for  the  State  Health  Department. 

A.  Tyree  Finch,  M.D. 

Joseph  C.  Parker,  M.D. 

L.  L.  Shamburger,  M.D. 

George  S.  Hurt,  M.D. 

Mason  C.  Andrews,  M.D. 

Chester  L.  Riley,  M.D. 

John  H.  Marsella,  M.D. 

W.  N.  Thornton,  M.D. 

James  J.  Dunne,  M.D. 

David  M.  Brillhart,  M.D. 

K.  Charles  Latven,  M.D. 

William  M.  Gammon,  M.D. 

Eugene  S.  Groseclose,  M.D.,  Chairman 
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DELEGATES  TO  THE  1961  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Where  no  name  is  listed  it  is  indicative  that  no  dele 
gate  or  alternate  was  reported  in  time  for  publication. 


Delegates 

Accomack 

Dr.  Walter  A.  Eskridge 

Albemarle 

Dr.  Thomas  S.  Edwards 
Dr.  McLemore  Birdsong 
Dr.  E.  Meredith  Alrich 
Dr.  W.  Copley  McLean 

Alexandria 

Dr.  John  C.  Watson 
Dr.  Milton  R.  Stein 
Dr.  F.  Preston  Titus 

Alleghany-Bath 

Dr.  M.  B.  Jarman 
Dr.  Louis  A.  Houff 

Amherst-Nelson 

Arlington 

Dr.  John  T.  Hazel 
Dr.  Thomas  A.  McGavin 
Dr.  K.  Charles  Latven 

Augusta 

Bedford 

Dr.  W.  V.  Rucker 

Botetourt 

Buchanan-Dickenson 

Dr.  J.  C.  Moore 
Dr.  James  P.  Williams 

Charlotte 

Culpeper 

Dr.  C.  G.  Finney 

Danville-Pittsyl  vania 

Dr.  S.  C.  Hall,  Jr. 

Dr.  F.  H.  McGovern 

Fairfax 

Dr.  Carl  P.  Parker,  Jr. 
Dr.  John  E.  Prominski 
Dr.  C.  Barrie  Cook 

Fauquier 

Dr.  James  B.  Hutt,  Jr. 

Floyd 

Dr.  F.  Clyde  Bedsaul 


Alternates 

Dr.  Donald  F.  Fletcher,  Jr. 

Dr.  John  Guerrant 
Dr.  George  Spence 
Dr.  David  V.  Strider 
Dr.  Guy  Hollifield 


Dr.  W.  J.  Ellis 
Dr.  I.  T.  Hornbarger 


Dr.  Hermann  F.  Diamant 
Dr.  Robert  L.  Norment 


Dr.  Bradley  D.  Berry 
Dr.  Joshua  Sutherland 


Dr.  Grahame  F.  Henson 


Dr.  R.  R.  Landes 
Dr.  G.  B.  Updike,  Jr. 


Dr.  James  L.  Dellinger 
Dr.  Robert  C.  Patten 
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Delegates 

Fourth  District 
Dr.  Wilkins  J.  Ozlin 
Dr.  E.  D.  Baugh,  Jr. 

Dr.  William  B.  Bishop 
Dr.  William  Terry 

Fredericksburg 

Dr.  David  W.  Scott,  Jr. 
Dr.  William  D.  Liddle,  Jr. 

Halifax 

Dr.  W.  C.  Hagood 

Hampton 

Dr.  Frank  Kearney,  III 

Hanover 

Dr.  Mann  Lowry 

James  River 
Dr.  A.  C.  Whitley 
Dr.  W.  A.  Pennington 
Dr.  Russell  N.  Snead 

Lee 

Dr.  E.  C.  Culbertson 

Loudoun 

Louisa 

Lynchburg  Academy 
Dr.  J.  R.  Saunders 
Dr.  Charles  W.  Whitmore 
Dr.  J.  L.  Platt 

Mid-Tidewater 
Dr.  M.  H.  Harris 
Dr.  Carl  Broaddus 
Dr.  Edward  Kearney 
Dr.  Raymond  Brown 
Dr.  Harold  Felton 

Newport  News 

Norfolk 

Dr.  Mason  C.  Andrews 
Dr.  Samuel  M.  McDaniel 
Dr.  W.  L.  Taliaferro 
Dr.  George  Rector 
Dr.  R.  B.  Grinnan,  Jr. 

Dr.  Claiborne  Fitchett 
Dr.  M.  Kirwan  King 

Northampton 

Dr.  E.  M.  Henderson 

Northern  Neck 

Dr.  Harvey  Goode 


Alternates 


Dr.  G.  N.  Carter 
Dr.  H.  B.  Showalter 

Dr.  Ray  Moore,  Jr. 


Dr.  W.  C.  Brann 


Dr.  O.  W.  Ward,  Jr. 


Dr.  Charles  Kelly 


Dr.  J.  H.  Yeatman 
Dr.  Garland  Dyches 


Dr.  Beryl  H.  Owens 


Dr.  L.  F.  Somers 
Dr.  J.  W.  Davis 
Dr.  H.  L.  Riley 


Dr.  A.  W.  Lewis 

Dr.  H.  L.  Shinn 
Dr.  T.  E.  Smith 

Dr.  J.  W.  Chinn 


Dr.  Gervas  Taylor 
Dr.  James  Wolcott 
Dr.  Robert  Faulconer 
Dr.  Charles  Horton 
Dr.  Robert  Alfriend 
Dr.  John  Byrd 
Dr.  Robert  Gahagan 


Dr.  John  R.  Mapp 


Dr.  J.  Motley  Booker 
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Delegates 

Alternates 

Northern  Virginia 

Dr.  James  Holsinger 

Dr. 

M.  J.  W.  White 

Dr.  J.  P.  Snead 

Dr. 

C.  L.  Riley 

Dr.  Harold  W.  Miller 

Dr. 

J.  S.  Shaver 

Dr.  D.  H.  McNeill,  Jr. 

Dr. 

E.  B.  Sherman 

Dr.  H.  P.  Maccubbin 

Dr. 

Warren  Gregory 

Dr.  Frank  E.  Tappan 

Dr. 

Carroll  Iden 

Delegates  Alternates 

Roanoke  Academy 

Dr.  Harry  B.  Stone,  Jr. 

Dr.  C.  A.  Hefner 
Dr.  George  S.  Hurt 
Dr.  P.  A.  Wallenborn 
Dr.  Philip  C.  Trout 
Dr.  Charles  B.  Bray,  Jr. 


Orange 

Dr.  J.  G.  Bruce,  Jr. 

Patrick-Henry 

Dr.  S.  W.  Adams,  Jr. 
Dr.  William  D.  Lewis 
Dr.  J.  H.  Irby 

Portsmouth 


Dr.  David  H.  Miller 


Dr.  L.  A.  Faudree 


Rockbridge 

Rockingham 

Dr.  George  Nipe 
Dr.  John  T.  Glick,  Jr. 

Russell 

Scott 


Dr.  William  S.  Terry  Dr. 

Dr.  Russell  M.  Cox  Dr. 

Princess  Anne 

Dr.  James  P.  Charlton 
Dr.  Jack  S.  Garrison 


Prince  William 

Dr.  R.  H.  Reed  Dr. 

Richmond  Academy 

Dr.  Robert  V.  Terrell  Dr. 
Dr.  E.  L.  Kendig,  Jr.  Dr. 
Dr.  John  P.  Lynch  Dr. 

Dr.  Richard  A.  Michaux  Dr. 
Dr.  R.  Campbell  Manson  Dr. 
Dr.  Wm.  H.  Higgins,  Jr.  Dr. 
Dr.  Harold  I.  Nemuth  Dr. 
Dr.  William  R.  Hill  Dr. 

Dr.  J.  Shelton  Horsley,  III  Dr. 
Dr.  Austin  I.  Dodson,  Jr.  Dr. 
Dr.  Earnest  B.  Carpenter  Dr. 
Dr.  Harold  Goodman  Dr. 
Dr.  Adney  K.  Sutphin  Dr. 
Dr.  Owen  Gwathmey  Dr. 


L.  E.  Mayo,  J r. 
T.  E.  Jones 


Claude  Hylton 


James  B.  Dalton 
J.  F.  Butterworth 
Henry  H.  Wilson,  Jr. 
Edwin  S.  Wysor 
Raymond  A.  Adams 
Jacquelin  M.  Harrison 
Maynard  P.  Smith 
Charles  M.  Nelson 
Thomas  P.  Stratford 
William  H.  Cox 
Charles  McKeown 
Robert  Senescu 
Robert  Irby 
William  C.  Barr 


Southwestern  Virginia 

Dr.  William  W.  Walton 

Dr.  C.  E.  Starke 

Dr.  George  B.  Kegley 

Dr.  J.  Glenn  Cox 

Dr.  R.  D.  Campbell 

Dr.  S.  A.  Tuck 

Dr.  J.  S.  Shaffer 

Dr.  C.  W.  Richardson 

Dr.  J.  T.  Showalter 

Dr.  William  M.  Gammon 

Tazewell 

Dr.  James  Peery 

Tri-County 

Dr.  Hugh  Warren 
Dr.  T.  Addison  Morgan 
Dr.  George  J.  Carroll 
Dr.  William  H.  Chapman 


Dr.  C.  W.  Hickam 
Dr.  W.  R.  Chitwood 
Dr.  C.  D.  Moore,  Jr. 

Dr.  J.  H.  Early,  Jr. 

Dr.  O.  O.  Smith,  Jr. 

Dr.  Harold  T.  Turner 
Dr.  Stuart  H.  Catron,  Jr. 
Dr.  Jan  Marinous 
Dr.  George  Smith 


Dr.  R.  A.  Abernathy 


Dr.  Frank  Ivan  Steele 
Dr.  Henry  L.  Gardner,  Jr. 
Dr.  Maurice  A.  Michael 
Dr.  Lawrence  Stetson 


Williamsburg-James  City 
Wise 

Dr.  J.  Marion  Straughan 
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Woman’s  Auxiliary 
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President Mrs.  F.  Clyde  Bedsaul,  Floyd 

President-Elect Mrs.  William  F.  Grigg,  Jr.,  Richmond 

Vice-Presidents Mrs.  Robert  Keeling,  South  Hill 

Mrs.  Theodore  McCord,  Fairfax 
Mrs.  Byron  Eberly,  Portsmouth 
Recording  Secretary  ^ Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Corresponding  Secretary Mrs.  J.  Glenn  Cox,  Hillsville 

Treasurer Mrs.  James  M.  Moss,  Alexandria 

Publications  Chairman  Mrs.  Custis  L.  Coleman,  Richmond 

Directors Mrs.  Walter  A.  Porter,  Hillsville 

Mrs.  Charles  A.  Easley,  Jr.,  Danville 
Mrs.  John  R.  St.  George,  Portsmouth 

A Message  From  the  President 

Another  Auxiliary  year  is  drawing  to  a close.  In  spite 
of  the  fact  that  I have  been  busy,  I cannot  realize  that 
the  year  has  passed  so  quickly.  It  has  been  a rewarding 
year — a year  in  which  I have  met  many  old  friends  and 
have  made  new  ones.  I want  to  thank  each  member  for 
the  courtesies  extended  to  me.  It  has  been  a happy  ex- 
perience for  me. 

The  39th  Annual  Convention  will  be  held  in  Richmond 
at  the  Hotel  John  Marshall,  October  8-11,  1961.  Mrs. 
W.  B.  Blanton,  Jr.,  is  Chairman  of  Arrangements,  and 
Mrs.  Walter  H.  Buffey  is  Co-Chairman.  They  are  plan- 
ning an  enjoyable  Convention  for  us.  Our  National  Pres- 
ident, Mrs.  Harlan  English  and  our  Southern  President, 
Mrs.  Kalford  W.  Howard,  will  be  our  guests  and  will 
address  us  at  our  meeting  on  Tuesday. 

We  have  made  progress  this  year.  Eighty-five  new 
members  have  been  added  to  the  roll.  Every  Auxiliary 
contributed  to  A.M.E.F.  We  are  more  aware  of  our 
obligations  to  the  Health  Careers  and  Legislative  pro- 
grams before  us.  Continuity  in  our  work  is  important 
and  desirable,  and  I urge  your  sincere  cooperation  with 
the  new  officers  and  chairmen. 

Please  cooperate  with  the  Exhibits  Chairman  and  bring 
your  Scrapbooks  and  exhibits  to  the  Convention.  Prizes 
will  again  be  offered. 

To  each  of  you,  my  very  best  wishes, 

Rosamond  Bedsaul  (Mrs.  F.  Clyde) 

PROGRAM 
of  the 

THIRTY-NINTH  ANNUAL  CONVENTION 
Richmond,  Virginia  October  8-10,  1961 

Headquarters — The  John  Marshall  Hotel 

A cordial  invitation  is  extended  to  all  members  of  the 
Woman’s  Auxiliary  to  The  Medical  Society  of  Virginia, 
their  guests  and  the  wives  of  physicians  attending  the 
convention  to  participate  in  all  social  functions  and  at- 
tend the  general  meeting  of  the  Auxiliary. 


Information  and  tickets  for  luncheon  and  tour  of  homes 
will  be  available  at  the  registration  desk.  Luncheon  res- 
ervations will  close  at  10:00  A.M.  on  Tuesday. 

Registration  Hours 


Sunday,  October  8 3:00  P.M.  to  6:00  P.M. 

Monday,  October  9, 9:00  A.M.  to  3:00  P.M. 

Tuesday,  October  10 9:00  A.M.  to  10:30  A.M. 


Please  register  promptly  upon  arrival.  Coffee  in  Hos- 
pitality Room  during  registration  hours.  All  registered 
guests  invited. 

Monday,  October  9 

9:00  A.M. — Golf:  Ethel  Wood  Golf  Course,  $3.00  green 
fees. 

10:00  A.M. — Pre-Convention  Board  Meeting,  Washington- 
Byrd  Room.  Coffee.  All  State  Officers,  Directors, 
Committee  Chairmen,  County  Presidents  and  Presi- 
dents-Elect  are  expected  to  attend. 

Mrs.  F.  Clyde  Bedsaul,  President,  presiding. 

1:00  P.M. — Tour  of  Homes 

Admission — $2.00.  Benefit  of  Sheltering  Arms  Hos- 
pital. Sponsored  by  the  Woman’s  Auxiliary  to  the 
Richmond  Academy  of  Medicine.  Transportation  will 
be  furnished  to  those  who  take  the  tour.  Tea  2:00 
P.M.  to  5:00  P.M.  will  be  at  one  of  the  homes.  All 
guests  invited. 

Tuesday,  October  10 

8:00  A.M. — Past  Presidents’  Breakfast 
Mrs.  Walter  A.  Porter,  Chairman 

9:00  A.M. — Formal  Opening  of  the  Thirty-ninth  Annual 
Convention  of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia,  Roof  Garden,  The  John  Mar- 
shall 

Mrs.  F.  Clyde  Bedsaul,  President,  presiding 
Invocation — Mrs.  Hawes  Campbell,  Convention  Chaplain 
Pledge  of  Loyalty: 

I pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  I 
will  support  its  activities,  protect  its  reputation,  and 
ever  sustain  its  high  ideals. 

Address  of  Welcome — Mrs.  Richard  N.  Baylor,  President, 
Woman’s  Auxiliary  to  the  Richmond  Academy  of 
Medicine. 

Response — Mrs.  John  S.  Morris,  Jr.,  President  of  Lynch- 
burg Auxiliary 
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Convention  Announcements — Mrs.  Wyndham  B.  Blanton, 
Jr.,  General  Chairman 

Roll  Call  of  Auxiliaries — Mrs.  A.  B.  Gravatt,  Jr.,  Record- 
ing Secretary 

Minutes  of  the  Thirty-eighth  Annual  Convention — Mrs. 
Gravatt 

Minutes  of  the  Post-Convention  Board  Meeting 

Presentation  of  Honored  Guests 

Mrs.  Harlan  English,  President  of  the  Woman’s  Aux- 
iary  to  the  American  Medical  Association 

Mrs.  Kalford  W.  Howard,  President  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association 

Presentation  of  the  President  of  The  Medical  Society  of 
Virginia 

Russell  V.  Buxton,  M.D. 

Greetings — Dr.  Buxton 

In  Memoriam — Mrs.  Theodore  McCord 

Report  of  the  Credentials  Chairman — Mrs.  Cornelius  G. 
Lynch 

Report  of  the  Treasurer — Mrs.  James  M.  Moss 
Unfinished  Business 
New  Business 

Recommendations  from  the  Board 


Luncheon 

Installation  of  Officers — Mrs.  Harlan  English 

Presentation  of  President's  Pin — Mrs.  F.  Clyde  Bed- 
saul 

Presentation  of  Past  President’s  Pin — Mrs.  Walter  A. 
Porter 

Inaugural  Remarks — Mrs.  William  F.  Grigg,  Jr. 

Convention  Acknowledgments — Mrs.  Wyndham  B.  Blan- 
ton, Jr. 

Fashions  by  Thalhimers — Children  and  adult  models 
Adjournment 

3:00  P.M. — Post  Convention  Board  Meeting,  Mrs.  Wil- 
liam F.  Grigg,  Jr.,  President,  presiding,  Roof  Garden, 
The  John  Marshall  Hotel 

All  new  State  Officers,  Directors,  Committee  Chair- 
men, County  Presidents  and  Presidents-Elect  are  ex- 
pected to  attend. 


Committee  on  Arrangements 


General  Chairman Mrs.  Wyndham  B.  Blanton,  Jr. 

Co-Chairman Mrs.  Walter  H.  Buffey 

Credentials  Mrs.  Cornelius  G.  Lynch 

Registration Mrs.  William  M.  Eagles 


Remarks  by  the  President  and  Recognition  of  State  Officers 
and  Committee  Chairmen,  Mrs.  Clyde  Bedsaul 

Report  of  Delegates  to  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  Mrs.  William  F. 
Grigg,  Jr.,  Chairman 


Secretary-Treasurer Mrs.  George  K.  Brooks,  Jr. 

Hospitality Mrs.  Reuben  F.  Simms 

Transportation Mrs.  G.  Benjamin  Carter 

Hostess  TIP Mrs.  Maynard  Emlaw 


Report  of  the  Nominating  Committee — Mrs.  Carl  P.  Par- 
ker, Chairman 


Printing  and  Supplies 
Co-Chairman 


Mrs.  Bernard  D.  Packer 
Mrs.  Willys  M.  Munroe 


Election  of  Officers 


Press  and  Publicity Mrs.  William  H.  Harris,  Jr. 


Guest  Speakers — 

Mrs.  Harlan  English,  President  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association 

Mrs.  Kalford  W.  Howard,  President  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association 

Courtesy  Resolutions — Mrs.  Joseph  T.  McFadden,  Chair- 
man 

Adjournment 


Entertainment Mrs.  Richard  N.  Baylor 

Co-Chairman Mrs.  Frederic  E.  Vultee 


Favors Mrs.  I.  S.  Zfass 

Dccorations-Flowers Mrs.  Mark  B.  Williams 

Co-Chairman Mrs.  Raymond  C.  Hooker 

Luncheon Mrs.  Custis  L.  Coleman 

Co-Chairman Mrs.  William  Morrissette 

Fashion  Show Mrs.  Robert  O.  Hudgins 

Co-Chairman Mrs.  Robert  Irby 


12:15  P.M. — Social  Hour — Commonwealth  Club 

1:00  P.M. — Inaugural  Luncheon,  Mrs.  F.  Clyde  Bedsaul, 
presiding 

Commonwealth  Club 
Invocation — Mrs.  Hawes  Campbell 


Golf Mrs.  Blake  Meador 

Co-Chairman Mrs.  Edwin  W.  Hakala 

Meeting  Places Mrs.  A.  L.  Carson 

Coffee Mrs.  Robert  B.  Lawrence 

Pages Mrs.  Charles  W.  Byrd 

Co-Chairman Mrs.  Russell  Good 


Presentation  of  Honored  Guests 


Exhibits 


Mrs.  Robert  K.  Duley 
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Editorial . . . . 


The  Health  Careers  Recruitment  Program 

'"jpHE  RAPID  GROWTH  of  the  Health  Careers  Recruitment  pro- 
gram organized  two  years  ago  by  the  Virginia  Council  on  Health 
and  Medical  Care  under  the  guidance  of  Director  Edgar  J.  Fisher,  Jr.,  is 
convincing  proof  of  the  need  this  organization  is  filling.  The  shortage 
that  exists  in  the  medical  and  associated  health  service  fields  can  best 
be  corrected  by  the  overall  approach  pioneered  by  this  voluntary,  private- 
ly supported,  Virginia  health  and  medical  care  organization. 

The  recruitment  committee  has  representatives  from  18  state-wide 
health  organizations.  Information  is  available  regarding  careers  in  audi- 
ology and  speech  correction,  dentistry,  dietetics,  health  education,  hospital 
administration,  medical  record  librarian,  medical  technology,  medicine, 
occupational  therapy,  podiatry,  pharmacy,  physical  therapy,  practical 
nursing,  professional  nursing,  public  health  sanitation,  social  work,  vet- 
erinary medicine  and  X-Ray  technology.  Mrs.  Cynthia  N.  Warren, 
Director  of  Recruitment,  presents  programs  to  interested  students  in  a 
steadily  increasing  number  of  Virginia  high  schools. 

The  students  first  gather  in  a school  assembly  and  hear  about  the  over-all 
program.  Those  who  are  interested  in  any  phase  of  the  18  health  careers 
offered  can  then  obtain  more  detailed  information  and  literature  on  the 
specific  subject  in  question.  This  package  approach  results  in  consider- 
able saving  of  time  to  the  high  school  guidance  counselors  as  well  as  to  the 
students.  The  variety  of  subjects  offered  doubtless  serves  as  a dragnet 
to  arouse  interest  in  some  phase  of  health  service  that  otherwise  might  be 
overlooked  by  the  student  and  unrepresented  by  the  professional  organiza- 
tion in  question. 

During  the  past  year  Mrs.  Warren  visited  84  high  schools  and  six 
colleges.  Over  30,000  students  and  adults  heard  the  advantages  of  the 
various  health  careers  outlined.  The  initial  over-all  brochure  is  especially 
effective.  Nearly  3000  requests  for  further  information  were  received. 
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These  requests  were  met  by  forwarding  the  students  more  detailed  litera- 
ture supplied  by  the  indicated  professional  organization.  During  the  past 
school  year  2 59  requests  for  information  concerning  practical  nursing 
and  446  queries  regarding  professional  nursing  were  received.  Two  hun- 
dred and  forty-one  students  expressed  an  interest  in  medical  technology, 
while  physical  therapy  appealed  to  224.  Medicine,  as  a career,  was  of  in- 
terest to  only  177  students  but  the  formidable  premedical  requirements, 
the  excessive  time  involved  and  the  frequently  prohibitive  expense  en- 
tailed make  this  showing  understandable.  The  least  popular  career  aroused 
interest  in  23  students  so  the  over-all  spread  was  gratifying.  Mrs.  War- 
ren’s fall  calendar  is  already  virtually  booked  until  the  Christmas  holidays. 

This  new  information  program  supplements  the  excellent  work  the 
Council  has  carried  out  for  many  years  under  the  most  able  direction  of 
Mr.  Fisher.  The  placing  and  matching  service  which  brings  together 
communities  needing  physicians  and  physicians  desiring  locations  has 
served  as  a model  for  similar  organizations  in  other  states.  Twenty-three 
such  placements  were  arranged  last  year.  A dental  referral  system  is  also 
in  operation.  The  guest  editorial  by  Dr.  A.  R.  Shands,  Jr.,  in  this  issue  of 
the  Virginia  Medical  Monthly  relates  another  activity  of  the  Council  in 
coordinating  aid  to  handicapped  children.  The  Council’s  new  role  in 
serving  as  a clearing  house  for  students  interested  in  the  various  health 
services  is  now  being  copied  by  similar  organizations  in  other  states.  Many 
members  of  The  Medical  Society  of  Virginia  may  not  be  aware  that  an 
annual  donation  by  our  Society  helps  to  finance  these  manifold  activities 
of  the  Council. 

It  is  good  to  know  that  these  services  are  available  to  us  in  Virginia. 
It  is  also  a source  of  pride  to  us  to  learn  that  our  neighbors  think  well  of 
them  too. 

Harry  J.  Warthen,  M.D. 
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News 
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New  Members. 

Since  the  list  published  in  the  August  is- 
sue of  the  Monthly,  the  following  members 
have  been  admitted  into  The  Medical  So- 
ciety of  Virginia: 

Holmes  Gantt  Byrd,  M.D.,  Louisa 
Crosby  Wendell  Cartwright,  M.D.,  Em- 
poria 

Thomas  Christy  Gentry,  M.D.,  Washing- 
ton, D.  C. 

Charles  Edwin  Hess,  M.D.,  Grundy 
George  Pete  Scouras,  M.D.,  Martinsville 
Edward  James  Wiley,  Jr.,  M.D.,  Rich- 
mond 

Dr.  Benjamin  W.  Rawles,  Jr., 

Richmond,  has  been  appointed  Chief  Sur- 
geon of  the  Atlantic  Coast  Line  Railroad. 
He  succeeds  Dr.  J.  C.  Bunten  who  retired 
on  July  27th. 

Lynchburg  General  Hospital  Day. 

The  Fourth  Annual  Lynchburg  General 
Hospital  Day  will  be  held  on  September 
28  th.  The  program  will  be  on  Current  Con- 
cepts and  Therapy  of  Malignant  Disease. 
Speakers  will  be  Dr.  Edward  T.  Krementz, 
Association  Professor  of  Surgery,  Tulane 
University  Medical  School,  New  Orleans; 
Dr.  Laird  Myers,  Associate  Professor  of 
Medicine,  Cornell  University  Medical  Col- 
lege; Dr.  C.  Gordon  Zubrod,  Director  of 
Intramural  Research,  National  Cancer  In- 
stitute, Bethesda;  and  Dr.  G.  Watson  James, 
Professor  of  Medicine,  Medical  College  of 
Virginia,  will  moderate  a Panel  Discussion. 
There  will  be  a social  hour  followed  by  din- 
ner and  an  after-dinner  speaker,  who  will 
probably  discuss  Current  Trends  in  Medi- 
cine in  Washington. 

This  program  is  sponsored  by  The  Lynch- 
burg General  Hospital  and  all  registrants 
will  be  guests  of  the  hospital  for  the  social 
hour  and  dinner.  Please  contact  Mr.  Ray- 

570 


mond  Hogan,  Administrator,  Lynchburg 
General  Hospital,  Tate  Springs  Road, 
Lynchburg,  for  any  additional  information 
regarding  registration  and  reservation. 

Dr.  Robert  W.  Bradley 

Has  been  named  to  the  Powhatan  County 
School  Board.  He  will  serve  the  unexpired 
term  of  Dr.  W.  S.  Lloyd  who  resigned. 

Dr.  Victor  P.  Owen, 

Jarratt,  has  been  appointed  director  of 
public  health  for  the  counties  of  Mecklen- 
burg, Brunswick  and  Greensville.  He  has 
been  in  practice  at  Jarratt  for  the  past  nine 
years. 

Hospital  Staff  Members. 

Newly  elected  officers  of  the  medical  staff 
of  the  Obici  Memorial  Hospital,  Suffolk, 
are:  President,  Dr.  J.  E.  Rawls,  Jr.;  vice- 
president  and  radiologist,  Dr.  Lawrence  J. 
Stetson;  secretary-treasurer,  Dr.  William  H. 
Rogers;  chief  of  medicine,  Dr.  Herbert  L. 
Weinberg;  chief  of  general  practice,  Dr.  F. 
Ivan  Steele;  chief  of  surgery,  Dr.  David  B. 
Corcoran;  chief  of  obstetrics  and  gynecol- 
ogy, Dr.  James  M.  Habel,  Jr.,  and  patholo- 
gist, Dr.  George  J.  Carroll.  Dr.  Maurice  M. 
Bray  is  the  retiring  president. 

Nation’s  Oldest  Essay  Contest. 

The  Trustees  of  America’s  oldest  medical 
essay  contest,  the  Caleb  Fiske  Prize  of  the 
Rhode  Island  Medical  Society,  announce  two 
subjects  for  this  year’s  dissertation,  open  to 
any  doctor  of  medicine  in  the  nation,  for 
which  a cash  prize  of  $5  00  will  be  awarded. 
The  subjects  are  Recent  Advances  in  the 
Treatment  of  Malignant  Disease  and  Cur- 
rent Status  of  Cardiac  Surgery. 

An  essay  on  either  subject  must  be  type- 
written, double  spaced,  and  should  not  ex- 
ceed ten  thousand  words.  Essays  must  be 
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submitted  by  December  11th  to  the  Secre- 
tary, Fiske  Fund,  Rhode  Island  Medical 
Society,  106  Francis  Street,  Providence  3, 
Rhode  Island. 

Harrisonburg  Has  Another  “Sease”. 

Dr.  James  R.  Sease  has  located  in  Harri- 
sonburg after  completing  his  residency  in 
general  surgery  at  the  Medical  College  of 
Virginia.  Two  brothers,  Drs.  Robert  H.  and 
C.  I.,  Jr.,  are  already  located  in  Harrison- 
burg. Their  father  is  Dr.  C.  I.  Sease,  Sr., 
of  Richmond. 

Dr.  Updike  Has  Associate. 

Dr.  Frank  G.  Turner  has  joined  Dr. 
Glenn  B.  Updike,  Jr.,  Danville,  in  the 
practice  of  obstetrics  and  gynecology.  He 
is  a native  of  Danville  and  received  his 
medical  degree  from  the  University  of  Vir- 
ginia in  195  5. 

Dr.  E.  L.  Coffey, 

Fincastle,  has  been  elected  vice  chairman 
of  the  Botetourt  County  School  Board. 

New  Associate. 

Drs.  John  B.  McKee,  John  C.  Horten- 
stine,  and  H.  Pearce  Maccubbin,  Winches- 
ter, have  as  their  new  associate,  Dr.  Arthur 
Gardner  Harden  who  joined  the  group  on 
July  1st  for  the  practice  of  internal  medi- 
cine. He  is  a graduate  of  the  medical  school 
of  the  University  of  Virginia  in  195  3.  Dr. 
Harden  has  recently  been  with  the  Depart- 
ment of  Internal  Medicine  of  the  University. 

Tidewater  Academy  of  General  Practice. 

At  a recent  meeting  of  the  Academy,  Dr. 
Irvin  Berlin  was  installed  as  president,  suc- 
ceeding Dr.  Harry  B.  Taylor.  Other  officers 
are  Dr.  Richard  Reed,  president-elect;  Dr. 
Frank  Rowell,  vice-president;  Dr.  Earl  Ker- 
pelman,  treasurer;  Dr.  J.  W.  Crees,  record- 
ing secretary,  and  Dr.  Ben  Steingold,  cor- 
responding secretary.  Drs.  David  Kruger 
and  T.  Winston  Gouldin  were  elected  mem- 
bers of  the  Executive  Committee. 


New  Air-Ambulance  Service. 

A new  approach  to  the  problem  of  long 
distance  transportation  of  the  sick  or  injured 
is  being  offered  by  Special  Air  Services  of 
Alexandria.  The  firm  has  placed  in  service 
a twin-engine,  200  mile-per-hour  aircraft 
which  has  been  specially  designed  for  use  as 
an  air-ambulance.  Two  patients  may  be 
accommodated  simultaneously.  Oxygen  sup- 
ply and  equipment  capable  of  resuscitation, 
demand  inhalation  or  aspiration,  is  a special 
feature,  and  two  independent  115  volt  elec- 
trical systems  may  operate  special  equip- 
ment. Space  is  available  for  the  doctor  or 
nurse  and  several  members  of  the  family. 

Special  Air  Services  flights  serve  over  6000 
airports  in  the  United  States  and  Canada. 

Wanted 

Obstetrics-gynecology  associate,  group 
practice.  Two-man  obstetrical-gynecologi- 
cal service  in  southwest  Virginia.  Very  pro- 
gressive financial  scale.  Boards  not  required. 
Address  inquiries  to  #10,  care  the  Virginia 
Medical  Monthly,  4205  Dover  Road,  Rich- 
mond 21,  Virginia.  ( Adv .) 

Wanted 

Cardiologist  or  internist,  Board  Eligible, 
on  staff  of  a fifty-bed  hospital.  Immediately. 

Apply  to  the  Lebanon  General  Hospital, 
Inc.,  Dr.  W.  C.  Elliott,  Chief  of  Staff,  Leb- 
anon, Virginia.  {Adv.) 

Situation  Wanted. 

Anesthesiologist,  American  graduate, 
Board  qualified,  Virginia  license.  Available 
immediately.  Desire  change  because  of  poor 
economic  conditions  in  area  where  now  lo- 
cated. Apply  to  #15,  care  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond  21, 
Virginia.  {Adv.) 

For  Sale. 

One  used  Fischer  M.A.  Space  Saver  X-Ray 
Machine.  In  good  condition.  Sell  for  rea- 
sonable offer.  Apply  to  Edwin  C.  Lane, 
M.D.,  5664  Livingston  Road,  Oxon  Hill, 
Maryland.  {Adv.) 
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Obituaries 


• • • • 


Dr.  Wilfred  Clyde  Adkerson, 

Prominent  Lynchburg  physician,  died 
July  5 th  after  an  illness  of  several  months. 
He  was  seventy-two  years  of  age  and  a grad- 
uate of  the  former  University  College  of 
Medicine,  Richmond,  in  1912.  Dr.  Adker- 
son was  prominent  in  business  and  social 
affairs  of  the  medical  profession.  He  had 
been  a member  of  The  Medical  Society  of 
Virginia  since  1913. 

His  wife  and  two  daughters  survive  him. 

Dr.  Herman  Stuart  Fletcher, 

Richmond,  died  July  14th  at  the  age  of 
fifty-nine.  He  was  a graduate  of  the  Medi- 
cal College  of  Virginia,  class  of  1927,  and 
had  practiced  in  Richmond  since  his  gradu- 
ation. For  the  past  twenty-five  years,  Dr. 
Fletcher  had  been  attending  physician  to 
the  Little  Sisters  for  the  Poor  and  for  twenty 
years  he  served  as  attending  physician  to  St. 
Joseph’s  Villa.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  for  twenty- 
nine  years. 

His  wife,  three  sons  and  two  daughters 
survive  him.  A brother  is  Dr.  F.  P.  Fletcher, 
also  of  Richmond. 

Dr.  Joseph  Raymond  Berry  Hutchinson, 

Arlington,  died  August  1st,  after  a short 
illness.  He  was  fifty-eight  years  of  age  and 
a graduate  of  the  Medical  College  of  Vir- 
ginia in  1902.  Dr.  Hutchinson  was  vice 
president  and  medical  director  of  the  Acacia 
Mutual  Life  Insurance  Company,  Washing- 
ton, D.  C.  He  joined  this  Company,  imme- 
diately after  his  graduation,  as  assistant  med- 
ical director.  In  1954  Dr.  Hutchinson  was 
elected  to  the  Board  of  Directors.  He  was  a 
member  of  the  governing  staff  and  a con- 


sultant in  cardiology  of  the  Arlington  Hos- 
pital. 

Dr.  Hutchinson  was  an  active  member 
of  The  Medical  Society  of  Virginia,  having 
joined  in  1935.  He  served  as  first  vice-presi- 
dent in  1957-8.  He  was  a past  president  of 
the  Arlington  County  Medical  Society.  Dr. 
Hutchinson  was  recently  appointed  by  Gov- 
ernor Almond  to  the  Advisory  Council  on 
Nurse  Training  for  the  State  of  Virginia. 

His  wife  and  a son,  Dr.  J.  R.  B.  Hutchin- 
son, Jr.,  survive  him. 

Dr.  Alger  Rixey  Southall,  Jr., 

Louisa,  died  July  24th,  at  the  age  of 
thirty-six.  He  was  a graduate  of  the  Medi- 
cal College  of  Virginia  in  195  3 and  had 
practiced  in  Louisa  since  he  completed  his 
internship  at  the  College.  Dr.  Southall  was 
active  in  local  youth  work  and  was  one  of 
the  founders  of  the  Louisa  County  Boosters 
Club.  He  served  as  physician  to  the  high 
school  football  team  and  was  the  team’s  offi- 
cial announcer.  Dr.  Southall  was  the  re- 
cipient of  the  distinguished  service  award  of 
the  Louisa  County  Junior  Chamber  of  Com- 
merce in  195  9.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  for  seven 
years  and  served  as  secretary-treasurer  of 
the  Louisa  County  Medical  Society. 

His  wife  and  two  sons  survive  him. 

Dr.  Samuel  Harvey  Rivers, 

Well-known  physician  of  Bristol,  died 
July  28th  at  the  age  of  sixty-six.  He  was  a 
graduate  of  the  University  of  Virginia 
School  of  Medicine  in  1923  and  since  then 
had  practiced  in  southwestern  Virginia.  Dr. 
Rivers  was  a Mason  and  had  been  a member 
of  The  Medical  Society  of  Virginia  for 
thirty-three  years. 

His  wife  and  two  daughters  survive  him. 
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within  minutes 


relax  painful  skeletal  muscle  spasm  with 

ROBAXIN 


Methocarbamol  ‘Robins’  U.S.  Pat.  No.  2770649  INJECTABLE 

WITHOUT  DROWSINESS  assure  continued  relaxation  with 

ROBAXIN 

Methocarbamol  ‘Robins’  TABLETS 

Published  studies  show  Robaxin  Injectable  and  Robaxin  Tablets  beneficial 
in  90%  of  cases  tested. 

Literature  available  to  physicians  on  request. 

SUPPLY:  Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of  50  and  500.  Robaxin 
Injectable,  each  ampul  containing  1.0  Gm.  of  methocarbamol  in  10  cc.  of  sterile  solution. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  with  integrity  . . . seeking  tomorrow’s  with  persistence 


m 

N9k 


pursuit  of  succes 


When 


leads  to  visceral  distress... 

restore  normal  smooth  muscle  function 
through  dependable  autonomic  sedation 

The  uniformly  dependable  antispasmodic-sedative  action  of  DONNATAL 
relieves  hypermotility,  hypertonicity  and  spasticity  of  smooth  muscle 
at  all  levels  of  the  gastrointestinal  tract:  pharynx,  esophagus,  stomach,  small 
intestine  and  large  intestine. 

Donnatal  incorporates  natural  belladonna  alkaloids  in  optimal  synergistic 
ratio,  supplemented  by  phenobarbital  in  low  dosage,  for  concurrent  control  of 
both  somatogenic  and  psychogenic  factors. 


For  dosage  flexibility  — 


DONNATAL 


TABLETS 

CAPSULES 

ELIXIR 


Antispasmodic  maintenance  under  a t.i.d.  dosage  regimen 


All-day  or  all-night  spasmolytic  benefits  on  a single  dose,  equal  to  the  effect  of  one  DONNATAL  tablet  uniformly  sustained  for  10  to  12  hours. 


"V 


Hyoscyamine  sulfate 
Atropine  sulfate 
Hyoscine  hydrobromide 
Phenobarbital 


In  each  Tablet, 
Capsule,  or  5 cc.  Elixir 

0.1037  mg. 
0.0194  mg. 
0.0065  mg. 


In  each 
Extentab 

0.3111  mg. 
0.0582  mg. 
0.0195  mg. 


(%  gr.)  16.2  mg.  (%  gr.)  48. 


DONNATAL 

natural  belladonna  alkaloids  with  phenobarbital 
Prescribed  by  more  physicians  than  any  other  antispasmodic 


^Rgbir 


A.  H.  ROBINS  CO.,  INC. 

RICHMOND  20,  VIRGINIA 

Making  today's  medicines  with  integrity . . . 
seeking  tomorrow’s  with  persistence 


r 


The  cigarette  that  made  the  Fitter  Famous! 


£ 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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ORIGINAL  FORMULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 


NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 


For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 


Supply:  Capsules  • Elixir 


REFER  TO 


Write  for  professional  sample  and  literature. 


Huge  ."»S1 


WINSTON-SALEM  1,  NORTH  CAROLINA 

DEDICATED  TO  SERVING  THE  SOUTHERN  PHYSICIAN 


Volume  88,  September,  1961 


57 


M 


How  to  help  your  patient  stick  to  a 
low  sodium  diet 


Ihe  secret  ingredient  in  a successful  diet  is  acceptance. 
Dishes  that  are  low  in  sodium  can  gain  flavor  and  appetite 
appeal  from  a variety  of  other  herbs  and  seasonings. 
Broiled  hamburger,  for  instance,  tastes  delicious  when  it's 
seasoned  with  thyme,  marjoram  and  pepper.  Rosemary, 
lemon  and  sweet  butter  turn  broiled  chicken  into  an  ele- 
gant main  dish.  In  fact,  sweet  butter  can  be  used  many  ways 
— with  tarragon  on  carrots,  nutmeg  on  beans,  oregano  on 
tomatoes,  savory  on  limas.  Onions  boiled  with  thyme 
are  tempting  enough  to  please  the  palate  of  any  dieter. 


Cooking  with  herbs  spices  up  a patient's  diet 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  It  other  diet  menus,  write  us  at  535  Fifth  Avenue,  N.Y.  17,  N.Y. 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 


DRY  ITCHY  SKIN 


STUDY!  _ Spoor 


y- 


I lateJ.M.58:3292,1958. 

satisfactory  results  in  88% 

— 

from  dryness  and  pruritus. 

STUDY  2 , ; . 

satisfactory  results  in  94%  0f  cases 

comments:  Sardo  “reduced  i„fl 
itching  irritati 
discomfort  * ’ and  other 


I Weis8i>et®  ’ ^ 

S'J-""" 

Q\%ot  cases 

, resu\!s  'n  J ored,  aBd*'A 

satistuctotv  'es  ais»P*ef80«et  and 

com^enls:  tYve  10  „ v,it\v  * p 


BATH  OIL 


INDICATIONS 


eczematoid  dermatitis 


atopic  dermatitis 
senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 
ichthyosis 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture. 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  write  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y .'Patent  Pending,  t.m.  ©i96i 
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Virginia's  Largest  and  Finest 
Fifth  at  Franklin 


Overlooking  Capitol  Square 
Ninth  at  Grace 


(c  ////  //////"///  ('  /jyu/- 

In  Richmond's  Growing  West  End 
Davis  Ave.  at  Broad 


In  The  Center  of  Convenience 
Broad  at  Eighth 


Just  one  phone  call  or  letter  makes  your  reservations  in  Richmond’s  four  leading  hotels 
and  The  Chamberlin,  Fort  Monroe,  Virginia.  Twelve  hundred  tastefully  decorated  rooms 
in  Richmond  are  available  for  your  use  as  well  as  25  spacious  meeting  and  dining  rooms 
to  accommodate  groups  from  5 to  1000.  Whether  you  plan  to  visit  Richmond  or  Tide- 
water, Virginia  as  an  individual  or  in  a group  call  one  number,  one  time  for  central 
reservations — MILTON  4-4661  or  write  Central  Reservations,  Richmond  Hotels,  Inc., 
Richmond,  Virginia.  You  will  receive  prompt  and  efficient  service  from  our  specially 
trained  catering  and  room  reservation  personnel.  Our  catering  counseling  service  is 
yours  without  charge  in  planning  any  special  occasions. 

For  information  and  reservations  contact  Central  Reservations,  Dept Richmond  Hotels,  Incorporated,  Richmond,  Va. 


THE  HOTELS  THAT  HOSPITALITY  BUILT 

The  John  Marshall,  The  William  Byrd,  The 
King  Carter,  The  Richmond;  Richmond, 
Virginia  and  The  Chamberlin  Hotel,  Fort 
Monroe,  Virginia. 
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How  to  use 


Trancopal ■ 

Brand  of  chlormezanone  m 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


Trancopal 


for 

painful  muscles 

When  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal, you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in 
100  mg.  Caplets  (peach  col- 
ored, scored),  bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 


LABORATORIES 

New  York  18.N.Y. 


1626M 
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Soma  relieves  stiffness 
—stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Put  your 
low-back  patient 
back  on  the  payroll 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


(g.  ( carisoprodol,  Wallace) 

\^/  Wallace  Laboratories,  Cranbury,  New  Jersey 


It  takes  so  little  to  trigger  an  asthmatic  attack 


it  takes  so  little  MOR€  to  control  it... 
the  simple  addition  of  ATARAX  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

riiffirillt  natipnt*  Each  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.-an 

111  1 1 ll/UI  l LICII  antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.1 

Ephedrine  sulfate  25  mg.-to  reduce  congestion.  Theophylline  130  mg. 
—for  bronchospasmolysis. 


“Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates.”2  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  "...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved."3 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
Information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  V. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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$10,00* 


0 


•What  would  paying  a bill  like  this* 
do  to  your  personal  finances? 

•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


— AS  A PRACTICING  PHYSICIAN  . . . - 

. . . knowing  that  today’s  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


r-AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it’s  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


Today’s  little  “limey”  needs  a half  barrel  of  orange  juice 


...or,  to  be  exact,  a total  of  2,106  ounces 
in  his  first  two  years.  And  how  much 
he’ll  need  during  his  first  twenty  years 
would  have  to  be  measured  by  the  truck- 
load,  because  the  need  for  the  nutrients 
contained  in  Florida  orange  juice  con- 
tinues throughout  life. 

How  our  little  “limey”  or  any  of  your 
other  patients  obtain  the  vitamins  and 
nutrients  found  in  citrus  fruits  is  im- 
portant to  them  and  to  you.  There  are 
so  many  wrong  ways,  so  many  substi- 
tutes and  imitations  for  the  real  thing. 


For  a way  that  combines  real  nutri- 
tion with  real  pleasure,  there’s  nothing 
better  than  the  oranges  and  grapefruit 
ripened  under  Florida’s  own  sunshine. 
Somehow,  nothing  can  surpass  the 
result  of  the  combination  of  sun,  air, 
temperature,  and  soil  found  in  Florida. 

It’s  good  nutrition  to  encourage 
people  to  drink  orange  juice.  It’s  even 
more  judicious  to  encourage  them  to 
drink  the  juices  and  eat  the  fruits 
watched  over  by  the  Florida  Citrus 
Commission.  These  men  set  the  world’s 


highest  standards  of  quality  in  fresh, 
frozen,  canned,  or  cartoned  citrus  fruits 
and  juices. 

When  you  suggest  to  your  patients 
that  they  have  a big  glass  of  orange  juice 
for  breakfast,  or  for  a snack,  or  when 
they  want  to  raid  the  refrigerator,  the 
deliciousness  of  Florida  orange  juice  will 
give  you  assurance  that  they’ll  want  to 
carry  out  your  recommendation.  \ou’U 
be  helping  them  to  the  finest  drink  there 

is— by  the  glassful  or  the  barrel. 

0 

© Florida  Citrus  Commission,  Lakeland,  Florida 


Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  contains  Fungizone , the  antifungal  antibiotic , 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  rag./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

‘Mysteclin*®,  'Sumycin'®  and  'Fungizone'®  are  Squibb  trademarks. 


Mysteclin-F 


For  full  information, 
•ee  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb  Phosphate-Potentiated  Tetracycline  (sumycin)  plus  Amphotericin  B (funcizoni) 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 
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IN  COLDS  AND  SINUSITIS— 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 


Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE* 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
Ys%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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‘B.W.&  Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


. ............ . . 

Contents  per  Gm. 

'Polysporin'® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

*/2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

'/2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  */2  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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AN  AMES  CLINIQUIGK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 


In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.2  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  lh%,  ¥2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%. 3 Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY  OF  URINE-SUGAR  QUANTITATION 


COLOR-CALIBRATED 


CLINITEST 

Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid. 


AMES 

COMPANY,  INC 

Elkhon  Indiono 


BRAND 


01561 


taste-tested 
by  experts 

VI-SOL 

Chewable  V itamins 

TRI  - VI-SOL®  • POLY-VI-SQL®  • DECA-VI-SOL® 


In  recent  taste  tests  by  over  800  children, 
the  flavor  of  Vi-Sol®  was  preferred  over 
other  chewable  vitamin  tablets... as  much 
as  2 to  1 in  some  cases. 

Vi-Sol  chewable  vitamins  are  reformulated 
on  an  authoritative  basis,*  with  practical 
modifications,  to  provide  safe,  rational  lev- 
els of  vitamins  C,  D and  A for  the  growing 
child  — preschool  to  adolescent. 

•J.A.M.A.  169AI-45  (Jan.  3)  1959.  5645, 

HMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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IN  CERTAIN 

MENINGEAL  INFECTIONS  : 
effective  cerebrospinal  ' 
fluid  levels-  ’ 
effective  antibacterial  action 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


In  the  management  of  certain  meningeal  infections,  Chloromycetin  offers  unique 
advantages.  It  has  been  described  by  one  investigator  as  “...the  best  chemother- 
apeutic agent  for  patients  with  H.  influenzae  meningitis...."1  In  comparative  in  vitro 
studies,2  Chloromycetin  showed  the  “highest  effectiveness"  against  Hemophilus 
influenzae , Diplococcus  pneumoniae , streptococcus,  and  numerous  other  pathogens. 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinal 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.”3  Blood  levels 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  by 
either  the  oral  or  parenteral  routes. 

Chloromycetin  effectively  penetrates  the  blood-brain  barrier;3-6  provides  effective 
action  against  H.  influenzae 1-4'7-9  and  other  invaders  of  the  meninges.5’7’10’11  Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 


Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 

blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leuko-  

penia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  PARKE-DAVIS 

cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  develop-  PARKE,  DAVIS  & COMPANY.  Detroit  37.  Michigan 

ment  of  aplastic  anemia. 
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CHLOROMYCETIN 
and  to  eight  other 
antibacterials* 


Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

’’Adapted  from  Jolliff,  C.  R.;  Engelhard,  W.  E.; 
Ohlsen,  J.  R.;  Heidrick,  P.  j.;  & Cain,  J.  A. ,2  with 
permission  of  the  authors. 

References:  (1)  Smith,  M.  H.  D.:  Pediatrics 
17:258,  1956.  (2)  Jolliff,  C.  R.,  ef  o I.:  Antibiotics 
& Chemother.  10:694,  1960.  (3)  Harter,  D.  H.,  & 
Petersdorf,  R.  G.:  Yale  J.  Biol.  & Med.  32:280, 
1960.  (4)  Ross,  S.,  et  at.,  in  Welch,  H.,  & Marti- 
Ibafiez,  F.:  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803. 

(5)  McCrumb,  F.  R.,  Jr.,  ef  al.:  ibid.,  p.  837. 

(6)  Alexander,  H.  E.:  M.  Clin.  North  America 

42:575,  1958.  (7)  Haggerty,  R.  J.,  & Ziai,  M.: 
Pediatrics  25:742,  1960.  (8)  Baker,  A.  B.:  Journal- 
Lancet  80:593,  1960.  (9)  Appelbaum,  E.,  & Abler, 
C.:  New  York  J.  Med.  58:363,  1958.  (10)  Balter, 
A.  M.,  & Blecher,  I.  E.:  J.  M.  So c.  New  Jersey 
57:479,  1960.  (11)  Redmond,  A.  J.,  & Slavin, 
H.  B.:  J.A.M.A.  175:708,  1961.  s576, 
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In 

intestinal 
grippe 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
u0  Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


FORMULA:  Each  15  cc.  ( tablespoon ) contains: 
Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ...0.08  cc. 
(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


SUPPLIED:  Bottles  of  16  fl.  oz.  (raspberry  flavor,  pink  color) 

Exempt  Narcotic.  Available  on  Prescription  Only. 


EFFECTIVE  ANTIDIARRHEAL 
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SYRUP  OF  CHLORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


1 O Grains  (U.  S.  P.  Dose)  of  palatable  lime  flavored 
ch loral-hy d rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 

JONES  and  VAUGHAN,  Inc. 


RICHMOND  26,  VA. 


The  cigarette  that  made  the  Filter  Famous! 


Jr 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

©19  61  P LORILLARD  CO. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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SAUNDERS  BOOKS 


Dripps,  Eckenhoff  and  Vandam- 

Introduction  to  Anesthesia 

Vft  AurrM  Arn/s  on  J rty/o/y  rtSrny  ornod/Aedrot  t/i  yoec* ytrcrcftce 


New  ( 2nd ) Edition! 


An  ideal  basic  guide  to  the  understanding 
and  administration  of  anesthesia.  Not  only 
do  the  authors  give  you  principles  of  today’s 
safe  anesthetic  practice,  but  offer  hundreds  of 
practical  hints  rarely  included  in  existing 
works.  You’ll  find  indications  for  various  types 
of  anesthesia,  the  effectiveness  of  each  under 
different  circumstances,  and  the  hazards  in- 
volved in  their  use.  Inhalation,  open  drop, 
spinal,  intravenous  barbiturate  and  local  an- 
esthesia are  all  considered.  For  this  New  (2nd) 
Edition  there  are  entirely  new  chapters  on: 
techniques  of  inhalation  anesthesia;  chemical 
absorption  of  expired  carbon  dioxide;  physio- 
logic effects  of  elevated  carbon  dioxide;  intra- 


venous techniques  in  therapy;  an  approach  to 
asepsis  in  anesthesia;  cardiac  resuscitation  and 
respiratory  resuscitation.  The  new  external  car- 
diac massage  procedure  is  fully  described  and 
illustrated.  New  material  is  also  included  on: 
monitoring  during  anesthesia;  vaporization  of 
anesthetics;  controlled  hypotension;  hypother- 
mia; treatment  of  the  comatose  patient;  etc. 

By  Robert  D.  Dripps,  M.D.,  Professor  and  Chairman, 
Department  of  Anesthesia ; James  E.  Eckenhoff,  M.D., 
Professor  of  Anesthesia,  Both  at  the  University  of  Pennsyl- 
vania Schools  of  Medicine;  and  Leroy  D.  Vandam,  M.D., 
Clinical  Professor  of  Anesthesia,  Harvard  Medical  School, 
Director  of  Anesthesia,  Peter  Bent  Brigham  Hospital,  Bos- 
ton. About  407  pages,  6"x91A",  illustrated.  About  $7.00. 

New  (2nd)  Edition — Just  Ready! 


Corday  and  Irving-  Disturbances  of  Heart 
Rate,  Rhythm,  and  Conduction 


e n mornreyrny  cnroAetc  <f  vr  Ay  //>  tnmd  (trie/ co n f/rteffo n 


oAy/ec/d 


A New  Book! 


This  volume  gives  you  a wonderfully  clear 
physiologic  foundation  for  greater  compre- 
hension of  cardiac  arrhythmias.  Emphasis  is 
placed  on  the  correlation  of  mechanical  and 
electrical  events  taking  place  in  the  heart  in  the 
presence  of  arrhythmic  disorders.  Mechanical 
and  electrical  sequences  are  demonstrated  for 
each  type  of  arrhythmia  in  a highly  effective 
series  of  schematic  line  drawings.  Extensive  at- 
tention is  paid  to  symptoms,  physical  signs, 
treatment  and  prognosis.  Of  valuable  clinical 
help  is  the  chapter  on  bedside  diagnosis  and 
the  section  on  the  role  of  emotions  in  producing 
disorders  of  cardiac  rate.  There  is  advice  on 
complications  of  heart  rhythm  arising  during 


anesthesia  and  on  managing  cardiac  arrest. 
Detailed  use  of  vasopressor  drugs  in  treatment 
of  cardiac  arrhythmias,  as  well  as  the  preven- 
tion of  recurrent  tachycardias  with  anti-thyroid 
drugs  are  clearly  discussed.  You’ll  find  helpful 
chapters  on:  A Blueprint  of  Disturbances  of 
Rhythm  and  Conduction — Abnormal  Rhythms 
Arising  from  the  S-A  Node — Ectopic  Rhythms 
Arising  from  the  Atrial  Muscle — Alterations  of 
the  Heart — etc. 

By  Eliot  Corday,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P., 
Assistant  Clinical  Professor  of  Medicine,  School  of  Medi- 
cine, University  of  California,  Los  Angeles ; and  David  W. 
Irving,  M.D.,  Clinical  Assistant,  School  of  Medicine,  Uni- 
versity of  California,  Los  Angeles.  About  384  pages,  6V2"  x 
9V4",  with  223  illustrations.  About  $9.00. 

New — Just  Ready! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  books  and  bill  me: 

□ Dripps,  Tckenhoff  & Vandam’s  Introduction  to  Anesthesia,  about  $7.00 

□ Corday  & Irving’s  Disturbances  of  Heart  Rate,  Rhythm  & Conduction,  about  $9.00 

Name 

Address 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply : Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (’Naturetin)  with  Potassium  Chloride 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'RAUDIXIN'®,  'RAUTRAX'®  AND  'NATURETIN'®  ARE  SQUIBB  TRADEMARKS 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 


How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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with  intermittent  claudication 
every  block  seemed  a mile  long 

now. . .with  arlicJin 


the  blocks  seem  much  shorter. . . 

he  can  walk  many  more  of  them  in  comfort 


Arlidin  is  available  in  6 mg.  scored  tablets,  and  5 mg.  per  cc. 
parenteral  solution.  See  PDR  for  packaging. 

Protected  by  U.S.  Patent  Numbers:  2,661,372  and  2,661,373. 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division 
800  Second  Ave.,  New  York  17,  N.  Y. 


1 i 

C_j 

arlidin 

brand  of  nylidrin  hydrochloride  N.N.D. 


increases  local  blood  supply  and  oxygen  where 
needed  most. . .to  relieve  distressed  “walking”  muscles 
. . .for  sustained,  gratifying  relief  of  pain,  ache, 
spasm,  intermittent  claudication. 

Indicated  in: 


arteriosclerosis  obliterans 
thromboangiitis  obliterans 
diabetic  atheromatosis 
night  leg  cramps 


ischemic  ulcers 
Raynaud’s  syndrome 
thrombophlebitis 
cold  feet,  legs  and  hands 


CAUTION:  Like  any  effective  peripheral  vasodilator,  Arlidin  should  be  used 
with  caution  in  the  presence  of  recent  myocardial  lesions,  severe  angina 
pectoris  and  thyrotoxicosis.  There  are  no  known  contraindications  to  its  use. 

Complete  detailed  literature  available  to  physicians. 


When  it’s  mo 


grippe  or 

“flifthana  sirnple 
cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 


WIN-CODIN’Tablets 

New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.—  to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)—  to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 
engorged  membranes  and  lessen  rhinorrhea 
Ascorbic  acid  ( vitamin  C)  50  mg.— to  increase  resistance  to 
infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  i/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

LABORATORIES  ‘Trademark  fFor  persons  with  vitamin  C deficiency 

New  York  18,  N.  Y.  Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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NEW.. made  from  100%  corn  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  hutter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 


ordinary margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 


salted  Corn  Oil  Margarine  for  butter  or  presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann's  Unsalted  (Sweet)  Margarine: 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 


Fleischmann's 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer’s  frozen  food  case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 
Corn  Oil  Margarine  Will  Supply 

Corn  Oil— Liquid 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . . 22.7  Gm. 
Iodine  Value 90-95 

Sodium  (dietetically  sodium-free)  ...  6 Mgs. 

Linoleic  Acid 13.6  Gm. 

Vitamin  A (Adult’s  Need) 47% 

Vitamin  A (Child's  Need) 62% 

Vitamin  D (Adult's  and  Child’s  Need)  . . . 62% 


ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 


1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  altering 
sexual  function 


2 does  not  produce  ataxia 

^ no  cumulative  effects  in  long-term  therapy 

a does  not  produce  Parkinson-like  symptoms, 
^ liver  damage  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
^ normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS^-400  mg. 

unmarked , coated  tablets;  and  in  sustained-release 
capsules  as  MEPROSPAN®-400  and  MEPRO$PAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate). 


Miltowir 

meprobamate  (Wallace) 


^ WALLACE  LABORATORIES  / Cr anbury,  N.  J. 


CM-553S 
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Dimetane  Extentabs 

parabromdylamine  (brompheniramine)  maleate  12  mg. 

reliably  relieve  the  symptoms...seldom  affect  alertness 


Furriers  may  develop  allergies  to  dyes,  cleaning 
fluids  and  furs  . t . housewives  to  dust  and  soap  . . . 
farmers  to  pollens  and  molds.  Most  types  of  aller- 
gies—occupational,  seasonal  or  occasional  reactions 
to  foods  and  drugs— respond  to  Dimetane.  With 
Dimetane  most  patients  become  symptom  free  and 


stay  alert,  and  on  the  job,  for  Dimetane  works . . . 
with  a very  low  incidence  of  significant  side  effects. 
Also  available  in  conventional  tablets,  4 mg.; 
Elixir,  2 mg./5  cc.;  Injectable,  10  mg./cc.^ 
or  100  mg./cc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA^ 
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ORIGINAL  FORMULA 


1 y'f/e(tt  ^^erea/vec  S/ont-c  u&en / 


NICOZOL  COMPLEX  is  a cerebral  stimulant-tonic  and  dietary 
supplement  intended  for  geriatric  use.  Improves  mental  and 
physical  well-being.  Improves  protein  and  calcium  metabolism. 
Indicated  during  convalescence,  also  as  a preventive  agent  in 
common  degenerative  changes. 


1 teaspoonful  (5  cc)  3 times  a day, 
preferably  before  meals.  Female  pa- 
tients should  follow  each  21-day 
course  with  a 7-day  rest  interval. 


NICOZOL  COMPLEX  is  avail- 
able as  a pleasant-tasting 
elixir.  Popularly  priced. 
Bottles  of  1 pint  and  1 gallon. 


Write  for  professional  sample  and  literature. 


DRUG 


WINSTON-SALEM  1,  NORT 

Dedicated  to  Serving  the  Southern 


Each  15  cc  (3  teaspoonfuls)  contains: 

Pentylenetetrazol  150  mg. 

Niacin  75  mg. 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thiamine  Hydrochloride  6 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride  6 mg. 

Vitamin  B-12  2 meg. 

Folic  Acid  0.33  mg. 

Panthenol  5 mg. 

Choline  Bitartrate  20  mg. 

Inositol  15  mg. 

1-Lysine  Monohydrochloride  ..  100  mg. 

Vitamin  E (a-Tocopherol 

Acetate) 3 mg. 

Iron  (as  Ferric  Pyrophosphate)  15  mg. 

Trace  Minerals  as:  Iodine  0.05  mg., 
Magnesium  2 mg.,  Manganese  1 mg., 
Cobalt  0.1  mg.,  Zinc  1 mg. 

Contains  15%  Alcohol 


H CAROLINA 

Physician 
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Injectable 
potency  in 
oral  form 


Potent  B-Complex 


100  Tablets  No.  6842 

Filmtab* 


SURBEX-T 


with  500  mg.  of  C 


Abbott’s 
High-Potency 
Vitamin  B 
Complex  with 
Vitamin  C 


Actual  size  of  a capsule 
containing  the  B-Complex 
and  liver  in  Surbex-T 


Size  of  a standard 
500-mg.  tablet 
of  ascorbic  acid 


k M 


of  a compact 
Surbex-T  Filmtab 


ABBOTT 


SURBEX-T'.M. . part  of  therapy  when  the  water  so 

During  acute  or  chronic  illnesses: 

Cardiovascular  conditions  Liver  disorders 

Gastrointestinal  disorders  Hyperthyroidism 

Before  or  after  surgery. 

In  severe  burns,  fractures,  infections. 

During  prolonged  oral  administration  of 
antibiotics;  during  radiation  therapy. 

When  restrictive  diets  follow  depletions 
caused  by  illness. 

For  depletions  due  to  alcoholism. 


TRADEMARK 


M-SEALEO  TABLETS,  ABBOTT 


and,  when  need  is  modified, 


uble  vitamins  are  depleted  or  demands  increased 

Each  Filmtab®  Surbex-T  represents: 

Thiamine  Mononitrate  (B,) 15  mg. 

Riboflavin  (B2) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Bt2) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate) 500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2,  N.  F 75  mg. 

Supplied  in  bottles  of  100  and  1000 
Abbott’s  improved  B-complex  formula  with  250  mg.  of  C. 


i 


No  water  is  used  in  the  Filmtab  process.  Potency  is  enhanced  as 
there  is  virtually  no  chance  of  moisture  degradation  to  nutrients. 
Shellac  sub-seal  barriers  are  not  needed  or  used. 

This  contrasts  with  other  methods  of  manufacture.  Moisture  is 
actually  a part  of  the  gelatin  capsule,  while  sugar  coatings  must  be 
applied  with  water. 

There  are  other  Filmtab  advantages,  too,  and  several  of  these 
can  be  particularly  appreciated  by  your  patients. 

Odor  and  after-taste  are  sealed  inside  the  colorful  Filmtab. 

Tablets  are  up  to  30%  smaller,  and  much  easier  to  swallow. 

This  latter  point  furnishes  still  further  benefits.  Absorption  is  speeded 
as  sugar’s  bulk  and  sub-seals  are  eliminated.  Filmtab  coatings  are 
less  likely  to  break  or  crack,  as  sugar  is  crystalline  in  nature. 

In  short,  while  good  formulas  may  be  similar,  formulations  do 
differ.  Filmtab  coatings  can  often  furnish  a logical  basis  for  choice. 


Filmtab  coated 
Vitamins  by  Abbott 

B-complex  with  C formulas 
Surbex-T™ 

Sur-bex®  with  C 

Maintenance  Formulas 
Dayalets® 

Dayalets-M® 

Therapeutic  Formulas 
Optilets® 

Optilets-M® 


TM— Trademark.  Filmtab— Film-sealed  tablets,  Abbott 


1 10036 


How  to  help  your  patient  stick  to  a 
low  fat-cholesterol  diet 

ie  secret  ingredient  in  a successful  diet  is  acceptance. 

What  these  dishes  lack  in  fat,  they  more  than  make  up 
in  their  great  appetite  appeal.  Skewered  lamb  kabobs, 
for  instance,  make  a marvelous  "meal  on  a stick.”  Even 
ordinary  hamburger  takes  on  new  dimensions  when  onion 
or  pickle  slices  are  sandwiched  between  two  thin  patties. 

When  it  comes  to  salads,  cottage  cheese  thinned  with  lemon 
juice  makes  a thoroughly  satisfying  fat -free  dressing.  And 
to  any  low-fat-dieter's  taste  is  angelfood  cake  with  sliced 
fruit  and  "whipped  cream”  made  with  skim  milk  powder. 


A glass  of  beer 
can  add  zest  to  a 
patient's  diet 

Fat  O; 

calories  104/8  oz.  glass 
(Average  of  American  Beers) 


The  problem  of  dieting,  is  simpler  when  there's  food  like  this! 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  It  other  diet  menus,  write  us  at  536  Fifth  Avenue,  N.Y.  17,  N.Y. 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored. ..readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CREMOSUXIDINE  is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME.  division  of  merck  & co„  Inc.,  west  point,  pa. 
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How  to  use 


Trancopal® 

Brand  of  chlormezanone  m 


He  needs  his  muscles  working  properly— 
,when  they  aren’t,  he  needs 


Trancopal 


for 

painful  muscles 

When  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal,  you  break  this  vicious  cycle 
and  relieve  the  patient  s dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in 
100  mg.  Caplets  (peach  col- 
ored, scored ) , bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 


LABORATORIES 

New  York  18.N.Y. 


1626M 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B... 


Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  “hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 

PDR 


PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


/Mcuf/ian&r  inc. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 
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good  mixed  diet  will  ordinarily  supply 
nough  protein  and  most  other  essen- 
als  for  late  pregnancy  and  lactation, 
he  critical  deficiency  most  likely  to 
ccur  is  calcium. 

'JOBEX-CAL  tablets  supply  phospho- 
js-free  CALCIUM  — 0.6  Gm.  daily,  at 
ie  suggested  dosage  rate.  In  addition, 
le  full  allowance  of  15  mg.  of  Iron 
; provided  as  recommended  by  the 
lational  Research  Council. 

BUNDANT  CALCIUM 

phosphorus-free) 

-to  protect  against  leg  cramps 

DEQUATE IRON 

-to  meet  the  increased  needs  of  gravida 
nd  fetus 




ESSENTIAL  VITAMINS  - including 

pyridoxine— INOBEX-CAL  tablets  do  not 
burden  your  patients  with  extra  expense 
for  a long  list  of  vitamins  and  minerals 
usually  present  in  the  diet.  Additionally, 
they  provide  the  advantage  of  adequate 
pyridoxine  to  help  reduce  tooth  decay. 


inobex-cal  considers  your 
patient’s  needs-and  purse 


Each  INOBEX-CAL  tablet  supplies: 

Calcium— elemental  

(from  Calcium  Carbonate) 

.200.0  mg. 

Iron— elemental  

(from  Ferrous  Sulfate) 

5.0  mg. 

0.3  mg. 

0.3  mg. 

2.0  mg. 

Niacinamide  

5.0  mg. 

Vitamin  C 

..  25.0  mg. 

Vitamin  D 133  USP  Units 

ECONOMICAL  —on  the  basis  of  calcium 
provision,  INOBEX-CAL  represents  a 12  to 
40  percent  saving  in  cost  to  your  patient. 

dosage:  One  tablet  t.i.d.  Adjust  upward 
if  the  patient’s  diet  is  deemed  especially 
deficient  in  calcium. 

Supplied:  As  sugar-coated,  capsule- 
shaped tablets,  in  bottles  of  100  and  1000. 

Write  for  samples  and  literature. 

inob  meal 

roUNDCO  IN  1834  THE  OLOEST  PHARMACEUTICAL  MANUFACTURING  HOUSE  IN  AMERICA 

A 01 VI SION  OF  fixtronl  PHARMACEUTICALS,  INC. 


A 137  YEAR  OLD  TRADITION  TO  PROVIDE  THE  RELIABLE  PHARMACEUTICALS  MOST  USEFUL  IN  YOUR  PRACTICE  OF  MEDICINE  TODAY 


because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  “ General  Purpose ” and  “Special  Purpose ” Corticosteroid. . . 

Outstanding  for  Short - and  Long-term  Therapy 

0 


Triamcinolone  Lederle 


(Knee  Joint,  Left : distal  end  of  femur;  Right:  proximal  end  of  tibia) 


ARISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
disturbance  and  insomnia. 


ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 


Supplied : Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 


r * 


The  strength  of  Blue  Shield  is  the 
strength  of  the  medical  profession. 
They  sustain  each  other  as  do 
root  and  branch.  As  one  doctor  put 
it:  “I  believe  that  free  medicine  can 
survive  only  with  Blue  Shield. 
They  are  not  identical  entities,  but 
they  are  so  mutually  interdepend- 
ent that  neither  one  will  go  much 
farther  without  the  active  support 

of  the  other.”  BLUE  SHIELD 


N 


4 0 10  WEST  BROAD  STREET 


RICHMOND  30.  VIRGI 


mi 
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Today’s  little  “limey”  needs  a half  barrel  of  orange  juice 


...or,  to  be  exact,  a total  of  2,106  ounces 
in  his  first  two  years.  And  how  much 
he’ll  need  during  his  first  twenty  years 
would  have  to  be  measured  by  the  truck- 
load,  because  the  need  for  the  nutrients 
contained  in  Florida  orange  juice  con- 
tinues throughout  life. 

How  our  little  “limey”  or  any  of  your 
other  patients  obtain  the  vitamins  and 
nutrients  found  in  citrus  fruits  is  im- 
portant to  them  and  to  you.  There  are 
so  many  wrong  ways,  so  many  substi- 
tutes and  imitations  for  the  real  thing. 


For  a way  that  combines  real  nutri- 
tion with  real  pleasure,  there’s  nothing 
better  than  the  oranges  and  grapefruit 
ripened  under  Florida’s  own  sunshine. 
Somehow,  nothing  can  surpass  the 
result  of  the  combination  of  sun,  air, 
temperature,  and  soil  found  in  Florida. 

It’s  good  nutrition  to  encourage 
people  to  drink  orange  juice.  It’s  even 
more  judicious  to  encourage  them  to 
drink  the  juices  and  eat  the  fruits 
watched  over  by  the  Florida  Citrus 
Commission.  These  men  set  the  world’s 


highest  standards  of  quality  in  fresh, 
frozen,  canned,  or  cartoned  citrus  fruits 
and  juices. 

When  you  suggest  to  your  patients 
that  they  have  a big  glass  of  orange  juice 
for  breakfast,  or  for  a snack,  or  when 
they  want  to  raid  the  refrigerator,  the 
deliciousness  of  Florida  orange  juice  will 
give  you  assurance  that  they’ll  want  to 
carry  out  your  recommendation.  'Vou’ll 
be  helping  them  to  the  finest  drink  there 

is— by  the  glassful  or  the  barrel. 

& 

© Florida  Citrus  Commission,  Lakeland,  Florida 


tkl6  cmM  fee  umui  patMb. . . 

traveling  by  Custom  Air-Ambulance  Service 


You  can  use  this  custom-designed,  twin-engine  all-weather  air  ambulance  to  transport 
your  patients  at  200  miles  per  hour  around  the  clock.  The  air  ambulance  has  resuscita- 
tion equipment,  a nine-hour  oxygen  supply,  and  a wide  door  specially  designed  for 
loading  the  stretcher  and  patient.  The  handsomely  appointed  cabin  offers  ample  room 
for  the  patient,  doctor  and  members  of  the  family.  Airline  transport  rated  pilots  are 
in  command  on  every  flight,  assuring  complete  safety.  For  full  details  write  for 
brochure  or  call 

SPECIAL  AIR  SERVICES,  Inc. 

P.  O.  Box  305  Alexandria,  Virginia  King  9-3146 
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an 

added 

measure 


protection 
for  j 
little 

patients  j 


against  relapse 

against  “problem 
pathogens 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 

pediatric  drops 
syrup 


• full  antibiotic  activity  • lower  milligram  intake  per  dose  • up  to  6 days'  activity  with  4 days’  dosage  • uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  bottles  of  2 and  16 
fl.  oz.  Dosage:  3 to  6 mg./lb./day— in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— in  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  jg/gfr 

Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 


Qapvi-OiM. 

OilatumSoap 

hypoallergeniccleanser  • 

!jO\  TmJjVi,  AwAltwt  Akut. 

. . Super-oiled  (not  super-fatted)  to  minimize  "drying” 
. . 600%  higher  content  of  unsaturated  oils 


COMPLEMENT 


than  other  cleansers 
Rich,  oil-laden  lather,  even  in  hard  water 
Ideal  for  pediatric  and  geriatric  use 
Available  scented  or  unscented 


i 


SKIN  TREATMENT 


BPfs  aAtpsuas 
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STIEFEL 


LABORATORIES,  INC. 

Oak  Hill,  New  York 
Canada:  Wlnley  Morris,  Montreal 

Logical  Dermatologicals-Since  1847 


Qupe/L- 'iMMtfdMMcL 

Oilatum  Cream 

(new  improved  formula) 

i ckutf/iJUifaikivL. 

. . An  oil-in-water  emulsion  buffered  to  pH  5.5 

. . Leaves  “the  film  that  breathes”... 
retards  moisture  loss 

. . Contains  highly  unsaturated  vegetable  oils... 
no  lanolin  or  mineral  oil 

. . Cosmetically  pleasant...  scented  or  unscented 

You  can  recommend  STIEFEL  Oilatum  Cream  with 
confidence  for  symptomatic  therapy  of  dry,  ten- 
der or  sensitive  skin,  lanolin  or  alkali-sensitivity, 
ichthyosis,  winter  itch,  wind  burn  and  similar 
etiologic  entities. 


Samples  & literature  of  Oilatum  Soap  & Oilatum  Cream  sent  on  request. 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 

LABORATORIES 


LIBRIUM®  Hydrochloride  — 7-chloro - 2-  methylamino- 
5-phenyl-3H-l,4-benzodiazepine  4-oxide  hydrochloride 

Division  of  Hoffmann-La  Roche  Inc. 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
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without  steroids 
this  arthritic  miner 
might  still  be  spoon-fed 

On  METICORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 


J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 

On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 


his  activities  in  any 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 


Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10,  1960. 

Meticorten,®  brand  of  prednisone. 
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Confederate  Medicine,  1861-1865 


A/T ANY  ARTICLES  dealing  with  the 
Medical  Department  of  the  Confeder- 
acy have  appeared  in  the  Virginia  Medical 
Monthly  since  the  close  of  the  War  Between 
the  States.  Several  members  of  The  Medical 
Society  of  Virginia  have  suggested  that  the 
more  noteworthy  of  these  articles  should  be 
collected  and  republished  as  a readily  avail- 
able source  of  knowledge  concerning  Con- 
federate medicine. 

This  issue  of  the  journal  contains  six  ar- 
ticles dealing  with  various  aspects  of  the 
Confederate  medical  service,  which  were 
originally  published  in  the  Virginia  Medical 
Monthly.  The  earlier  articles  were  not  illus- 
trated and  several  photographs  have  been 
added  to  the  text.  Two  additional  papers 
are  included  which  were  received  during 
the  past  few  months  and  are  now  appearing 
for  the  first  time  in  this  journal.  The  first 
article  in  this  collection,  An  Account  of  the 
Wounding  and  Death  of  Stonewall  Jackson 
by  Dr.  Hunter  McGuire  was  originally  pub- 
lished in  the  Richmond  Medical  Journal  in 
May,  1866. 

The  circumstances  that  led  Dr.  McGuire 

Note: — The  copper  engraving  at  the  top  of  this  page  is 
reproduced  for  the  first  time  since  it  was  used  as  a letter- 
head by  the  Confederate  States  Government. 


HARRY  J.  WARTHEN,  M.D. 
Richmond,  Virginia 

to  prepare  this  case  report  are  of  interest. 
Shortly  after  the  close  of  the  War  Dr.  Mc- 
Guire, then  only  thirty  years  of  age,  was 
appointed  Professor  of  Surgery  at  the  Medi- 
cal College  of  Virginia  and  moved  to  Rich- 
mond. As  former  Medical  Director  of  Jack- 
son’s Corps,  he  was  doubtless  the  most  out- 
standing Confederate  field  surgeon  to  return 
to  civilian  practice.  His  success  in  Richmond 
was  immediate  and  some  of  his  competitors 
felt  that  this  able  and  aggressive  young  sur- 
geon was  capitalizing  upon  his  wartime 
fame.  This  in  turn  caused  his  medical  critics 
to  question  the  manner  in  which  he  had 
treated  the  South’s  most  famous  casualty — 
Stonewall  Jackson.  The  post-war  South 
generally  held  and  not  without  good  reason, 
that  had  Jackson  not  fallen  at  Chancellors- 
ville,  the  Confederate  States  probably  would 
have  won  their  independence.  The  case  re- 
port thus  served  two  purposes.  It  gave  the 
newly  appointed  Professor  of  Surgery  a sub- 
ject which  would  prove  of  intense  interest 
to  his  listeners  and  it  also  would  doubtless 
exonerate  him  of  any  charges  of  faulty  judg- 
ment in  the  handling  of  this  catastrophic 
case.  He  presented  his  case  so  well  that  no 
longer  was  heard  the  charge  that  "Young 
Dr.  McGuire  killed  Stonewall.” 


The  War  Between  the  States  has  been 
termed  "the  last  of  the  old  wars  and  the  first 
of  the  modern  wars.”  A similar  distinction 
could  be  applied  to  Dr.  McGuire’s  case  re- 
port. It  is  written  in  the  romantic  style  of 
the  early  Victorians  with  appropriate  em- 
phasis on  the  death  bed  scene.  Yet  the  med- 
ical data  comes  through  to  us  clearly  and  has 
a modern  ring,  entirely  unlike,  for  example, 
the  description  of  George  Washington’s 
death  in  1799  or  even  General  Lee’s  terminal 
illness  in  1870.  Dr.  McGuire  lived  until 
1900  and  was  the  recipient  of  more  medical 
honors  than  have  come  to  any  other  Virginia 
physician.  He  had  the  rare  distinction  of 
being  president  of  every  professional  society 
in  which  he  held  membership. 

The  biographical  sketch  prepared  by  Dr. 
O.  E.  Manson  for  the  Virginia  Medical 
Monthly  gives  a short  description  of  Dr. 
McGuire  in  1877,  when  he  was  just  entering 
into  the  most  productive  period  of  his  life. 

The  article  by  Dr.  S.  S.  Satchwell  of 
North  Carolina  was  presented  at  a reunion 
of  the  Alumni  of  the  University  of  the  City 
of  New  York  on  March  4,  1873,  and  ap- 
peared in  the  Virginia  Medical  Monthly  the 
following  year.  The  observations  of  Dr. 
Satchwell  were  based  on  four  years  of  cam- 
paigning with  the  Army  of  Northern  Vir- 
ginia. This  address  epitomizes  the  experi- 
ences of  thousands  of  lesser  known  surgeons, 
who  served  the  Confederacy  well.  After 
Appomattox,  they  returned  to  their  homes 
where  they  resumed  their  former  lives  in  a 
devastated  land,  poorer  in  pocket  but  proud 
in  spirit  and  better  physicians  by  reason  of 
their  prolonged  military  interlude. 

The  History  of  Chimborazo  Hospital  was 
presented  by  Dr.  John  R.  Gildersleeve  of 
Tazewell,  as  his  presidential  address  before 
the  Association  of  Medical  Officers  of  the 
Army  and  Navy  of  the  Southern  Confed- 
eracy in  1904.  This  is  the  best  description 
we  have  of  "the  most  noted  and  largest  mili- 
tary hospital  in  the  annals  of  history,  either 
ancient  or  modern.”  All  of  the  present  day 
articles  on  the  Chimborazo  Hospital  are 
based  on  this  address,  which  is  reprinted 


from  the  Virginia  Medical  Semi-Monthly, 
as  the  journal  was  known  for  a brief  period. 
Recently  skepticism  has  been  expressed  in 
some  quarters  as  to  the  size  of  this  hospital 
but  a careful  reading  leaves  little  doubt  that 
Dr.  Gildersleeve  knew  whereof  he  wrote  and 
that  despite  the  century  that  has  elapsed 
since  it  was  organized,  Chimborazo  still  de- 
serves the  title  of  the  largest  single  general 
hospital,  civil  or  military,  in  the  Western 
hemisphere.  The  prose  is  a little  purple  in 
spots,  but  the  material  is  factual  and  is  re- 
printed in  its  entirety.  Dr.  Gildersleeve 
graduated  from  the  University  of  Virginia 
and  was  president  of  The  Medical  Society 
of  Virginia. 

Chimborazo  Hospital  covered  40  acres 
and  contemporary  photographs  could  not 
convey  any  idea  of  its  size.  The  Map  of 
Chimborazo  and  its  environs  by  Savage 
Smith,  "Delineator,”  made  on  July  6,  1862, 
before  the  hospital  reached  its  full  growth 
gives  a far  better  idea  of  its  extent.  The 
York  River  Railroad  (now  the  Southern) 
which  encircled  the  hill  and  the  nearby 
Richmond  Gas  Works  are  unchanged.  The 
deep  ravine  to  the  west  of  Chimborazo  Hill 
has  been  filled  in  and  Broad  and  Marshall 
Streets  now  extend  eastward.  The  spring  on 
the  brow  of  the  hill,  which  served  to  cool 
the  hospital  beer,  still  flows  and  furnishes 
pure  water  for  the  inhabitants  of  the  East 
End  of  Richmond. 

Dr.  John  C.  Krantz,  Professor  of  Phar- 
macology at  the  University  of  Maryland, 
presented  The  Implications  of  the  Medical 
History  of  General  Lee  as  the  Walter  Reed 
Lecture  before  the  Section  on  the  History 
of  Medicine  in  Richmond  on  February  10, 
1959.  From  this  distance  it  is  difficult  to 
determine  how  much  of  General  Lee’s  chest 
pain  was  anginal  in  origin  and  how  much 
was  secondary  to  arthritis.  Arteriosclerosis 
and  hypertension  doubtless  were  major  fac- 
tors during  his  later  years.  The  rigors  of  life 
in  the  field  and  the  unrelenting  burden  of 
three  years  of  command  in  a doomed  cause 
rapidly  undermined  his  formerly  robust 
physique.  The  final  five  years  at  Washington 
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College  in  Lexington  did  little  to  lessen  the 
load,  for  the  entire  South  turned  to  him  for 
counsel  in  the  agony  of  Reconstruction.  A 
comparison  of  the  photographs  made  during 
this  eight  year  period  show  the  rapid  de- 
terioration that  culminated  in  his  death  at 
the  surprisingly  early  age  of  63. 

Dr.  Richard  Boies  Stark,  a native  of  Cali- 
fornia and  now  a plastic  surgeon  in  New 
York,  is  probably  more  familiar  with  the 
Confederate  Medical  Department  than  any 
Southern-born  physician.  Surgeons  and  Sur- 
gical Care  of  the  Confederate  States  Army 
was  presented  by  Dr.  Stark  as  the  Walter 
Reed  Lecture  before  the  Richmond  Acade- 
my of  Medicine  on  February  9,  1960.  A 
few  passages  of  this  excellent  address  have 
been  omitted  because  of  more  detailed  pre- 
sentations elsewhere  in  this  collection  of 
Confederate  medical  articles.  The  full  text 
may  be  found  in  the  May,  1960,  issue  of  the 
Virginia  Medical  Monthly.  Dr.  Stark’s  bib- 
liography should  be  especially  helpful  for 
the  reader  who  may  desire  early  references 
to  lesser  known  aspects  of  Confederate  med- 
icine. His  scholarship  and  research  should 
serve  as  a model  for  writers  on  this  subject. 

Miss  Mary  Grace  Hawkins,  Medical  Li- 
brarian in  the  Petersburg  General  Hospital 
writes  feelingly  of  Dr.  John  Herbert  Clai- 
borne, and  describes  the  Confederate  hos- 
pitals in  the  Cockade  City,  which  were 
commanded  by  this  Petersburg  physician. 
Miss  Hawkins  has  performed  a service  in 
bringing  to  light  Dr.  Claiborne’s  war-time 
services.  This  outstanding  Southside  phy- 
sician was  active  in  state  politics  for  many 
years  and  was  President  of  The  Medical  So- 
ciety of  Virginia.  He  was  also  the  author  of 
several  books,  which  are  listed  in  Miss  Haw- 
kins’ bibliography. 

The  major  fighting  in  Virginia  during  the 
final  ten  months  of  the  War  centered  about 
Petersburg.  The  trench  warfare,  with  the 
exception  of  the  battle  of  the  Crater,  which 
occasioned  5 000  Federal  casualties,  required 
fewer  hospital  beds  and  the  majority  of  the 
wounded  and  ill  were  cared  for  in  Peters- 
burg. This  lessened  the  load  on  the  general 


hospitals  in  Richmond,  and  Chimborazo 
Hospital  was  devoted  to  rehabilitating  the 
exchanged  prisoners  of  war  who  were  able 
to  make  their  way  back  to  Virginia  during 
the  winter  of  1864-1865.  Most  of  the  hos- 
pital records  from  Petersburg  were  de- 
stroyed and  we  are  indebted  to  Miss  Haw- 
kins for  relating  this  little  known  and  final 
chapter  of  Confederate  medicine. 

The  last  article  in  this  collection,  Dr. 
Carrington  William’s  biography  of  Surgeon- 
General  Samuel  Preston  Moore,  was  also  read 
before  the  Section  on  the  History  of  Medi- 
cine on  March  14,  1961,  and  now  appears  in 
print  for  the  first  time.  This  belated  tribute 
to  one  of  the  most  dedicated  and  efficient 
Confederate  officers  contains  new  data  fur- 
nished by  General  Moore’s  granddaughter, 
Mrs.  Herbert  C.  Bugbird  of  Summit,  New 
Jersey.  Mrs.  Bugbird  is  an  artist  of  note  and 
graciously  lent  the  Confederate  Medical  Ex- 
hibit, now  on  display  at  the  Richmond 
Academy  of  Medicine,  the  portrait  she 
painted  of  her  illustrious  grandfather. 

Following  the  fall  of  the  Confederacy, 
the  South  needed  a scapegoat  and  President 
Jefferson  Davis,  who  was  unpopular 
throughout  most  of  the  war  period,  was 
blamed  for  many  of  the  mistakes  which 
could  be  seen  so  clearly  from  the  vantage 
point  of  later  years.  In  all  justice  to  Presi- 
dent Davis,  it  should  be  remembered  that  he 
chose  Robert  E.  Lee  as  Commander-in- 
Chief,  Josiah  Gorgas  as  Chief  of  Ordnance 
and  Samuel  Preston  Moore  as  Surgeon-Gen- 
eral to  mention  only  three  superlatively 
capable  men.  When  the  successes  of  these 
appointees  are  compared  with  those  of  their 
inadequate  and  constantly  changing  coun- 
terparts in  the  Union  Army,  a fairer  esti- 
mate can  be  made  of  President  Davis  as  an 
administrator. 

The  writer  is  indebted  to  Mr.  Robert  I. 
Howard  and  Miss  Spencer  Watkins  for  aid 
in  collecting  the  material  presented  in  this 
Centennial  Issue  of  the  Virginia  Medical 
Monthly. 

310-12  Medical  Arts  Building 
Richmond,  Virginia 
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Account  of  the  Wounding  and  Death  of 
Stonewall  Jackson 


SUPPORTED  upon  either  side  by  his  aides, 
Captains  James  Smith  and  Joseph  Mor- 
rison, the  General  moved  slowly  and  pain- 
fully toward  the  rear.  Occasionally  resting 
for  a moment,  to  shake  off  the  exhaustion 
which  pain  and  the  loss  of  blood  produced, 
he  at  last  reached  the  line  of  battle,  where 
most  of  the  men  were  lying  down,  to  escape 
the  shell  and  cannister,  with  which  the  Fed- 
eral raked  the  road.  General  Pender  rode 
up  here  to  the  little  party,  and  asked  who 
was  wounded,  and  Captain  Smith,  who  had 
been  instructed  by  General  Jackson  to  tell 
no  one  of  his  injury,  simply  answered  "a 
Confederate  officer,”  but  Pender  recognized 
the  General,  and  springing  from  his  horse, 
hurriedly  expressed  his  regret,  and  added 
that  his  lines  were  so  much  broken,  he  feared 
it  would  be  necessary  to  fall  back.  At  this 
moment  the  scene  was  a fearful  one.  The 
air  seemed  to  be  alive  with  the  shrieks  of 
shells  and  the  whistling  of  bullets;  horses, 
riderless  and  mad  with  fright,  dashed  in 
every  direction;  hundreds  left  the  ranks  and 
fled  to  the  rear,  and  the  groans  of  the 
wounded  and  dying,  mingled  with  the  wild 
shouts  of  others  to  be  led  again  to  the  assault. 
Almost  fainting  as  he  was,  from  loss  of  blood, 
fearfully  wounded,  and  as  he  thought,  dy- 
ing, Jackson  was  undismayed  by  this  terrible 
scene.  The  words  of  Pender  seemed  to  rouse 
him  to  life.  Pushing  aside  the  men  who 
supported  him,  he  stretched  himself  to  his 
full  height,  and  answered  feebly,  but  dis- 
tinctly enough  to  be  heard  above  the  din  of 
the  battle,  "General  Pender,  you  must  hold 
on  to  the  field,  you  must  hold  out  to  the 
last.”  It  was  Jackson’s  last  order  upon  the 

Reprinted  from  the  Richmond  Medical  Journal, 
1:403,  May,  1866. 


HUNTER  McGUIRE,  M.D. 

Medical  Director  Jackson’s  Corps,  d.AT.  Va. 

field  of  battle.  Still  more  exhausted  by  this 
effort,  he  asked  to  be  permitted  to  lie  down 
for  a few  moments,  but  the  danger  from  the 
fire,  and  capture  by  the  Federal  advance, 
was  too  imminent,  and  his  aides  hurried  him 
on.  A litter  having  been  obtained,  he  was 
placed  upon  it,  and  the  bearers  passed  on  as 
rapidly  as  the  thick  woods  and  rough  ground 


General  Stonewall  Jackson 

permitted.  Unfortunately,  one  of  the  bear- 
ers was  struck  down,  and  the  litter  having 
been  supported  at  each  of  the  four  corners 
by  a man,  fell  and  threw  the  General  to  the 
ground.  The  fall  was  a serious  one,  and  as 
he  touched  the  earth,  he  gave,  for  the  first 
time,  expression  to  his  suffering,  and  groaned 
piteously. 

Captain  Smith  sprang  to  his  side,  and  as 
he  raised  his  head,  a bright  beam  of  moon- 
light made  its  way  through  the  thick  foliage 
and  rested  upon  the  pale  face  of  the  sufferer. 
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The  Captain  was  startled  by  its  great  pallor 
and  stillness,  and  cried  out,  "Oh!  General, 
are  you  seriously  hurt?”  "No,”  he  answered, 
"don’t  trouble  yourself,  my  friend,  about 
me,”  and  presently  added  something  about 
winning  the  battle  first,  and  attending  to  the 
wounded  afterwards.  He  was  placed  upon 
the  litter  again,  and  carried  a few  hundred 
yards,  when  I met  him  with  an  ambulance. 
I knelt  down  by  him,  and  said,  "I  hope  you 
are  not  badly  hurt,  General.”  He  replied 
very  calmly,  but  feebly,  "I  am  badly  in- 
jured, Doctor;  I fear  I am  dying.”  After  a 
pause,  he  continued,  "I  am  glad  you  have 
come.  I think  the  wound  in  my  shoulder 
is  still  bleeding.”  His  clothes  were  saturated 
with  blood,  and  hemorrhage  was  still  going 
on  from  the  wound.  Compression  of  the 
artery  with  the  finger  arrested  it,  until  lights 
being  procured  from  the  ambulance,  the 
handkerchief  which  had  slipped  a little,  was 
readjusted.  His  calmness  amid  the  dangers 
which  surrounded  him,  and  at  the  supposed 
presence  of  death,  and  his  uniform  polite- 
ness, which  did  not  forsake  him,  even  under 
these,  the  most  trying  circumstances,  were 
remarkable.  His  complete  control,  too,  over 
his  mind,  enfeebled  as  it  was  by  loss  of  blood, 
pain,  &c.,  was  wonderful.  His  suffering  at 
this  time  was  intense;  his  hands  were  cold, 
his  skin  clammy,  his  face  pale,  and  his  lips 
compressed  and  bloodless;  not  a groan  es- 
caped him — not  a sign  of  suffering,  except 
the  slight  corrugation  of  his  brow,  the  fixed, 
rigid  face,  and  the  thin  lips  so  tightly  com- 
pressed that'  the  impression  of  the  teeth 
could  be  seen  through  them.  Except  these, 
he  controlled,  by  his  iron  will,  all  evidence  of 
emotion,  and  more  difficult  than  this  even, 
he  controlled  that  disposition  to  restlessness 
which  many  of  us  have  observed  upon  the 
field  of  battle,  attending  great  loss  of  blood. 
Some  whiskey  and  morphia  were  procured 
from  Dr.  Straith,  and  administered  to  him, 
and  placing  him  in  the  ambulance,  it  was 
started  for  the  Corps  Field  Infirmary,  at  the 
Wilderness  Tavern.  Col.  Crutchfield,  his 
Chief  of  Artillery,  was  also  in  the  ambu- 


lance. He  had  been  wounded  very  seriously 
in  the  leg,  and  was  suffering  intensely. 

The  General  expressed,  very  feelingly,  his 
sympathy  for  Crutchfield,  and  once,  when 
the  latter  groaned  aloud,  he  directed  the 
ambulance  to  stop,  and  requested  me  to  see 
if  something  could  not  be  done  for  his  relief. 
Torches  had  been  provided,  and  every  means 
taken  to  carry  them  to  the  hospital,  as  safely 
and  easily  as  possible.  I sat  in  the  front  part 
of  the  ambulance,  with  my  finger  resting 
upon  the  artery  above  the  wound,  to  arrest 
bleeding  if  it  should  occur.  When  I was 
recognized  by  acquaintances,  and  asked  who 
was  wounded,  the  General  would  tell  me 
to  say,  "a  Confederate  officer.”  At  one  time, 
he  put  his  right  hand  upon  my  head,  and 
pulling  me  down  to  him,  asked  "if  Crutch- 
field was  dangerously  wounded?”  When  I 
answered  "No,  only  painfully  hurt,”  he  re- 
plied, "I  am  glad  it  is  no  worse.”  In  a few 
moments  after,  Crutchfield  did  the  same 
thing,  and  when  he  was  told  that  the  General 
was  very  seriously  wounded,  he  groaned  and 
cried  out,  "O,  my  God!”  It  was  for  this  that 
the  General  directed  the  ambulance  to  be 
halted  and  requested  that  something  should 
be  done  for  Crutchfield’s  relief. 

After  reaching  the  hospital,  he  was  placed 
in  bed,  covered  with  blankets,  and  another 
drink  of  whiskey  and  water  given  him.  Two 
hours  and  a half  elapsed  before  sufficient  re- 
action took  place  to  warrant  an  examination. 
At  two  o’clock  Sunday  morning  Surgeons 
Black,  Walls  and  Coleman  being  present,  I 
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informed  him  that  chloroform  would  be 
given  him,  and  his  wounds  examined.  I told 
him  that  amputation  would  probably  be 
required,  and  asked  if  it  was  found  necessary, 
whether  it  should  be  done  at  once.  He  re- 
plied promptly,  "Yes,  certainly;  Doctor  Mc- 
Guire, do  for  me  whatever  you  think  best.” 
Chloroform  was  then  administered,  and  as 
he  began  to  feel  its  effects,  and  its  relief  to 
the  pain  he  was  suffering,  he  exclaimed, 
"What  an  infinite  blessing,”  and  continued 
to  repeat  the  word  "blessing,”  until  he  be- 
came insensible.  The  round  ball  (such  as 
is  used  for  the  smooth-bore  Springfield  mus- 
ket) , which  had  lodged  under  the  skin,  upon 
the  back  of  his  right  hand,  was  extracted 
first.  It  had  entered  the  palm,  about  the 
middle  of  the  hand,  and  had  fractured  two 
of  the  bones.  The  left  arm  was  then  am- 
putated, about  two  inches  below  the  shoul- 
der, very  rapidly,  and  with  slight  loss  of 
blood,  the  ordinary  circular  operation  having 
been  made.  There  were  two  wounds  in  this 
arm,  the  first  and  most  serious  was  about 
three  inches  below  the  shoulder-joint,  the 
ball  dividing  the  main  artery,  and  fracturing 
the  bone.  The  second  was  several  inches  in 
length;  a ball  having  entered  the  outside  of 
the  forearm,  an  inch  below  the  elbow,  came 
out  upon  the  opposite  side,  just  above  the 
wrist.  Throughout  the  whole  of  the  opera- 
tion, and  until  all  the  dressings  were  applied, 
he  continued  insensible.  Two  or  three  slight 
wounds  of  the  skin  on  his  face,  received 
from  the  branches  of  trees,  when  his  horse 
dashed  through  the  woods,  were  dressed  sim- 
ply with  isinglass  plaster.  About  half  past 
three  o’clock  Colonel  (then  Major)  Pendle- 
ton, the  Assistant  Adjutant  General,  arrived 
at  the  hospital,  and  asked  to  see  the  General. 
He  stated  that  Gen.  Hill  had  been  wounded, 
and  that  the  troops  were  in  great  disorder. 
General  Stuart  was  in  command,  and  had 
sent  him  to  see  the  General.  At  first,  I de- 
clined to  permit  an  interview,  but  the  Colo- 
nel urged  that  the  safety  of  the  army  and 
success  of  the  cause  depended  upon  his  seeing 
him.  When  he  entered  the  tent  the  General 
said,  "Well,  Major,  I am  glad  to  see  you;  I 


thought  you  were  killed.”  Pendleton  briefly 
explained  the  condition  of  affairs,  gave 
Stuart’s  message,  and  asked  what  should  be 
done.  General  Jackson  was  at  once  inter- 
ested, and  asked  in  his  quick  rapid  way, 
several  questions.  When  they  were  answered, 
he  remained  silent  a moment,  evidently  try- 
ing to  think;  contracted  his  brow,  set  his 
mouth,  and  for  some  moments  was  obviously 
endeavoring  to  concentrate  his  thoughts. 
For  a moment  it  was  believed  he  had  suc- 
ceeded, for  his  nostrils  dilated,  and  his  eyes 
flashed  its  old  fire,  but  it  was  only  for  a 
moment;  his  face  relaxed  again,  and  pres- 
ently he  answered  very  feebly  and  sadly,  "I 
don’t  know — I can’t  tell;  say  to  General 
Stuart  he  must  do  what  he  thinks  best.” 
Soon  after  this,  he  slept  for  several  hours, 
and  seemed  to  be  doing  well.  The  next 
morning  he  was  free  from  pain,  and  ex- 
pressed himself  sanguine  of  recovery.  He 
sent  his  aide-de-camp,  Morrison,  to  inform 
his  wife  of  his  injuries,  and  to  bring  her  at 
once  to  see  him.  The  following  note  from 
General  Lee  was  read  to  him  that  morning 
by  Captain  Smith:  "I  have  just  received 

your  note,  informing  me  that  you  were 
wounded.  I cannot  express  my  regret  at 
the  occurrence.  Could  I have  directed  events, 
I should  have  chosen,  for  the  good  of  the 
country,  to  have  been  disabled  in  your  stead. 
I congratulate  you  upon  the  victory  which 
is  due  to  your  skill  and  energy.”  He  replied, 
"General  Lee  should  give  the  praise  to  God.” 
About  ten  o’clock  his  right  side  began  to 
pain  him  so  much  that  he  asked  me  to  ex- 
amine it.  He  said  he  had  injured  it  in  falling 
from  the  litter  the  night  before,  and  be- 
lieved that  he  had  struck  it  against  a stone 
or  the  stump  of  a sapling.  No  evidence  of 
injury  could  be  discovered  by  examination; 
the  skin  was  not  broken  or  bruised,  and  the 
lung  performed,  as  far  as  I could  tell,  its 
proper  functions.  Some  simple  application 
was  recommended,  in  the  belief  that  the 
pain  would  soon  disappear. 

At  this  time  the  battle  was  raging  fear- 
fully, and  the  sound  of  the  cannon  and 
musketry  could  be  distinctly  heard  at  the 
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hospital.  The  General’s  attention  was  at- 
tracted to  it  from  the  first,  and  when  the 
noise  was  at  its  height,  and  indicated  how 
fiercely  the  conflict  was  being  carried  on, 
he  directed  all  of  his  attendants,  except  Cap- 
tain Smith,  to  return  to  the  battlefield,  and 
attend  to  their  different  duties.  By  eight 
o’clock  Sunday  night  the  pain  in  his  side 
had  disappeared,  and  in  all  respects  he  seemed 
to  be  doing  well.  He  inquired  minutely 
about  the  battle,  and  the  different  troops 
engaged,  and  his  face  would  light  up  with 
enthusiasm  and  interest  when  told  how  this 
brigade  acted,  or  that  officer  displayed  con- 
spicuous courage,  and  his  head  gave  the  pe- 
culiar shake  from  side  to  side,  and  he  uttered 
his  usual  "Good,  good,”  with  unwonted  ener- 
gy when  the  gallant  behavior  of  the  "Stone- 
wall Brigade”  was  alluded  to.  He  said,  "The 
men  of  that  brigade  will  be,  some  day,  proud 
to  say  to  their  children,  'I  was  one  of  the 
Stonewall  Brigade.’  ” He  disclaimed  any 
right  of  his  own  to  the  name  Stonewall.  "It 
belongs  to  the  brigade  and  not  to  me.” 

This  night  he  slept  well,  and  was  free 
from  pain.  A message  was  received  from 
General  Lee  the  next  morning,  directing  me 
to  remove  the  General  to  Guinea’s  Station 
as  soon  as  his  condition  would  justify  it,  as 
there  was  some  danger  of  capture  by  the 
Federals,  who  were  threatening  to  cross  at 
Ely’s  Ford.  In  the  meantime,  to  protect  the 
hospital,  some  troops  were  sent  to  this  point. 
The  General  objected  to  being  moved,  if, 
in  my  opinion,  it  would  do  him  any  injury. 
He  said  he  had  no  objection  to  staying  in  a 
tent,  and  would  prefer  it,  if  his  wife,  when 
she  came,  could  find  lodging  in  a neighbor- 
ing house,  "And  if  the  enemy  does  come,” 
he  added,  "I  am  not  afraid  of  them;  I have 
always  been  kind  to  their  wounded,  and  I 
am  sure  they  will  be  kind  to  me.”  General 
Lee  sent  word  again  late  that  evening  that 
he  must  be  moved  if  possible,  and  prepara- 
tions were  made  to  leave  the  next  morning. 
I was  directed  ‘to  accompany,  and  remain 
with  him,  and  my  duties  with  the  corps,  as 
medical  director,  were  turned  over  to  the 
Surgeon  next  in  rank.  General  Jackson  had 


previously  declined  to  permit  me  to  go  with 
him  to  Guinea’s,  because  complaints  had  been 
so  frequently  made  of  General  officers,  when 
wounded,  carrying  off  with  them  the  sur- 
geons belonging  to  their  commands.  When 
informed  of  this  order  of  the  Commanding 
General,  he  said,  "General  Lee  has  always 
been  very  kind  to  me,  and  I thank  him.” 
Very  early  Tuesday  morning  he  was  placed 
in  an  ambulance  and  started  for  Guinea’s 
Station,  and  about  eight  o’clock  that  eve- 
ning he  arrived  at  the  Chandler  House, 
where  he  remained  till  he  died.  Captain 
Hotchkiss,  with  a party  of  engineers,  was 
sent  in  front  to  clear  the  road  of  wood,  stone, 
etc.,  and  to  order  the  wagons  out  of  the 
track  to  let  the  ambulance  pass.  The  rough 
teamsters  sometimes  refused  to  move  their 
loaded  wagons  out  of  the  way  for  an  ambu- 
lance, until  told  that  it  contained  Jackson, 
and  then,  with  all  possible  speed,  they  gave 
the  way,  and  stood  with  hats  off,  and  weep- 
ing, as  he  went  by.  At  Spotsylvania  C.  H., 
and  along  the  whole  route,  men  and  women 
rushed  to  the  ambulance,  bringing  all  the 
poor  delicacies  they  had,  and  with  tearful 
eyes  they  blessed  him,  and  prayed  for  his 
recovery.  He  bore  the  journey  well,  and 
was  cheerful  throughout  the  day.  He  talked 
freely  about  the  late  battle,  and  among  other 
things,  said  that  he  had  intended  to  endeavor 
to  cut  the  Federals  off  from  the  United 
States  Ford,  and  taking  a position  between 
them  and  the  river,  oblige  them  to  attack 
him;  and  he  added,  with  a smile  "My  men 
sometimes  fail  to  drive  the  enemy  from  a 
position,  but  they  always  fail  to  drive  us 
away.”  He  spoke  of  Rodes,  and  alluded  in 
high  terms  to  his  magnificent  behaviour  on 
the  field  Saturday  evening.  He  hoped  he 
would  be  promoted.  He  thought  promotions 
for  gallantry  should  be  made  at  once,  upon 
the  field,  and  not  delayed;  made  very  early, 
or  upon  the  field,  they  would  be  the  greatest 
incentives  to  gallantry  in  others.  He  spoke 
of  Colonel  Willis,51'  who  commanded  the 
skirmishers  of  Rodes’  Division,  and  praised 

^Subsequently  killed  in  battle. 
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him  very  highly,  and  referred  to  the  death 
of  Paxton  and  Boswell  very  feelingly.  He 
alluded  to  them  as  officers  of  great  merit 
and  promise.  The  day  was  quite  warm,  and  at 
one  time  he  suffered  with  slight  nausea.  At 
his  suggestion,  I placed  over  his  stomach  a 
wet  towel,  and  he  expressed  great  relief  from 
it.  After  he  arrived  at  Chandler’s  house,  he 
ate  some  bread  and  tea  with  evident  relish, 
and  slept  well  throughout  the  entire  night. 
Wednesday  he  was  thought  to  be  doing  re- 
markably well.  He  ate  heartily,  for  one  in 
his  condition,  and  was  uniformly  cheerful. 

I found  his  wounds  to  be  doing  very  well 
today.  Union  by  the  first  intention,  had 
taken  place,  to  some  extent,  in  the  stump, 
and  the  rest  of  the  surface  of  the  wound 
exposed,  was  covered  with  healthy  granula- 
tions. The  wound  in  his  hand  gave  him  little 
pain,  and  the  discharge  was  healthy.  Simple 
lime  and  water  dressings  were  used  both 
for  the  stump  and  hand,  and  upon  the  palm 
of  the  latter,  a light,  short  splint  was  ap- 
plied, to  assist  in  keeping  at  rest  the  frag- 
ments of  the  second  and  third  metacarpal 
bones.  He  expressed  great  satisfaction  when 
told  that  the  wounds  were  healing,  and 
asked,  if  I could  tell  from  their  appearance, 
how  long  he  would  probably  be  kept  from 
the  field.  Conversing  with  Capt.  Smith,  a 
few  moments  afterwards,  he  alluded  to  his 
injuries,  and  said,  "Many  would  regard  them 
as  a great  misfortune,  I regard  them  as  one 
of  the  blessings  of  my  life.”  Captain  S.  re- 
plied, "All  things  work  together  for  good 
to  those  that  love  God.”  "Yes,”  he  answered, 
"that’s  it,  that’s  it.” 

At  my  request,  Dr.  Morrison  came  today, 
and  remained  with  him. 

About  one  o’clock  Thursday  morning, 
while  I was  asleep  upon  a lounge  in  his  room, 
he  directed  his  servant,  Jim,  to  apply  a wet 
towel  to  his  stomach,  to  relieve  an  attack  of 
nausea,  with  which  he  was  again  troubled. 
The  servant  asked  permission  to  first  consult 
me,  but  the  General,  knowing  that  I had 
slept  none  for  nearly  three  nights,  refused 
to  allow  the  servant  to  disturb  me,  and 
demanded  the  towel.  About  daylight  I was 


aroused,  and  found  him  suffering  great  pain. 
An  examination  disclosed  pleuro-pneumonia 
of  the  right  side.  I believed,  and  the  con- 
sulting physicians  concurred  in  the  opinion, 
that  it  was  attributable  to  the  fall  from  the 
litter  the  night  he  was  wounded.  The  Gen- 
eral, himself,  referred  it  to  this  accident.  I 
think  the  disease  came  on  too  soon  after  the 
application  of  the  wet  cloths,  to  admit  of 
the  supposition,  once  believed,  that  it  was 
induced  by  them.  The  nausea,  for  which 
the  cloths  were  applied  that  night,  may  have 
been  the  result  of  inflammation  already  be- 
gun. Contusion  of  the  lung,  with  extravasa- 
tion of  blood  in  his  chest,  was  probably  pro- 
duced by  the  fall  referred  to,  and  shock  and 
loss  of  blood,  prevented  any  ill  effects  until 
reaction  had  been  well  established,  and  then 
inflammation  ensued.  Cups  were  applied, 
and  mercury,  with  antimony  and  opium 
administered.51'  Towards  the  evening  he  be- 
came better,  and  hopes  were  again  enter- 
tained of  his  recovery.  Mrs.  Jackson  arrived 
today,  and  nursed  him  faithfully  to  the  end. 
She  was  a devoted  wife,  and  earnest  Chris- 
tian, and  endeared  us  all  to  her  by  her  great 
kindness  and  gentleness.  The  General’s  joy 
at  the  presence  of  his  wife  and  child  was 
very  great,  and  for  him  unusually  demon- 
strative. Noticing  the  sadness  of  his  wife, 
he  said  to  her  tenderly,  "I  know  you  would 
gladly  give  your  life  for  me,  but  I am  per- 
fectly resigned.  Do  not  be  sad;  I hope  I may 
yet  recover.  Pray  for  me,  but  always  re- 
member in  your  prayers  to  use  the  petition, 
'Thy  will  be  done.’  ” Friday  his  wounds 
were  again  dressed,  and  although  the  quan- 
tity of  the  discharge  from  them  had  dimin- 
ished, the  process  of  healing  was  still  going 
on.  The  pain  in  his  side  had  disappeared, 
but  he  breathed  with  difficulty  and  com- 
plained of  a feeling  of  great  exhaustion. 
When  Dr.  Breckenridge  (who  with  Dr. 
Smith,  had  been  sent  for  in  consultation) 
said  he  hoped  that  a blister,  which  had  been 

*A  detailed  account  of  the  treatment  is  prevented 
by  the  loss  of  notes  kept  of  the  case.  These  notes, 
with  other  papers,  were  captured  by  Federals,  March, 
1865. 


580 


Virginia  Medical  Monthly 


applied,  would  afford  him  relief,  he  expressed 
his  own  confidence  in  it,  and  in  his  final 
recovery. 

Dr.  Tucker,  from  Richmond,  arrived  on 
Saturday,  and  all  that  human  skill  could 
devise  was  done,  to  stay  the  hand  of  death. 
He  suffered  no  pain  today,  and  his  breathing 
was  less  difficult,  but  he  was  evidently  hourly 
growing  weaker. 

When  his  child  was  brought  to  him,  to- 
day, he  played  with  it  for  some  time;  fre- 
quently caressing  it,  and  calling  it  his  "little 
comforter.”  At  one  time,  he  raised  his 
wounded  hand  above  its  head,  and  closing 
his  eyes,  was  for  some  moments,  silently  en- 
gaged in  prayer.  He  said  to  me,  "I  see  from 
the  number  of  physicians  that  you  think  my 
condition  dangerous,  but  I thank  God,  if  it 
is  His  will,  that  I am  ready  to  go.”  About 
daylight,  on  Sunday  morning,  Mrs.  Jackson 
informed  him  that  his  recovery  was  very 
doubtful,  and  that  it  was  better  that  he 
should  be  prepared  for  the  worst.  He  was 
silent  for  a moment,  and  then  said,  "It  will 
be  infinite  gain  to  be  translated  to  Heaven.” 
He  advised  his  wife,  in  the  event  of  his 
death,  to  return  to  her  father’s  house,  and 
added,  "You  have  a kind  and  good  father, 
but  there  is  no  one  so  kind  and  good  as  your 
Heavenly  Father.”  He  still  expressed  a hope 
of  his  recovery,  but  requested  her,  if  he 
should  die,  to  have  him  buried  in  Lexington, 
in  the  Valley  of  Virginia.  His  exhaustion 
increased  so  rapidly,  that  at  eleven  o’clock, 
Mrs.  Jackson  knelt  by  his  bed,  and  told  him 
that  before  the  sun  went  down,  he  would 
be  with  his  Saviour.  He  replied,  "Oh,  no! 
you  are  frightened,  my  child;  death  is  not 
so  near;  I may  yet  get  well.”  She  fell  over 
upon  the  bed,  weeping  bitterly,  and  told 
him  again  that  the  physicians  said  there  was 
no  hope.  After  a moment’s  pause  he  asked 
her  to  call  me.  "Doctor,  Anna  informs  me 
that  you  have  told  her  that  I am  to  die 


today;  is  it  so?”  When  he  was  answered,  he 
turned  his  eyes  towards  the  ceiling,  and 
gazed  for  a moment  or  two,  as  if  in  intense 
thought,  then  replied,  "Very  good,  very 
good,  it  is  all  right.”  He  then  tried  to  com- 
fort his  almost  heart-broken  wife,  and  told 
her  he  had  a good  deal  to  say  to  her,  but  he 
was  too  weak.  Colonel  Pendleton  came  into 
the  room  about  one  o’clock,  and  he  asked 
him,  "Who  was  preaching  at  headquarters 
today?”  When  told  that  the  whole  army 
was  praying  for  him,  he  replied,  "Thank 
God — they  are  very  kind.”  He  said:  "It  is 
the  Lord’s  Day;  my  wish  is  fulfilled.  I have 
always  desired  to  die  on  Sunday.” 

His  mind  now  began  to  fail  and  wander, 
and  he  frequently  talked  as  if  in  command 
upon  the  field,  giving  orders  in  his  old  way; 
then  the  scene  shifted,  and  he  was  at  the 
mess-table,  in  conversation  with  members  of 
his  staff;  now  with  his  wife  and  child;  now 
at  prayers  with  his  military  family.  Occa- 
sional intervals  of  return  of  his  mind  would 
appear,  and  during  one  of  them  I offered 
him  some  brandy  and  water,  but  he  declined 
it  saying,  "It  will  only  delay  my  departure, 
and  do  no  good;  I want  to  preserve  my 
mind,  if  possible,  to  the  last.”  About  half- 
past one,  he  was  told  that  he  had  but  two 
hours  to  live,  and  he  answered  again,  feebly, 
but  firmly,  "Very  good,  it  is  all  right.”  A 
few  moments  before  he  died  he  cried  out 
in  his  delirium,  "Order  A.  P.  Hill  to  prepare 
for  action!  pass  the  infantry  to  the  front 
rapidly!  tell  Major  Hawks” — then  stopped, 
leaving  the  sentence  unfinished.  Presently, 
a smile  of  ineffable  sweetness  spread  itself 
over  his  pale  face,  and  he  said  quietly,  and 
with  an  expression,  as  if  of  relief,  "Let  us 
cross  over  the  river,  and  rest  under  the  shade 
of  the  trees”;  and  then,  without  pain,  or  the 
least  struggle,  his  spirit  passed  from  earth 
to  the  God  who  gave  it. 
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Biographical  Sketch  of  Dr.  Hunter  McGuire 


THE  LIFE  and  services  of  this  distin- 
guished Southern  surgeon  deserve  more 
than  a passing  notice.  Associated  as  closely 
and  conspicuously  as  it  was  possible  for  a 
surgeon  to  be  with  the  greatest  war  ever 
waged  in  America;  following  the  standard 
of  the  most  brilliant  military  genius  devel- 
oped in  the  struggle;  and  aiding  with  all  the 
resources  of  his  art  that  intrepid  brigade 
whose  name  has  become  immortal — the 
fame  of  its  surgeon  is  inseparably  united  to 
that  of  the  heroic  band  that  stood  "like  a 
stonewall”  in  the  face  of  assailing  hosts. 

Hunter  McGuire  was  born  in  the  town  of 
Winchester,  Va.,  on  the  11th  day  of  Oc- 
tober, 183  5,  and  was  graduated  at  Winches- 
ter Medical  College  in  1 8 5 5.  He  is  the  son 
of  the  late  Dr.  Hugh  H.  McGuire,  an  em- 
inent surgeon  and  physician,  by  whom  his 
scientific  studies  were  directed.  Fortunate 
was  it  for  the  student  that  he  possessed  such 
a father — one  so  capable  of  aiding  in  the 
development  of  his  mind,  and  of  guiding  the 
young  surgeon’s  hand.  Soon  after  his  grad- 
uation, Dr.  McGuire  continued  his  studies 
in  Philadelphia,  and  returning  to  Virginia, 
was  graduated  at  the  Medical  College  of 
Virginia.  He  returned  to  Winchester  and 
practised  his  profession  in  connection  with 
his  father. 

He  was  soon  afterwards  appointed  Profes- 
sor of  Anatomy  in  the  Winchester  Medical 
College.  At  the  commencement  of  the  war 
between  the  Southern  and  Northern  States, 
Dr.  McGuire  volunteered  in  Company  F, 
Second  Virginia  Regiment.  He  marched 
with  his  regiment  to  Harper’s  Ferry  in  April, 
1861,  but  was  soon  after  commissioned  sur- 

Manson,  Otis  Frederick,  M.D.,  Professor  of 
Physiology  and  Pathology,  Medical  College  of  Vir- 
ginia. 
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geon  in  the  Virginia  State  Forces,  and  in 
May  was  appointed  Medical  Director  of  the 
Army  of  the  Shenandoah,  then  under  the 
command  of  Gen.  T.  J.  Jackson.  After- 
wards, when  Gen.  Jackson  was  relieved  of 
this  command,  and  had  organized  the  1st 


Hunter  Holmes  McGuire,  M.D. 


Virginia  Brigade  (the  future  Stonewall  Bri- 
gade), he  requested  that  Surgeon  McGuire 
should  be  assigned  to  him  as  Brigade  Sur- 
geon. He  continued  to  serve  as  Chief  Sur- 
geon of  Jackson’s  command  until  the  fall 
of  the  great  soldier — ministering  assiduously 
to  his  beloved  leader  in  his  last  moments. 

We  may  here  remark  that,  although 
sometimes  high  positions  may  have  been  oc- 
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cupied  in  the  Confederate  service  by  inca- 
pable persons,  yet  this  could  never  be  said 
truly  of  those  serving  under  the  eagle-eye 
of  Stonewall  Jackson,  who  possessed,  not 
only  the  talent  to  contrive  and  capacity  to 
perform  great  deeds,  but  also  the  equally 
important  attribute  of  true  genius,  viz.,  the 
judgment  to  select  those  competent  to  as- 
sist him  in  their  execution. 

It  was,  therefore,  a great  honor  in  itself 
to  have  served  satisfactorily  on  the  staff  of 
such  a commander;  but  a higher  need  of 
praise  than  this  belongs  to  the  subject  of  this 
notice.  He  possessed  his  entire  confidence, 
his  warm  friendship,  and  received  his  highest 
commendation.  The  sword  presented  by 
Jackson  to  his  surgeon  could  only  have  been 
bestowed  on  one  possessed  of  indomitable 
energy,  transcendent  skill  and  unflinching 
fidelity. 

In  May,  1862,  at  the  battle  of  Winchester, 
Va.,  Surgeon  McGuire  inaugurated  the  plan 
of  releasing  captured  medical  officers.  Eight 
Federal  surgeons  were  set  free  upon  the  sim- 
ple condition  that  they  would  endeavor  to 
procure  the  release  of  the  same  number  of 
Confederate  surgeons.  Afterwards  General 
Jackson  himself  approved  of  this  action.  A 
few  weeks  after  this,  all  of  the  medical  offi- 
cers who  had  been  confined  by  both  parties 
as  prisoners  of  war  were  released  and  re- 
turned to  their  respective  commands.  Al- 
though this  plan  of  exchanging  medical 
officers  as  non-combatants  was  interrupted 
by  some  disagreement  between  the  Commis- 
sioners for  the  Exchange  of  Prisoners,  yet 
Dr.  McGuire  continued  to  release  surgeons 
whenever  it  was  in  his  power.  As  late  as 
February,  1865,  he  liberated  the  Medical 
Inspector  of  Gen.  Sheridan’s  army.  When 
Surgeon  McGuire  was  himself  captured  at 
Waynesboro,  in  March,  1865,  Gen.  Sheridan 
showed  his  appreciation  of  Surgeon  Mc- 
Guire’s action  by  immediately  ordering  his 
liberation. 

Surgeon  McGuire  was  the  first  to  organize 
Reserve  Corps  Hospitals  in  the  Confederacy 
(in  the  spring  of  1862,  in  the  Valley  cam- 


paign). About  the  same  time  he  succeeded 
in  perfecting  the  "Ambulance  Corps”.  Four 
men  were  detailed  from  each  company  to 
assist  its  wounded  from  the  field  to  the  hos- 
pitals in  the  rear.  These  men  wore  conspicu- 
ous badges,  and  were  selected  for  their 
courage,  etc.,  no  one  else  during  a battle 
being  permitted  to  leave  the  ranks  for  this 
purpose. 

It  is  almost  needless  to  add  that  Surgeon 
McGuire  always  received  the  hearty  co-op- 
eration of  Gen.  Jackson  in  his  efforts  to 
perfect  the  Medical  Department  in  the  field. 
In  all  reports  of  battles  by  the  Generals 
commanding  the  forces  with  which  he 
served,  he  was  highly  complimented  for  his 
zeal  and  ability.  It  was  his  good  fortune  to 
enjoy  the  personal  friendship,  not  only  of 
Gen.  Jackson,  but  of  Generals  Fee,  Early 
and  Ewell,  all  of  whom  he  attended  when 
sick  or  wounded. 

The  war  being  ended,  Dr.  McGuire  soon 
after  removed  to  Richmond,  having  been 
appointed  to  fill  the  chair  of  Surgery  in  the 
Medical  College  of  Virginia,  made  vacant 
by  the  death  of  Dr.  Charles  Bell  Gibson.  In 
his  new  home,  he  rapidly  acquired  an  exten- 
sive practice,  both  medical  and  surgical.  His 
remarkable  successes  in  lithotomy  lithotrity, 
ovariotomy,  etc.,  have  placed  him  in  the  first 
rank  of  civil  surgeons.  As  a teacher,  he  is 
fluent,  lucid  and  impressive,  and  as  a writer 
has  contributed  many  instructive  and  inter- 
esting articles  to  Northern  and  Southern 
journals. 

The  skill  and  talents  of  Dr.  McGuire  have 
been  recognized  in  a flattering  manner  in 
all  sections  of  our  country.  Among  the 
positions  bestowed  upon  him  may  be  men- 
tioned that  of  President  of  the  Richmond 
Academy  of  Medicine,  President  of  the 
Association  of  Medical  Officers  of  the  Con- 
federate Army  and  Navy,  and  one  of  the 
Vice-Presidents  of  the  International  Medical 
Congress.  These  honors  are  the  rewards  of 
talent,  industry,  skill  and  high  aspiration. 
"He  won  them  well,  and  may  he  wear  them 
long”. 
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Medico-Chirurgical  Lessons  of  the  Late  War 
from  Southern  Standpoints 


f I *HE  medico-chirurgical  features  of  the 
late  war  as  arising  from  the  experience 
and  observations  of  Southern  army  surgeons, 
convey  some  lessons  of  instruction  and  of 
enlarged  views,  which  ought  not  to  be  lost 
upon  the  profession. 

It  has  given  increased  confidence  in  the 
Southern  States  in  the  use  of  chloroform, 
although  it  holds  a secondary  position  here 
in  New  York  and  other  large  medical 
centres.  The  reports  of  the  surgeons  of  the 
various  regiments,  brigades  and  divisions  of 
the  Southern  armies  throughout  the  war, 
are  almost  unanimous  in  favor  of  its  use  and 
preference  over  any  other  anaesthetic.  So  far 
as  ascertained,  this  is  believed  to  be  the  gen- 
eral experience  of  the  profession  in  the 
South.  This  great  boon  of  science  to  human- 
ity maintains  again  it  seems,  to  a great  ex- 
tent, its  former  high  position  in  most  of 
Europe,  after  a temporary  loss  of  popularity 
in  some  parts,  from  a few  fatal  results  of  its 
use.  Its  advocates  contend  that  the  main 
objections  to  its  use  are  unsustained  by  facts, 
and  the  legitimate  inductions  of  science  and 
experience.  * * * 

The  greatest  Southern  lesson  is  the  evi- 
dence afforded  of  the  power  of  the  human 
economy  in  the  case  of  wounds  and  injuries, 
and  in  the  relief  of  medical  diseases.  None 
are  more  ready  to  admit  this  fact,  both  in 
theory  and  practice,  than  the  staunch  ad- 
vocates of  antiphlogistic  measures,  in  the 
treatment  of  the  sthenic  form  of  acute  in- 
flammatory action.  In  my  four  years’  serv- 
ice in  the  armies  of  the  South  as  surgeon, 

Abstract  from  the  Annual  Address  before  the 
Alumni  Association  of  the  University  of  the  City  of 
New  York,  (Medical  Department)  March  4,  1873. 
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there  were  at  least  twelve  thousand  cases, 
of  almost  every  variety  of  disease,  medical 
and  surgical,  which  passed  through  my  ob- 
servation and  treatment  in  field  and  general 
hospitals.  This  great  conservative  law  is  the 
most  impressive  and  lasting,  from  all  that 
experience — not  that  the  skill  and  appliances 
of  surgery,  and  the  resources  of  medicine 
are  of  less  value  and  importance  now  than 
at  any  former  period.  So  far  from  this,  they 
were  never  more  indispensable  than  during 
the  war  and  since.  That  great  contest  affords 
overwhelming  testimony  of  the  inappreci- 
able value  of  such  aid,  and  of  the  great 
power  and  necessity  of  the  physician  and 
surgeon  to  armies  as  well  as  to  the  com- 
munity. * * * 

But  it  proves,  contrary  to  former  theories 
and  teachings,  that  very  few  surgical  injuries 
and  wounds  are  inevitably  fatal.  Thousands 
of  brave  soldiers  in  the  South,  and  no  doubt 
in  the  North,  now  live  to  testify,  in  their 
own  wounded  persons,  that  though  they 
were  shot  through  the  head,  lungs,  liver  and 
other  vital  organs,  they  nevertheless  recov- 
ered, contrary  to  all  former  surgical  opin- 
ion, and  are  now  healthy  and  useful  citizens. 

The  danger  of  death  from  primary  hem- 
orrhage on  the  field,  so  much  feared  in  both 
armies  early  in  the  war,  and  which  became 
to  be  disregarded  as  experience  showed  that 
nature  in  most  cases  was,  with  some  simple 
adjuvant,  an  efficient  styptic  in  closing  the 
wounded  artery,  finds  a parallel  in  that 
restorative  power  of  nature  which  rendered 
bullet  forceps  useless  appendages  to  our  sur- 
gical cases,  and  we  returned  home  with  them 
rusty.  The  same  restorative  action  was  seen 
in  the  reproduction  of  bone,  often  from  a 
mere  vestige  of  periosteum,  and  shows  with 
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other  instructions  of  the  times,  that  a new 
era  in  conservative  surgery  has  dawned  upon 

55. 

US. 

In  no  respect  have  the  scientific  lessons 
of  the  war  been  more  instructive  than  in  the 
increased  importance  given  by  them  to  the 
great  questions  of  hygiene  and  sanitary 
science.  * * * The  blunders  committed  in 
the  beginning,  as  to  the  health  of  soldiers, 
were  greatly  owing  to  the  defective  knowl- 
edge and  literature  of  the  subject.  * * * Not 
only  were  open  barns  and  sheds  more  condu- 
cive to  the  recovery  of  the  sick  and  wounded 
than  close  structures,  however  elegant  and 
costly,  but  open  tents  were  preferable  to 
either,  when  the  season  and  weather  would 
permit,  because  more  pervaded  by  good  air 
and  sunshine.  That  scourge  of  our  armies, 
camp  fever,  or  typhomalarial  disease,  as 
more  properly  called,  with  all  its  complica- 
tions, was  more  manageable  when  treated 
in  this  way  than  in  the  confined  air  of  hos- 
pital buildings,  and  the  same  was  true  of 
erysipelas,  gangrene,  and  other  diseases  inci- 
dent to  army  life,  and  sequelae  of  wounds 
and  injuries  of  battle.  Early  in  the  conflict, 
when  Southern  soldiers  were  supplied  with 
an  abundance  of  excellent  tents,  and  a super- 
fluous amount  of  badly  cooked  food,  there 
was  an  immense  amount  of  sickness,  and 
great  mortality  among  them.  Later,  and 
towards  the  close,  when  they  were  more 
constantly  on  the  march,  and  tents  almost 


unknown,  and  they  were  obliged  to  sleep  on 
the  naked  ground,  with  the  canopy  of 
heaven  as  a covering,  there  was,  amid  all  the 
privations  of  those  memorable  times,  less 
sickness,  and  decreased  mortality  in  their 
ranks. 

A counterpart  in  Southern  life  is  seen  in 
the  finer  developments,  healthier  looks  and 
lives,  and  hardier  living  of  the  children  of 
scrofulous  and  consumptive  parents,  who, 
while  supplied  with  simple  but  nutritious 
diet,  live  in  open  houses,  often  log  huts,  the 
year  round,  over  the  pale  faces,  attenuated 
forms,  and  sickly  existence  of  the  off-spring 
of  similar  parents  of  the  same  location,  who 
pass  lives  in  luxurious  living  and  wealthy 
(sic)  mansions,  from  which  are  so  often  ex- 
cluded those  natural  and  invigorating  forces 
of  heaven  for  raising  children  and  promoting 
health  and  longevity.  The  principle  finds 
exemplification  in  the  legions  of  Southern 
soldiers,  who,  leaving  home  robust,  stalwart, 
vigorous  and  resolute,  succumbed  to  the  pri- 
vations and  insufficiencies  of  army  life,  and 
were  easy  victims  of  disease  and  death.  Those 
of  a contrary  type,  often  with  tuberculous 
formations  and  the  hectic  glow  of  consump- 
tion on  their  cheeks,  and  who  escaped  other 
casualties  of  war,  were,  as  a general  rule, 
either  greatly  relieved  or  finally  restored  by 
the  exactions  of  army  life  and  the  roughness 
and  open  air  of  field  service. 
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History  of  Chimborazo  Hospital, 
Richmond  Va.,  and  Its  Medical  Officers 
During  1861-1865 


Fellows  of  The  Association  of  Medical  Of- 
ficers of  the  Army  and  Navy  of  the  Con- 
federacy, Ladies  and  Comrades : 

ONE  YEAR  AGO  we  held  our  annual 
meeting  in  New  Orleans,  the  beauti- 
ful Crescent  city  of  our  Southland,  and 
through  your  kindness  I was  honored  by 
election  to  your  highest  office.  In  accordance 
with  a time-honored  custom,  it  devolves  on 
me  to  deliver  the  annual  address  before  your 
body;  but  before  doing  so,  let  me  again  ex- 
press my  heartfelt  thanks  for  your  kindness 
in  selecting  me  from  the  "rank  and  file,” 
with  no  special  fitness,  no  claim  for  extraor- 
dinary service  rendered,  no  prominence  in 
the  subordinate  rank  held,  to  entitle  me  to 
this  distinguished  honor,  and  though  I feel 
unworthy  of  the  great  trust  bestowed  on 
me,  I hope,  sustained  by  loved  friends  and 
old  comrades,  to  merit  at  least  your  appro- 
bation in  my  efforts  to  discharge  the  duties 
of  my  position,  and  am  indeed  most  grate- 
ful, and  feel  an  honest  pride  in  being  so 
exalted. 

My  loyalty,  zeal  and  devotion  to  the  Con- 
federate cause  was  never  in  question  from 
the  16th  day  of  April,  1861,  when  I entered 
the  service  a private,  to  those  sad  and  cruel 
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days  when  the  pall  of  darkness  rested  on  our 
furled  banners  in  1865. 

I am  here,  then,  in  obedience  to  your 
commands,  and  my  effort  will  be  directed 
to  filling  as  best  I can  this  position  of  so 
much  trust  and  responsibility,  and  happy 
indeed  will  I be  if  I can  contribute  anything 
worthy  of  your  consideration  in  my  efforts 
to  preserve  for  our  children  and  for  future 
generations  the  historic  truths  of  our  branch 
of  the  service  in  the  dark  days  of  our  strug- 
gle for  homes,  principles  and  honor. 

I have  selected  as  the  subject  of  my  ad- 
dress the  most  noted  and  largest  military 
hospital  in  the  annals  of  history,  either  an- 
cient or  modern,  "Chimborazo  Hospital,”  at 
Richmond,  Va.,  1862  to  1865,  and  in  con- 
nection therewith  the  commandant  and 
medical  director,  Surgeon  James  B.  McCaw, 
his  staff  and  my  confreres  in  other  fields  of 
the  Confederate  service. 

East  of  the  city  of  Richmond,  whilom 
capital  of  the  Confederate  States,  and  sep- 
arated from  the  city  proper  by  the  historic 
Bloody  Run  Creek,  is  an  elevated  pleateau  of 
nearly  forty  acres,  commanding  from  its 
height  a grand  view.  On  the  south,  the 
river,  spanned  by  many  bridges,  ships  in 
harbor,  Chesterfield  and  the  town  of  Man- 
chester; on  the  east,  a long  stretch  of  coun- 
try, cultivated  fields,  forests,  hills  and  dales, 
and  the  tawny  James  on  its  tortuous  seaward 
way;  and  on  the  west,  the  city  of  Rich- 
mond, its  churches  and  spires,  the  capitol, 
public  buildings,  dwellings  and  manufac- 
tories, the  whirling,  seething,  rushing  falls 
of  the  river,  and  beautiful  Hollywood,  "the 
city  of  our  dead.” 
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On  this  high  and  picturesque  point,  so 
well  adapted  to  hospital  purposes,  in  the 
year  1862,  when  the  Federal  troops  moved 
in  force  on  Bull  Run,  and  the  real  cam- 
paign began,  General  Joseph  E.  Johnston  re- 
ported that  nine  thousand  men  would  have 
to  be  sent  back  to  Richmond  for  admittance 
to  hospitals  before  his  army  could  proceed. 

That  grand  old  Roman  and  chief,  Sur- 
geon-General S.  P.  Moore,  at  once  went  to 
see  Dr.  James  B.  McCaw,  of  Richmond 
(who  was  not  then  in  the  medical  service, 


menced,  and  one  hundred  and  fifty  well- 
constructed  and  ventilated  buildings  were 
erected,  each  one  hundred  feet  in  length, 
thirty  feet  in  width  and  one  story  high, 
though  not  all  built  at  one  time,  but  as 
needed  to  furnish  comfortable  quarters  for 
the  sick  and  wounded.  Five  large  hospitals 
or  divisions  were  organized;  thirty  wards  to 
each  division.  These  dimensions  allowed  of 
two  rows  of  cots  on  each  side  of  central 
aisle;  the  capacity  of  each  ward  from  forty 
to  sixty.  The  buildings  were  separated  from 


Fig.  1.  Chimborazo  Hospital  from  the  James  River.  (Courtesy  Confederate  Medical 
Exhibit,  Richmond  Academy  of  Medicine) 


having  enlisted  in  a cavalry  company),  and 
as  the  result  of  conference  held  and  at  the 
suggestion  of  Dr.  McCaw,  Chimborazo  Hill 
was  selected  as  the  most  favorable  site,  and 
early  in  1862  the  hospital  was  opened,  and 
in  one  week  two  thousand  soldiers  were  ad- 
mitted, and  in  two  weeks’  time  there  were 
in  all  four  thousand. 

The  Surgeon-General  had  only  twenty- 
five  hundred  beds  when  General  Johnston 
made  his  report.  Work  was  at  once  corn- 


each  other  by  wide  alleys  or  streets,  ample 
spaces  for  drives  or  walks,  and  a wide  street 
around  entire  camp  or  hospital.  The  hos- 
pitals presented  the  appearance  of  a large 
town,  imposing  and  attractive,  with  its 
alignments  of  buildings  kept  whitened  with 
lime,  streets  and  alleys  clean,  and  with  its 
situation  on  such  an  elevated  point  it  com- 
manded a grand,  magnificent  and  pleasing 
view  of  the  surrounding  country  for  many 
miles. 
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The  divisions  of  this  immense  hospital 
were  five,  or  five  hospitals  in  one,  and  five 
surgeons,  each  one  of  the  five  in  charge  of 
a division;  also  a number  of  assistants  and 
acting  assistant  surgeons  (45  to  50),  each 
in  charge  of  several  wards  or  buildings,  and 
subject  to  surgeons  of  divisions,  and  all  sub- 
ject to  Surgeon  James  B.  McCaw,  in  charge 
or  executive  head. 

With  natural  drainage,  the  best  conceiv- 
able on  the  east,  south  and  west;  good  water 


post,  and  Dr.  McCaw  was  made  comman- 
dant; an  officer  and  thirty  men  were  detailed 
and  stationed  there,  and  everything  con- 
ducted "selon  de  regies.” 

As  the  Commandant  Surgeon  McCaw  was 
not  in  the  regular  army  of  the  Confederacy, 
the  Surgeon-General  said:  "I  do  not  know 
what  name  to  give  the  hospital  or  its  chief.” 
Not  wishing  to  call  it  a general  hospital,  at 
Dr.  McCaw’s  suggestion  it  was  given  a dis- 
tinctive name  and  called  Chimborazo,  and 


Fig.  2.  Chimborazo  Hospital  from  the  north  showing  some  of  the  pavilion  wards  and  utility 
buildings.  The  Medical  Detachment  were  housed  in  Sibley  Tents  during  the  summer  months. 
(Courtesy  Confederate  Medical  Exhibit) 


supply;  five  large  ice  houses;  Russian  bath 
houses;  cleanliness  and  excellent  system  of 
removal  wastes,  the  best  treatment,  comforts 
and  results  in  a military  hospital  in  times 
of  war  were  secured. 

In  1861  there  was  on  what  is  now  known 
as  Chimborazo  Park  or  Hill  built  one  house, 
owned  by  a Richard  Laughton,  and  a small 
office  building. 

For  the  purpose  of  making  the  hospital 
an  independent  institution,  the  Secretary  of 
War  made  Chimborazo  Hospital  an  army 
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Dr.  James  B.  McCaw  was  made  comman- 
dant and  medical  director  in  chief. 

When  possession  was  taken  of  the  hill  it 
was  separated  from  Church  Hill  on  the 
western  side  by  Bloody  Run  gully.  (After 
the  war  a street  was  built  across  the  ravine 
connecting  the  two  hills  and  completing  the 
extension  of  Broad  street.)  A large  house 
north  of  hospital  was  occupied  as  headquar- 
ters by  the  medical  director  and  chiefs  of 
divisions,  with  a clerical  force. 

These  five  hospitals,  or  divisions,  were 
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organized  as  far  as  possible  on  a State  basis; 
troops  from  the  same  States  being  thrown 
together  and  treated  and  cared  for  by  offi- 
cers and  attendants  from  their  own  States. 

In  addition  to  the  one  hundred  and  fifty 
buildings,  there  were  one  hundred  "Sibley 
tents,”  in  which  were  put  from  eight  to  ten 
convalescent  patients  to  a tent;  these  tents 
were  pitched  upon  the  slopes  of  the  hill, 
presenting  a very  imposing  sight. 

Oakwood  Cemetery,  which  up  to  that 
time  had  been  comparatively  a small  grave- 
yard, was  created  by  the  hospital.  It  was 
near,  suitable,  and  accessible,  and  is  sacred 
to  the  memory  of  many  brave  soldiers  who 
gave  their  lives  for  our  cause.  The  loyal 
women  of  Oakwood  Memorial  Association 
erected  a beautiful  shaft  on  a grassy  mound, 
midst  the  graves  of  the  "boys  that  wore  the 
gray,”  with  the  following  inscription  on  the 
four  sides  of  the  base: 

In  memory 
of 

Sixteen  Thousand 
Confederate  Soldiers 
From  Thirteen  States 
Erected  by  the  Ladies 
Oakwood  Memorial 
Association,  Organized 
May  10,  1866. 

Maryland 

Virginia 

North  Carolina 

South  Carolina 

Tennessee 

Arkansas 

Florida 

This  Epitaph  of  the  Soldier  who 
falls  with  his  Country  is  written 
in  the  hearts  of  those  who  love 
the  Right  and  Honor  the  brave. 

Texas 

Georgia 

Alabama 

Mississippi 

Louisiana 

Kentucky. 


As  soon  as  the  hospital  was  opened,  the 
large  tobacco  factories  of  the  Grants,  Mayos 
and  others  were  secured,  their  business  being 
practically  at  an  end  for  the  period  of  the 
war,  and  the  boilers  from  these  factories 
were  utilized  in  making  soup  in  the  soup 
houses,  and  the  large  supply  of  splendidly 
seasoned  wood,  used  in  making  tobacco 
boxes,  was  fashioned  into  beds  and  other 
furniture.  The  hands  employed  in  factories 
were  put  to  work  in  doing  manual  labor, 
incident  to  building,  etc.,  in  our  hospital 
construction.  A guard  house  was  erected 
separate  from  other  buildings,  for  unruly 
convalescents,  attendants,  et  als,  and  some- 
times in  use.  In  addition,  the  hospital  built 
five  soup  houses,  a bakery,  a brewery,  and 
five  ice  houses. 

Mr.  Franklin  Stearns  lent  the  hospital  his 
celebrated  farm,  "Tree  Hill,”  for  the  pas- 
turage for  from  one  hundred  to  two  hun- 
dred cows,  and  from  three  to  five  hundred 
goats.  The  latter  proved  to  be  the  best  sub- 
sistence we  had  in  supplying  the  hospital 
with  "kid”  meat,  a most  palatable  and  nu- 
tritious food  for  sick  and  convalescent  pa- 
tients. Some  idea  of  the  dimensions  of  the 
bakery  may  be  found  from  the  fact  that 
from  seven  thousand  to  ten  thousand  loaves 
were  issued  per  diem,  a loaf  per  man,  and 
attendant  would  not  go  around. 

Soap  was  made  out  of  the  grease  taken 
from  the  soup  houses;  the  lye  was  imported 
through  the  blockade. 

An  additional  fact,  the  hospital  never 
drew  fifty  dollars  from  the  Confederate 
States  Government;  but  relied  solely  upon 
the  money  received  from  commutation  of 
rations.  The  medical  departments  and  sub- 
sistence departments  were  organized  all  to 
themselves,  and  the  money  from  commuted 
rations  was  used  to  buy  what  was  necessary. 

The  hospital  trading  canal  boat,  "Chim- 
borazo,” Lawrence  Lottier  in  command, 
plied  between  Richmond,  Lynchburg  and 
Lexington,  bartering  cotton,  yarn,  shoes, 
etc.,  for  provisions.  This  was  only  one  of 
the  hospital’s  many  resources. 

At  the  close  of  the  war,  the  Confederate 
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Government  owed  the  hospital  three  hun- 
dred thousand  dollars,  which  Mr.  Memmin- 
ger,  Secretary  of  Confederate  States  Treas- 
ury, agreed  to  pay  in  gold  on  the  29th  of 
March,  and  on  the  3d  of  April  the  city  of 
Richmond  was  surrendered. 

I now  call  your  special  attention  to  the 
fact  that  the  total  number  of  patients  re- 
ceived and  treated  at  Chimborazo  Hospital 
amounted  to  seventy-six  thousand  (out  of 
this  number  about  17,000  were  wounded 
soldiers) , and  that  it  was  the  first  military 
hospital  in  point  of  size  in  this  country  and 
in  the  world,  the  next  largest  hospital  in 
this  country  being  the  "Lincoln,”  at  Wash- 
ington, D.  C.,  which  reported  a total  num- 
ber of  forty-six  thousand  patients;  and  the 
next  largest  in  the  world  at  large  was  the 
Scutari  Hospital,  in  the  Crimea,  which  re- 
ported a total  of  thirty  thousand  to  forty 
thousand  patients.  The  percentage  of  deaths 
at  Chimborazo  was  a fraction  over  nine  per 
cent.  Complete  records  were  kept,  and  are 
still  in  existence  in  the  office  of  the  Surgeon- 
General  at  Washington,  D.  C.,  upon  which 
the  name  of  every  patient  can  be  found 
when  wanted,  and  the  cause  of  his  death. 

The  organization  of  Chimborazo  Hos- 
pital: Surgeon,  James  B.  McCaw,  comman- 
dant and  medical  director. 

First  Division,  Virginia — Surgeon  P.  F. 
Brown,  of  Accomac,  Va.,  in  charge. 

Second  Division,  Georgia — Surgeon  Hab- 
ersham, of  Atlanta,  Ga.,  in  charge. 

Third  Division,  North  Carolina — Surgeon 
E.  Harvie  Smith  in  charge. 

Fourth  Division,  Alabama — Surgeon  S.  N. 
Davis  in  charge. 

Fifth  Division,  South  Carolina — Surgeon 
E.  M.  Seabrook,  Charleston,  S.  C.,  in  charge. 

The  medical  staff  numbered,  or  averaged, 
about  40  or  45  in  all. 

There  was  also  a Medical  Examining 
Board,  composed  of  the  surgeons  of  divisions, 
to  pass  on  questions  of  furloughs  and  dis- 
charges. The  subjoined  roster  is  not  com- 
plete, but  includes  some  who  are  alive  and 
still  in  active  work: 

First  Division — Assistant  Surgeon  George 
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Ross,  of  Richmond,  Va.,  Assistant  Medical 
Director  A.  P.  Hill  Corps;  Vice-President 
Nat.  Ass.  R.  R.  Surgeons,  etc.;  commanded 
company  of  University  students,  April, 
1861,  at  Harper’s  Ferry.  In  active  practice. 

First  Division — Assistant  Surgeon  James 
C.  Watson,  of  Richmond,  Va.  In  charge 
First  Division  at  surrender.  Ex-Surgeon  to 
State  Penitentiary,  etc.  In  active  work. 

First  Division — Assistant  Surgeon  John 
G.  Trevillian,  of  Richmond,  Va.  In  active 
work. 

First  Division — Assistant  Surgeon  Dr.  J. 
Prosser  Harrison,  of  Richmond,  Va.  In  ac- 
tive work. 

First  Division — Assistant  Surgeon  Geo.  F. 
Alsop. 

First  Division — Assistant  Surgeon  W.  H. 
Pugh. 

First  Division — Assistant  Surgeon  John  G. 
Baylor,  of  Norfolk,  Va. 

First  Division  — Assistant  Surgeon — 
Board. 

First  Division  — Assistant  Surgeon — 
Woodson,  of  Virginia. 

First  Division — Assistant  Surgeon  Samuel 
Smith,  of  Farmville,  Va. 

First  Division — Acting  Assistant  Surgeon 
J.  R.  Gildersleeve,  of  Richmond,  Va. 

Second  Division — Assistant  Surgeon  H. 
Cabell  Tabb,  of  Richmond,  Va.  Med.  Di- 
rector L.  I.  Co.,  of  Va.;  Ex-Pres.  Med.  Di- 
rectors Association  of  U.  S.,  Canada,  etc. 

Second  Division — Assistant  Surgeon  Ed- 
ward Adams,  Amelia  county,  Va. 

Second  Division — Assistant  Surgeon  J.  C. 
Vaiden,  New  Kent  county,  Va. 

Second  Division — Assistant  Surgeon  Jack 
Harrison,  Bremo  Bluff,  Va. 

Second  Division — Steward  in  charge  dis- 
pensary, Joseph  A.  Gale,  now  chief  surgeon 
Norfolk  and  Western  R.  R.,  and  President 
Medical  Society  of  Virginia  1903-1904. 

Division — Assistant  Surgeon  John  Mably, 
South  Carolina;  Assistant  Surgeon  Shirley 
Carter,  Virginia;  Assistant  Surgeon — Field; 
Assistant  Surgeon  — Holderby;  Assistant 
Surgeon  — Chapman,  Assistant  Surgeon — 
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Wall,  Florida;  Assistant  Surgeon — Edward 
Wiley;  Assistant  Surgeon — Stratton. 

Fifth  Division  — Assistant  Surgeon — 
Gray,  of  Richmond,  Va.,  Ex-Vice-President 
Med.  Society  Va. ; Richmond  Academy  of 
Medicine;  Richmond  Miroscopic  Society, 
etc.  In  active  work. 

Fifth  Division — Assistant  Surgeon  Charles 
Lee  Dunkly. 

Fifth  Division — Assistant  Surgeon  Wil- 
liam A.  Hardee. 

Fifth  Division — Assistant  Surgeon  C.  Je- 
rome Cherry,  of  Portsmouth,  Va. 

Fifth  Division — Assistant  Surgeon — Moss. 

Fifth  Division  — Assistant  Surgeon — 
White,  of  Portsmouth,  Va. 

Fifth  Division — Acting  Assistant  Surgeon 
J.  R.  Gildersleeve,  of  Richmond,  Va. 

Fifth  Division  — Apothecaries,  Jett  T. 
West  and  Sursdorff,  of  North  Carolina. 

Among  the  staff  were  the  following 
named  gentlemen:  John  H.  Claiborne,  com- 
missary; Col.  A.  S.  Buford,  quartermaster; 
Charles  Wortham,  quartermaster;  Paine  and 
Kent,  our  commission  merchants,  and  many 
others.  Every  man  did  his  whole  duty,  and 
everything  went  on  without  a hitch.  The 
total  staff,  one  hundred  and  twenty. 

Mrs.  Dr.  Minge  was  chief  matron.  There 
were  many  interesting  characters  among  the 
matrons,  and  one  in  particular  was  Miss 
Mary  Pettigrew,  who  was  chief  of  the  Vir- 
ginia Division.  She  was  a sister  of  General 
Pettigrew,  of  North  Carolina,  and  was  about 
twenty  years  of  age.  Also  a Mrs.  Pender, 
Mrs.  Baylor,  Miss  Gordon,  et  als — forty-five 
in  all.  Rev.  Mr.  Patterson,  a Greek  by  birth, 
was  chaplain;  he  came  to  this  country  when 
a grown  man,  and  was  a very  valuable  of- 
ficer. 

The  city  of  Richmond  was  surrendered 
Monday,  April  3,  1865;  General  Weitzel’s 
brigade  in  the  van  of  the  advancing  Federal 
army.  The  General  rode  up  the  hill,  and 
when  he  came  through  the  post  he  was 
received  by  our  whole  corps  of  officers  in 
full  uniform.  Dr.  Alexander  Mott,  chief 
medical  director  of  the  staff  of  General 
Weitzel,  exclaimed:  "Ain’t  that  old  Jim 


McCaw?”  "Yes!”  said  Dr.  McCaw,  "And 
don’t  you  want  a drink?”  Mott’s  answer 
was,  "Yes,”  and  he  added,  "the  General  will 
take  one,  too,  if  you  will  ask  him.”  The 
invitation  was  duly  extended  and  accepted. 
Dr.  McCaw  asked  General  Weitzel  for  a gen- 
eral permit  for  himself  and  his  officers;  this 
was  promptly  granted.  General  Godfrey 
Weitzel  gave  a free  pass  to  the  commandant 
and  his  entire  medical  corps,  took  them  un- 
der his  protection,  and  issued  a verbal  order 
that  all  Confederate  soldiers  there  should 
be  taken  care  of  under  all  circumstances. 
Furthermore,  he  offered  to  put  the  comman- 
dant in  the  general  service  of  the  United 
States,  so  that  he  might  issue  requisitions, 
etc.,  and  have  the  same  filled  as  any  other 
medical  director  in  the  United  States  army. 
As  General  Lee  had  not  then  surrendered, 
Dr.  McCaw  respectfully  declined  the  prof- 
fered appointment,  but  voluntarily  con- 
tinued to  perform  all  the  duties  incident  to 
the  position  he  held,  and  never  solicited 
anything  at  all  from  them  other  than  the 
passes  in  and  out  of  the  lines. 

When  we  consider  the  size  of  this  great 
military  hospital,  the  number  of  soldiers  ad- 
mitted, treated,  furloughed,  discharged  and 
buried;  its  successful  work  for  nearly  four 
years;  the  perfect  discipline,  order  and  har- 
mony that  existed  from  its  establishment  to 
its  close;  the  immense  amount  of  work 
done;  the  difficulties  always  attending  the 
securing  of  supplies  for  such  a large  body 
of  invalids,  especially  towards  the  closing 
days  of  the  Confederacy,  and  also  the  gen- 
erous rivalry  between  other  posts  or  hos- 
pitals located  in  Richmond;  and  lastly,  the 
comparatively  low  mortality,  we  cannot  but 
accord  to  Dr.  James  McCaw,  medical  direc- 
tor of  the  five  Chimborazo  hospitals,  and 
its  efficient  commandant,  the  highest  praise, 
and  concede  that  he  was  in  fact  and  in  deed 
"primus  inter  pares.”  It  is  my  greatest  pleas- 
ure to  offer  this  tribute  to  my  chief,  and 
to  one  of  the  grandest  men  in  our  profession, 
for  he  is  still  with  us,  though  an  octogenar- 
ian. "Clarum  et  venerabile  nomen.”  Tow- 
ering physically  and  mentally  above  his  as- 
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sociates,  and  quoting  from  one  of  his  ad- 
mirers: "Princely  Dr.  James  B.  McCaw, 
sweet,  gentle,  tender  and  true,”  and  I shall 
add,  "brave,  generous  and  loyal;  just,  hon- 
orable and  upright,  an  exemplar  worthy  of 
emulation.”  Teacher,  philosopher,  scientist, 
editor  and  physician,  over  sixty  years  de- 
voted to  the  acquisition  of  knowledge  and 
disseminating  the  truth  as  acquired  to  his 
beloved  pupils  in  class  and  lecture  rooms;  a 
magnificent  physique,  graceful  and  polished 
in  manner,  with  a great  amount  of  personal 
magnetism;  in  speech,  clear,  happy  in  illus- 
tration, chaste,  humorous  and  pathetic; 
sometimes  epigrammatic,  a bon  comrade 
around  the  social  board,  an  ardent  admirer 
of  the  beautiful,  together  with  high,  culti- 
vated, artistic  taste.  His  masterly  handling 
as  editor  of  advances  in  all  branches  of  med- 
icine, editorials,  reviews,  and  original  articles, 
the  midnight  research  and  investigations  in 
new  scientific  fields,  his  active  professional 
life  for  six  decades  as  surgeon,  obstetrician, 
and  in  general  practice  of  medicine  in  a 
large,  wealthy  and  exacting  private  practice, 
is  in  itself  a proof  of  the  high  estimation  in 
which  he  was  held.  Such  a grand,  noble  and 
self-sacrificing  nature,  so  optimistic,  sun- 
shiny and  happy  is  seldom  seen  blended  in 
one  man.  A beautiful  loving  cup  was  pre- 
sented to  him  in  1901  at  a banquet  given  by 
the  Academy  of  Medicine  of  Richmond  and 
friends  on  his  retirement  after  fifty-seven 
years  from  the  active  practice  of  medicine, 
in  honor  of  this  nestor  of  the  profession.  In 
responding  to  toast  from  Dr.  George  Ross, 
toastmaster,  Dr.  George  Ben  Johnston,  of 
the  Medical  College  of  Virginia,  said:  "This 
event  has  a greater  significance  to  me  than 
the  gathering  of  a multitude  to  welcome  a 
victorious  general;  Dr.  McCaw  has  always 
been  my  example.”  Dr.  J.  Allison  Hodges, 
of  North  Carolina,  said:  "The  grandest  sight 
I have  ever  witnessed  is  the  sight  of  a noble 
and  beautiful  life,  wrapping  itself  around 
the  destinies  of  the  sick  and  suffering  chil- 
dren of  men,  and  finding  its  blessed  reward 
in  the  benedictions  of  everlasting  love  and 
peace;  and  such  a sight  I have  witnessed  dis- 


played in  the  long  and  honorable  life  of  my 
friend,  Dr.  McCaw.” 

Dr.  James  B.  McCaw  was  born  in  Rich- 
mond, Va.,  July  12,  1823.  Graduated  M.D. 
University  of  City  New  York  1843.  Editor 
Virginia  Medical  and  Surgical  Journal  185  3 
to  1861.  Editor  of  Confederate  States  Medi- 
cal and  Surgical  Journal  from  1861  to  1865. 
Professor  of  Practice  of  Medicine  and  of 
Chemistry,  and  Dean  of  the  Medical  College 
of  Virginia  twenty-eight  years.  Now  Emer- 
itus Professor,  Surgeon  C.  S.  Army.  Medical 
Director  during  Civil  War  of  the  five  Chim- 
borazo hospitals  in  Richmond,  Va.  A char- 
ter member  and  one  of  the  founders  of  the 
Medical  Society  of  Virginia,  and  chairman 
of  the  Convention  which  organized  the 
Society  in  1870;  Vice-President  in  1871, 
Resident  Honorary  Fellow  in  1894.  Ex- 
President  of  the  Academy  of  Medicine, 
Richmond,  Va.  Honorary  member  of  the 
Medical  Society  of  West  Virginia.  Member 
of  the  Association  of  Medical  Officers  of 
the  Navy  and  Army  of  the  Confederacy, 
and  of  other  Societies. 

Fellows  and  comrades,  you  will  I hope, 
pardon  me  if  for  a brief  space  I become 
personal.  My  object  is  simply  to  preserve 
in  regular  order  and  to  perpetuate  the  names 
and  positions  held  by  my  most  intimate 
associates  in  the  medical  service  of  the  Con- 
federate army,  and,  if  time  permitted,  it 
would  have  been  a pleasant  task  to  present 
in  this  paper  biographical  sketches  of  each 
friend  and  associate  herein  mentioned. 

My  first  hospital  service  dates  from  1862; 
after  my  discharge  from  the  service,  on  ac- 
count of  illness,  I was  then  a private  in 
Richmond  Howitzers.  I entered  hospital 
"Midway”  between  the  University  of  Vir- 
ginia and  Charlottesville,  Drs.  James  L. 
Cabell,  John  Staige  Davis,  B.  W.  Allen, 
Peter  Winston  and  others  in  control;  the 
first  three  were  professors  at  the  University 
of  Virginia.  Dr.  Cabell,  surgeon  in  charge, 
was  a man  of  profound  knowledge  and 
varied  information,  and  a fine  executive  of- 
ficer; it  was  said  of  him  that  he  could  fill 
creditably  any  chair  at  the  University.  Dr. 
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Davis  had  a Southern  reputation  as  a bril- 
liant and  beautiful  lecturer.  Dr.  Allen  an 
anatomist  and  skilful  surgeon.  Dr.  Peter 
Winston  left  his  studies  in  Paris  and  re- 
turned at  the  commencement  of  hostilities, 
and  at  once  entered  our  service.  My  con- 
nection with  hospital  was  brief,  but  long 
enough  to  retain  in  my  heart  the  warmest 
feelings  for  each  one  of  my  associates. 

The  exigencies  of  the  service  demanded  all 
who  could  administer  to  the  sick  and 
wounded  of  the  army,  and  I received  an 
appointment  as  contract  physician — i.e., 
acting  assistant  surgeon — July  8,  1862,  from 
Surgeon-General  Samuel  P.  Moore.  The 
name  of  that  grand  head  of  the  medical 
departments  of  the  Confederacy  impels  me 
to  acknowledge  his  kindness  of  heart  to  all 
of  his  subalterns;  also  his  great  work  as  an 
organizer,  his  remarkable  executive  ability, 
fitness  for  the  high  position,  and  his  official 
work.  Resigning  his  position  of  surgeon  in 
the  United  States  army,  he  was  appointed 
Surgeon-General  of  the  army  and  navy  of 
the  Confederacy  June,  1861,  and  continued 
in  office  until  the  surrender;  then  in  practice 
in  Richmond,  Va.,  until  his  death.  Born  in 
Charleston,  S.  C.,  in  1813,  died  in  Rich- 
mond, Va.,  May  31,  1889.  President  of  the 
Association  of  Medical  and  Surgical  Officers 
of  the  Army  and  Navy  of  the  Confederate 
States,  at  Atlanta,  Ga.,  May  25,  1874. 

I was  assigned  on  my  appointment  to  duty 
at  Howards  Grove  Hospital,  Richmond,  Va., 
Dr.  James  Bolton,  surgeon  in  charge.  The 
tents  and  buildings  were  crowded  with 
wounded  soldiers  from  battle  fields  after 
seven  days’  fight  below  Richmond,  Dr.  C. 
D.  Rice,  of  Charleston,  S.  C.,  succeeded 
Surgeon  Bolton,  and  I was  ordered  to  receiv- 
ing and  distributing  hospital  No.  9,  "Sea- 
brooks  Warehouse,”  twelve  hundred  beds, 
Surgeon  C.  W.  P.  Brock  in  charge.  Assistant 
Surgeons  John  Gravatt,  Port  Royal,  Va.,  J. 
W.  Brock,  Richmond,  Va., — Richardson, 
Texas,  John  Bragg,  Petersburg,  et  als.  Dr.  C. 
W.  P.  Brock,  one  of  the  youngest  men  in 
the  profession,  and  now  chief  surgeon  of 
the  Chesapeake  and  Ohio  Railroad.  Ex-Pres. 


Nat.  Ass.  R.  R.  Surgeons,  1893.  Ex-Pres. 
Ass.  Alumni  Med.  College  of  Va.,  and  has 
held  many  other  positions  of  honor  and 
trust. 

I was  then  ordered  to  Chimborazo  Hos- 
pital, after  short  service  at  No.  9,  and  as- 
signed to  Division  5,  "South  Carolina”; 
afterwards  to  Virginia,  Division  No.  1,  and 
remained  until  January,  1864.  Ordered  to 
appear  before  Army  Medical  Board,  com- 
posed of  Surgeons  Gedding,  Holbrook  and 
Robertson,  in  Charleston,  S.  C.  Passed  suc- 
cessfully examination  January  15,  1864,  and 
was  commissioned  assistant  surgeon  Confed- 
erate States  Army  and  ordered  to  report  to 
Medical  Director  J.  D.  S.  Cullen,  of  Lieut. - 
General  Longstreet’s  Corps,  at  Knoxville, 
Tenn.  Reported  to  Surgeon  Maury,  in 
absence  of  medical  director,  and  was  ordered 
by  him  to  report  to  Medical  Director  Frank 
A.  Ramsey,  of  the  Army  of  Tennessee,  and 
by  him  ordered  to  report  to  Surgeon  R.  D. 
Hamilton,  Bristol,  Tenn.  A short  time  there 
in  charge,  temporarily  of  Wayside  Hospital, 
and  in  hospital  at  Abingdon,  Va.,  under 
Surgeon  R.  O.  Curry,  then  in  charge  of 
transportation  of  sick  and  wounded  from 
General  Longstreet’s  army  to  hospitals  along 
line  of  railroads  in  Virginia. 

On  General  Longstreet’s  return  to  Army 
of  Northern  Virginia,  was  assigned  to  Ker- 
shaw’s Brigade,  and  from  Wilderness  to  sur- 
render with  Twentieth  South  Carolina 
Regiment  (a  short  time  with  Seventh  South 
Carolina).  On  retreat  from  Charleston,  S. 
C.,  of  General  Joseph  E.  Johnston’s  army 
was  captured  at  Fayetteville,  N.  C.  Was 
paroled  13th  day  of  May,  1865,  at  Char- 
lotte, N.  C.,  by  Captain  N.  Haight,  U.  S. 
Army. 

The  medical  staff  of  General  Kershaw’s 
Brigade,  afterwards  General  Conner’s  Bri- 
gade, Dr.  James,  Brigade’s  Surgeon: 

Second  South  Carolina  Regiment — Sur- 
geon Simon  Baruch,  now  of  New  York,  and 
well  known  in  connection  with  hydrother- 
apy. Assistant  Surgeon  Nott. 

Third  South  Carolina  Regiment — Sur- 
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geon  James  Evans,  Assistant  Surgeon  Dun- 
lap, Assistant  Surgeon  Mackie. 

Seventh  South  Carolina  Regiment — Sur- 
geon Carlyle,  Assistant  Surgeon  J.  R. 
Gildersleeve. 

Eighth  South  Carolina  Regiment — Sur- 
geon Pearce,  Assistant  Surgeon  Neal,  As- 
sistant Surgeon  Speake. 

Twentieth  South  Carolina  Regiment — 
Surgeon  A.  S.  Sally,  Assistant  Surgeon  D. 
W.  Bartron,  Assistant  Surgeon  J.  R.  Gilder- 
sleeve. 

Dr.  Sally  was  a highly  educated  gentle- 
man of  the  old  school,  honest,  upright  and 
pure.  A writer  and  local  historian. 

My  roster  would  be  incomplete  if  I 
omitted  that  grand  and  venerable  Bishop, 
William  W.  Duncan,  of  the  Methodist  Epis- 
copal Church,  South,  who  was  chaplain  of 
the  Twentieth  South  Carolina  Regiment. 

Of  the  many  who  were  my  confreres  in 
the  different  fields  of  service,  a number  have 
since  achieved  State  and  national  reputa- 
tions, due,  in  a great  measure,  I believe,  to 
the  stern  lessons  inculcated  whilst  partici- 
pants in  the  bloody  drama  enacted  more 
than  four  decades  ago,  which  were  potent 
factors,  developing  in  the  subsequent  battles 
of  life  a courageous  bearing,  a self-reliant 


aggressiveness  and  progressiveness,  ultimate- 
ly leading  to  success — from  defeat  to  vic- 
tory. 

I was,  indeed,  fortunate  in  my  associa- 
tions, and  the  kindness,  counsel  and  encour- 
agement extended  me  from  one  and  all 
made  an  indelible  impression,  and  proved 
formative  influences  in  my  future  life.  For 
all  of  my  dear  comrades,  alive  or  dead,  in 
the  deepest  recesses  of  my  heart  there  is  love. 

But  inexorable  and  mysterious  death,  with 
relentless  hand,  has  been  busy,  and  is  fast 
thinning  out  the  few  remaining  comrades 
in  our  ranks,  a reminder  to  those  of  us  who 
are  still  living  that — 

"Each  day  a leaf  falls  withered  from  the  tree 
Whose  leaves  make  up  the  life  of  thee  and 
me; 

The  leaves  are  counted  and  the  last  is  there 
Ready  to  fall  before  thy  destiny.” 

"Where  are  the  dear  old  faces  gone  a-hiding? 
Where  is  the  far-off  place  of  their  a-biding? 
1 ask  the  Wise,  and  thus  the  Wise  to  me, 
They  are  gone,  and  there  is  never  a-tiding.” 

Let  us  hope,  fellows  and  comrades — 

"That  somewhere  at  life’s  journey’s  end 
Friend  will  again  behold  the  face  of  friend.” 
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Map  of  Chimborazo  General  Hospital,  C.  S.  A. 
as  It  Appeared  July  6,  1862 

SAVAGE  SMITH,  DEL. 


LITTLE  has  been  known  as  to  the  exact 
location  and  the  detailed  layout  of  the 
Chimborazo  General  Hospital.  This  hospital 
was  built  by  slave  labor  to  care  for  the 
wounded  and  sick  of  the  Confederate  States 
Army  and  consisted  of  very  many  one  story 


wooden  pavilions  or  wards.  It  became  famed 
on  account  of  the  low  mortality  rate  and  the 
vast  number  of  patients  taken  care  of.  As 
a consequence  of  the  blockade  of  the  Con- 
federate States  there  was  a great  scarcity  of 
all  materials  and  supplies.  There  was  also  a 
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serious  shortage  of  personnel,  including  doc- 
tors, yet  this  hospital  was  managed  in  a most 
efficient  way  and  achieved  the  remarkable 
result  of  lowering  the  general  mortality  to 
less  than  10  per  cent.  The  number  of  pa- 
tients taken  care  of  and  the  mortality  rate 
has  not  been  surpassed  until  the  present 
World  War  II.  The  map  shows  that  the  site 
of  the  hospital  on  July  6,  1862,  was  bounded 
by  Clay  Street  on  the  north,  Bloody  Run  on 
the  West  and  the  York  River  Railroad  on 
the  southeast.  It  was  situated  on  the  high 
elevation  of  Chimaborazo  Hill,  flooded  with 
sunlight,  swept  by  southern  breezes  and 
commanded  a beautiful  outlook.  On  July 
6,  1862,  the  hospital  consisted  of  over  100 
buildings,  98  of  these  buildings  being  pavil- 
ions for  housing  patients.  These  buildings 
were  situated  in  rows  facing  south  and  over- 
looking the  brow  of  the  hill  with  streets  be- 
tween the  rows  of  buildings.  North  and  east 
of  these  pavilions  were  situated  the  head- 
quarters, kitchen  or  bakery,  the  guard  house, 
the  dead  house  and  the  latrines,  which  were 
somewhat  down  the  hill  apparently  draining 
into  Bloody  Run. 

Numerous  wells  and  springs  furnished  the 
water  supply.  A store  house,  corresponding 
to  the  modern  central  supply  depot,  was  in 
the  center  of  the  pavilions  where  it  would 
be  most  accessible.  There  was  a large  stable 


to  the  east  taking  care  of  the  horses  used  for 
transportation.  The  milk  house  or  dairy  was 
on  Williamsburg  Avenue  just  across  the 
York  River  Railroad  on  the  south. 

One  of  the  most  interesting  features  of 
this  map  is  that  it  contains  a list  of  the  corps 
of  officers  of  the  general  staff,  headed  by 
Dr.  James  B.  McCaw,  Surgeon  in  Chief.  A 
list  of  the  personnel  of  the  First,  Second, 
Third,  Fourth  and  Fifth  Divisions,  including 
the  names  of  the  surgeons,  stewards,  apothe- 
caries and  other  personnel,  appears  below. 
Discoloration  of  the  original,  due  to  contact 
with  a piece  of  black  walnut,  prohibited  the 
reproduction  in  legible  form  of  the  names 
of  members  of  the  staff. 

As  the  war  progressed  this  hospital  was 
greatly  enlarged,  overflowing  into  the  sur- 
rounding property  and  a great  many  addi- 
tional buildings  were  added  so  that  ulti- 
mately it  is  said  to  have  accommodated  from 
eight  to  ten  thousand  patients. 

This  map  is  from  the  papers  of  Dr. 
James  B.  McCaw  and  the  original  is  now  the 
property  of  his  grandson,  Dr.  James  McCaw 
Tompkins.  A photostatic  copy  of  the  origi- 
nal map  is  in  the  library  of  the  Medical  Col- 
lege of  Virginia. 

Reprinted  fom  Virginia  Medical  Monthly  71:  3, 
March,  1944. 
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The  Implications  of  the  Medical  History  of 
General  Lee 


JOHN  C.  KRANTZ,  Jr.,  Ph.D. 
Baltimore,  Maryland 


A FLEECE-LIKE  FOG  enveloped  the 
Ohio  River  that  early  morning  in 
March,  1838,  as  the  old  paddle  steamer 
puffed  leisurely  downstream  toward  the  Mis- 
sissippi, later  to  be  named  by  President  Lin- 
coln as  the  "Father  of  Waters”.  Standing 
on  the  bow  with  his  erect  body  silhouetted 
against  the  pearl-gray  sky  was  First  Lieu- 
tenant Robert  E.  Lee.  An  order  from  the 
United  States  Engineer  Corps  dated  April 
6,  1837,  assigned  First  Lieutenant  Robert  E. 
Lee  to  work  on  the  channel  of  the  Mississippi 
River  at  St.  Louis.  The  river  was  washing 
out  a new  channel  on  the  Illinois  shore.  The 
cutting  of  this  channel  was  throwing  up  a 
bar  opposite  the  town  of  St.  Louis.  The  out- 
come of  this  river  prank  was  all  too  serious 
to  the  populace  of  the  town;  its  commerce 
was  in  danger  of  complete  destruction.  This 
was  the  problem  to  which  the  enterprising 
engineer,  Lt.  Lee,  was  assigned. 

The  day  that  the  Lees  arrived  in  St.  Louis, 
Dr.  William  Beaumont  took  possession  of 
the  greater  portion  of  the  Clarke  premises 
and  remained  there  for  a period  of  eighteen 
months  until  October  31,  1839.  It  is  likely 
that  Lee  and  Beaumont  met  here  for  the 
first  time,  for  Beaumont  had  refused  to  live 
in  Jefferson  barracks  at  St.  Louis.  For  the 
month  of  May,  1838,  the  families  of  Clarke, 
Lee  and  Beaumont  found  themselves  to- 
gether in  the  Clarke  mansion.  In  June  the 
Clarkes  moved  and  the  Lees  occupied  the 
two  rooms  and  portico  that  had  been  the 
home  of  Meriwether  Clarke  and  his  wife. 

Here  the  Lees  and  the  Beaumonts  lived 
together  for  one  year  in  complete  harmony. 
The  children  playing  together  imagined 
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themselves  steamboats  puffing  along  the  Mis- 
sissippi, and  as  Lt.  Lee  commented,  "They 
played  so  hard  I was  fearful  of  the  bursting 
of  their  boilers.”  Frequently  after  a day  of 
arduous  toil  on  the  Mississippi  the  two  fam- 
ilies joined  their  thoughts  in  music.  Beau- 
mont’s daughter,  Sarah,  played  the  piano. 
"Major  Hitchcock,  a frequent  visitor,  joined 
in  on  the  flute  and  Lee,  not  dreaming  of 
secession,  turned  the  pages.”  Lee  became  very 
fond  of  the  congenial  Mrs.  Beaumont  and 
later  in  his  letters  to  his  friends  in  St.  Louis 
always  wanted  to  be  remembered  to  the  wife 
of  the  doctor  as  well  as  to  his  staunch  friend, 
the  doctor  himself.  The  young  engineer  in 
these  pleasant  surroundings  pushed  forward 
his  work  on  the  harbor,  which  acquired  for 
him  an  enviable  reputation  and  a Captain’s 
commission. 

Prior  to  meeting  Lt.  Lee,  William  Beau- 
mont had  performed  the  experiments  which 
were  to  immortalize  him  in  the  field  of 
medicine,  and  this  is  how  it  happened.  The 
report  of  the  discharge  of  a gun  was  not 
an  occasion  for  alarm  at  Mackinac;  hunting 
was  a recognized  occupation.  But  on  June 
6,  1822,  inadvertently  a shot  was  fired,  the 
report  of  which  reverberated  around  the 
world  and  its  echo  was  to  be  heard  through 
more  than  a century  of  oncoming  time. 
Alexis  St.  Martin,  a youth  of  nineteen  years, 
was  shot  while  standing  adjacent  to  the  bar- 
rel of  a shotgun.  The  whole  discharge,  wad- 
ding and  all,  entered  his  body  in  the  upper 
abdominal  region.  He  fell,  his  shirt  was 
burning — the  prognosis  of  the  bystanders 
was  death.  But  destiny  had  carved  a differ- 
ent course  for  St.  Martin.  Beaumont  was 
called.  In  twenty  minutes  he  was  at  the 
side  of  the  moribund  youth.  His  surgery 
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was  effective;  his  tonic  of  muriatic  acid  and 
wine  was  alleged  to  contribute  strength  and 
St.  Martin  recovered.  After  the  cicatriza- 
tion of  his  wound  he  was  left  with  a gastric 
fistula,  a human  guinea  pig. 

It  was  this  unique  test  object  which  en- 
abled Beaumont  to  study  the  fundamentals 
of  the  peptic  digestion  process.  Beaumont, 
away  from  any  laboratory  of  physiology,  an 
army  surgeon  on  the  frontier  of  civilization, 
adequately  described  the  basis  of  the  process 
of  protein  digestion  in  the  stomach.  St. 
Martin’s  gastric  juice  secreted  at  Mackinac 
was  sent  to  Franklin  Bache,  grandson  of 
Benjamin  Franklin,  at  Philadelphia.  It 
crossed  the  Atlantic  and  reached  the  great 
Swedish  chemist,  Berzelius,  in  Stockholm, 
and  Professor  Dunglison  of  the  University 
of  Virginia  determined  in  it  the  presence  of 
hydrochloric  acid. 

Lee’s  interesting  friendship  with  Beau- 
mont brought  him  personally  in  contact 
with  one  of  the  great  characters  of  Ameri- 
can medicine.  Later  he  was  to  experience 
personal  illness  which  would  bring  him  into 
the  patient-doctor  relationship  with  many 
other  physicians.  On  April  25,  1853,  Dr. 
Beaumont  died.  Thus  death  ended  a friend- 
ship of  fourteen  years  but  for  Lee  a rapidly 
pyramiding  series  of  events  were  bringing 
him  with  meteoric  rapidity  into  national 
prominence.  One  of  these  events  had  med- 
ical significance. 

In  July,  1849,  Lee  was  engaged  personally 
in  the  supervision  of  laying  the  huge  stones 
which  were  to  form  the  underwater  founda- 
tion of  Fort  Carroll  in  the  Patapsco  River, 
the  harbor  of  Baltimore.  Fie  experimented 
with  the  problem  of  laying  concrete  under 
water.  Late  in  July,  Lee  developed  malarial 
fever  which  became  so  severe  that  he  was 
forced  to  return  to  his  home  in  Arlington. 
Although  he  improved  and  was  able  to  re- 
turn to  work,  the  illness  still  dogged  him. 
Freeman  records  that  this  was  his  only  illness 
prior  to  1863  of  which  there  is  any  record. 

Although  the  nature  of  malaria  and  its 
transmission  by  the  anopheles  mosquito  was 
not  discovered  until  the  turn  of  the  century, 


it  does  appear  that  Lee  was  stricken  with 
the  plasmodium  vivax.  This  form  of  ma- 
laria is  characterized  by  exacerbations  when 
the  individual  is  under  stress,  with  concom- 
itant lowered  resistance,  and  in  a hot  climate 
suitable  for  the  proliferation  of  the  plas- 
modium. This  was  substantiated  by  the  fact 
that  the  disease  returned  during  the  hard 
summer  campaigns  of  Antietam  and  Gettys- 
burg. Indeed  it  is  possible  that  the  plasmo- 
dium vivax  played  a role  in  the  outcome  of 
these  crucial  battles  and  consequently  in 
ultimate  loss  of  war  by  the  Confederacy. 
The  records  show  that  malaria  was  the  most 
prevalent  disease  extant  in  the  armies  under 
the  Stars  and  Bars. 

Malaria  is  as  old  as  the  written  pages  of 
the  history  of  mankind.  The  writer  of  the 
book  of  Deuteronomy  states,  "And  the  Lord 
will  smite  thee  with  a consumption  and  a 
fever  and  with  an  inflammation  and  an  ex- 
treme burning.”  Nor  was  the  disease  new 
to  military  history  in  the  Civil  War.  The 
vacillation  of  the  Greeks  before  the  walls  of 
Troy  was  not  due  to  their  lack  of  military 
prowess  but  to  the  malaria  which  was  ramp- 
ant in  their  ranks.  The  soldiers  of  Hanni- 
bal, victims  of  the  ubiquitous  anopheles, 
dropped  like  mists  before  the  sun  in  the 
pestilential  regions  surrounding  Rome.  In 
the  Yorktown  campaign,  which  was  to  close 
the  Revolutionary  War,  General  Washing- 
ton had  a formidable  ally  in  the  dashing 
young  General  Lafayette.  There  was,  how- 
ever, another  ally  of  Washington  and  his 
colonial  troops.  It  was  insidious,  subtle  and 
unrelenting.  Malaria  was  extant  in  ranks  of 
the  troops  under  Cornwallis.  In  World  War 
I the  ill-fated  British  Expeditionary  Force  to 
the  Dardenelles  was  to  encounter  the  omni- 
present anopheles  mosquito.  Ninety-five 
thousand  of  the  115  thousand  troops  con- 
tracted malaria.  It  was  here  that  the  English 
lost  that  brilliant  scientist,  Moseley,  who  at 
27  years  of  age  had  discovered  the  atomic 
numbers  of  the  atoms  of  the  elements.  This 
was  a loss  to  all  mankind. 

Prior  to  World  War  II,  quinine,  the  al- 
kaloid isolated  by  Pelletier  and  Caventou  in 
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1820,  was  the  principal  antimalarial  drug. 
The  Dutch-owned  island  of  Java  produced 
95  per  cent  of  the  world’s  supply  of  quinine. 
When  the  island  fell  into  Japanese  hands 
shortly  after  the  attack  on  Pearl  Harbor  our 
ability  to  combat  malaria  and  sustain  troops 
in  the  jungle  could  have  been  thwarted  with 
the  loss  of  this  island.  Atabrine,  a product 
of  German  scientific  ingenuity,  was  synthe- 
sized by  American  chemists  and  it  became 
our  principal  antimalarial  drug.  The  success- 
ful campaigns  of  the  Pacific,  North  Africa 
and  Sicily  would  have  been  impossible  with- 
out it. 

Malaria  still  poses  one  of  the  world’s 
greatest  disease  problems.  Approximately 
500  million  people,  about  one-fifth  of  the 
world’s  population,  suffer  with  this  disease. 
The  number  of  deaths  each  year  is  approxi- 


Fig. 1.  Robert  E.  Lee  (age  43-44).  Just  prior  to  becom- 
ing superintendent  of  U.  S.  Military  Academy  in  1852. 
Original  daguerreotype  by  Mathew  B.  Brady. 


mately  two  million.  Science  has  met  the 
problem  adequately.  Atabrine  was  followed 
by  chloroquine  and  later  with  Primaquin 
and  Daraprim.  These  drugs,  coupled  with 
such  insecticides  as  DDT,  can  eradicate  the 
disease.  But  other  problems  are  posed  by 
the  eradication  of  this  disease.  Where  the 
incidence  of  the  disease  is  greatest,  the  eco- 
nomic structure  of  the  communities  is  low- 
est and  the  cost  of  medication  and  bulging 
population  pressures  militate  against  the 
conquest  of  man’s  unrelenting  enemy,  ma- 
laria. 

The  hard  campaign  of  the  battle  of  An- 
tietam  was  over.  The  Army  of  Northern 
Virginia  was  quartered  south  of  the  Rappa- 
hannock during  the  dismal  winter  1862- 
1863.  In  the  spring  of  1863  Lee  was  eager 
to  take  the  offensive  again  and  carry  the  war 


Fig.  2.  Robert  E.  Lee  (age  55).  This  photograph  was 
made  about  the  time  General  Lee  became  Commander 
of  the  Army  of  Northern  Virginia. 
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into  Maryland  and  Pennsylvania.  At  a cru- 
cial point  in  the  planning  of  his  campaign 
against  the  Union  forces  under  Hooker,  the 
fates  conspired  against  the  Confederacy  and 
Lee  became  ill.  This  was  his  first  illness  as 
Commander  of  the  Army  of  Northern  Vir- 
ginia. 

The  General  had  been  suffering  from  in- 
somnia. He  contracted  a severe  throat  infec- 
tion which  left  him  with  severe  pains  in 
the  arms  and  chest.  Medical  historians  be- 
lieve that  these  paroxysms  were  anginal  in 
origin  and  secondary  to  a pericarditis.  The 
severity  of  the  illness  necessitated  his  removal 
from  the  bleak  quarters  and  to  be  placed 
under  the  care  of  Dr.  Lafayette  Guild.  Guild 
was  taken  sick  and  Lee  was  placed  under  the 
care  of  Dr.  S.  M.  Bemiss,  a distinguished 
New  Orleans  physician  who  was  serving  as 
a surgeon  with  the  Confederate  forces. 

Lee  was  in  bed  for  several  days.  He 
stated,  "They  are  tapping  me  all  over  like 
an  old  steam  boiler  before  condemning  it.” 
After  a week  his  symptoms  ameliorated.  He 
was  left  with  what  his  medical  advisers 
termed  rheumatic  twinges  and  weakness.  It 
is  probable  the  twinges  were  anginal  in  ori- 
gin. This  illness  partially  incapacitated  him 
for  almost  a month.  Back  in  action  he  faced 
the  enemy  at  Chancellorsville,  where  he  was 
to  lose  what  Freeman  called  "his  right  arm,” 
Stonewall  Jackson. 

In  1863  there  were  no  specific  anti-infec- 
tive drugs.  The  incriminating  laryngitis 
could  have  been  thwarted  by  the  sulfona- 
mides, or  the  antibiotics.  This  may  have 
changed  the  course  of  the  war.  The  peri- 
carditis, had  it  developed,  likewise  would 
have  likely  yielded  to  massive  antibiotic 
therapy.  Although  the  disease,  angina  pec- 
toris, with  its  classical  symptoms  had  been 
described  by  Heberden  in  1768,  no  specific 
drugs  were  available.  It  was  not  until  1867, 
four  years  after  Chancellorsville,  that  the 
famous  English  theraepist,  Lauder  Brunton, 
described  the  value  of  amyl  nitrite  in  angio- 
spastic disease  and  a decade  later  Murrell  used 
glyceryl  trinitrate  in  its  treatment.  Nearly 
a century  later  glyceryl  trinitrate  remains 


the  drug  of  choice  in  angina  pectoris.  Its 
prompt  dilatation  of  the  coronary  vessels, 
relieving  the  cardiac  hypoxia,  has  given  it 
an  enviable  position  in  the  therapy  of  angina 
which  today  remains  unchallenged. 

The  problem  of  medical  care  in  the  Con- 
federate Army  was  colossal.  To  illustrate: 

The  Confederacy  had  600,000  men  under 
arms.  Of  this  number,  200,000  died  of 
wounds  or  disease  and  it  is  estimated  that 
the  entire  600,000  were  at  one  time  or  an- 
other under  medical  care  for  the  treatment 
of  disease  or  wounds. 

Dr.  William  H.  Taylor  told  of  his  experi- 
ence in  the  treatment  of  the  variety  of  ail- 
ments which  the  military  surgeon  encoun- 
tered. He  carried  a ball  of  opium  in  one 
trouser  pocket  and  a ball  of  blue  mass  in  the 
other.  He  asked  the  question,  "How  are 
your  bowels?”  If  open,  he  gave  opium  and 
if  shut  he  gave  blue  mass. 

Medical  supplies  were  very  limited.  The 
most  valued  medicament  was  whiskey  and 
apple  brandy.  Morphine  was  available  in  a 
limited  amount  only.  It  sold  for  $28  a dram, 
and  quinine  $22.2  5 an  ounce.  Chloroform 
was  the  anesthetic  choice  in  the  Confederate 
Army.  Surgical  mortality  was  extraordi- 
narily high  and  abdominal  wounds,  pene- 
trating a viscus,  were  almost  invariably  fatal. 

The  high  watermark  of  the  Confederacy 
had  been  reached  in  charge  of  Pickett’s  bri- 
gade at  Gettsyburg.  In  the  spring  of  1864, 
Grant  carried  the  war  into  Virginia  to  crush 
the  Army  of  Northern  Virginia  and  take 
the  capital  city  of  Richmond.  Grant  suf- 
fered 33,000  casualties  in  the  Battle  of  the 
Wilderness  and  Lee’s  dauntless  army  lost 
20,000  men.  Lee  concluded  that  Grant  was 
poised  to  march  on  Richmond  and  invited 
attack  in  order  to  split  the  enemy’s  forces. 
At  this  critical  point  Lee  was  plagued  with 
an  acute  intestinal  ailment.  He  was  forced 
to  leave  his  tent  and  take  treatment  in  a 
hospital  house.  As  he  lay  prostrated  by  his 
illness  he  would  often  repeat,  "We  must 
strike  them  a blow.”  His  temper  flared  at 
Colonel  Venable  as  he  attempted  to  direct 
the  campaign  from  his  bed.  Lee  partially 
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regained  his  strength  and  rode  with  his  old 
audacity  with  his  troops  in  a carriage  to  Cold 
Harbor.  Thus  at  a critical  period  of  the 
Wilderness  campaign  Lee  was  nearly  inca- 
pacitated for  about  1 5 days  with  what  has 
been  called  a severe  intestinal  ailment.  Gen- 
eral Ewell  was  simultaneously  affected  with 
the  same  type  of  illness. 

The  duration  of  the  debilitating  diarrhea 
which  afflicted  General  Lee  appears  to  rule 
out  the  possibility  of  an  acute  type  of  food 
poisoning.  Rather  one  is  disposed  to  consider 
that  the  attack  was  one  of  bacillary  dysen- 
tery or  amebiasis.  With  the  assumption  that 
it  was  of  bacterial  origin,  it  is  clear  that  the 
remedies  of  Lee’s  day  would  be  of  little  avail. 
Calamus  root,  tannin-bearing  herbs  and 
opium  to  check  the  diarrhea  were  the  stand- 
ard drugs  of  choice.  The  role  of  bacteria  as 
a causative  factor  in  childbed  fever  had  only 
been  discovered  14  years  prior  to  the  Battle 
cf  the  Wilderness  by  Ignaz  Semmelweiss  in 
Vienna. 

Advances  in  this  field  have  been  marked. 
W ith  one  of  the  non-absorbable  sulfonamides 
such  as  sulfaphthaladine,  or  a suitable  anti- 
biotic, Lee  could  have  joined  his  troops 
a:tride  Traveler  in  a few  days. 

One  cannot  rule  out  the  possibility  of 
amebiasis.  The  endameba  histolytica  was  not 
identified  by  Koch  as  the  incriminating  or- 
ganism in  this  disease  until  18  83.  Strides  of 
great  magnitude  have  also  been  made  in  this 
field.  Emetine,  the  alkaloid  of  ipecac,  has 
been  joined  with  the  arsenic-bismuth-bear- 
ing compound  Milibis  and  the  antibiotic 
terramycin.  Any  of  these  drugs  could  have 
thwarted  the  disease  within  a period  3 to  5 
days.  It  is  of  interest  that  Napoleon  suffered 
with  amebiasis,  when  he  was  in  exile  on  St. 
Helena. 

From  the  Wilderness  to  Appomattox, 
General  Lee  appeared  to  suffer  with  no 
major  illness.  His  letters,  however,  register 
complaints  of  muscle  and  joint  pains  to 
which  he  referred  as  sciatica,  lumbago  and 
rheumatism,  on  various  occasions. 

During  the  first  few  years  of  his  presi- 
fency  at  Washington  College  1865-68,  Lee 


appeared  to  be  in  reasonably  good  health. 
However,  his  old  enemies  rheumatism  and 
angina  pectoris  were  simply  lying  in  ambush 
waiting  to  strike  their  final  blow.  In  Oc- 
tober, 1869,  Lee  had  driven  some  members 
of  his  family  for  a ride  in  a carriage.  Upon 
return  the  mare  stumbled  and  fell  in  front 
of  the  house  as  if  she  were  dead.  Lee  found 
that  the  animal  was  nearly  choked  by  a tight 
collar.  He  rebuked  himself  severely  and  in 
emotional  distress  caressed  the  animal.  Later, 
symptoms  of  chest  pain  developed  along 
with  a heavy  cold.  Doctors  diagnosed  his 
malady  as  a return  of  the  pericarditis.  The 


Fig.  3.  Robert  E.  Lee  (age  63).  This  photograph  was 
made  about  nine  months  prior  to  his  death. 


illness  persisted  and  the  General  was  of  the 
opinion  that  his  public  life  was  about  over. 
In  March,  1870,  the  college  gave  him  a leave 
of  absence  to  travel  to  warmer  climates, 
which  it  was  believed  would  be  beneficial 
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to  his  rheumatic  condition.  This  was  to  be 
the  final  review. 

Lee  was  hailed  with  praise  and  adulation 
as  he  visited  many  of  the  cities  of  the  South. 
His  soldiers  came  from  far  and  near  to  pay 
homage  to  their  peerless  leader.  At  Augusta 
a young  boy,  13  years  of  age,  threaded  his 
way  through  a crowd  of  soldiers  and  looked 
on  the  General  with  veneration.  His  name 
was  Woodrow  Wilson.  This  final  parade  of 
the  great  soldier  was  wearing  and  fraught 
with  great  emotion.  In  his  letters  he  com- 
plained about  the  chest  pain  becoming  un- 
relenting. He  now  experienced  the  pain 
while  at  rest  in  addition  to  following  exer- 
tion. Lee  stated  his  "complaint  was  fixed 
and  old.” 

After  returning  to  Lexington,  Lee,  fol- 
lowing the  advice  of  his  physicians,  set  out 
for  Baltimore  to  consult  Dr.  T.  H.  Buckler, 
who  had  gone  to  Paris  after  the  end  of  the 
war  and  had  returned  to  Baltimore.  Balti- 
more was  the  site  of  Lee’s  first  major  illness, 
malaria,  and  it  is  ironical  that  he  should  have 
been  sent  there  to  seek  advice  in  his  last  ill- 
ness. The  journey  was  exhausting  for  Lee. 
Buckler  reported  that  his  heart  and  lungs 
were  "working  well”  although  the  heart  was 
somewhat  "diffuse”.  Lee  was  told  that  his 
principal  difficulty  stemmed  from  his  rheu- 
matic "constitution”.  He  was  advised  to 
avoid  exposure  to  cold,  dress  warmly  and 
drink  lemon  juice.  That  this  rheumatic  con- 
dition was  the  source  of  great  distress  to 
the  General  is  evidenced  by  the  fact  that  in 
August,  1870,  he  visited  Hot  Springs  to  take 
the  "broiler”  and  "hot  spout”  treatment. 
Furthermore,  his  physician  had  applied  the 
blister  treatment  to  relieve  his  painful  shoul- 
der. The  blistering  plaster  of  cantharidies  as 
a powerful  counterirritant  was  considered 
standard  medical  practice  in  Lee’s  time. 

The  late  Dr.  Lewellys  F.  Barker  in  his 
study  of  the  medical  records  of  General  Lee 
was  of  the  opinion  that  Lee  suffered  from 
arthritis  in  the  shoulder  joints  and  in  the 
spine,  in  addition  to  his  anginal  pain.  In  this 
field  of  therapy  it  is  clear  that  real  advances 
have  been  achieved.  The  wonder  drug  of 
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the  turn  of  the  century  was  aspirin.  It  re- 
mains so  today.  It  is  likely  that  Lee  could 
have  lived  more  comfortably  with  less  pain 
and  more  freedom  of  joint  movement  with 
a regimen  of  salicylate  therapy.  Further- 
more, with  the  advent  of  steroid  therapy  in 
the  arthritides  by  Hench  in  1949,  cortisone, 
hydrocortisone,  and  later  Prednisone  and 
Aristocort,  have  been  made  available  in  the 
treatment  of  arthritis.  Almost  overnight 
these  substances  have  magically  opened 
doors  that  led  to  a better  understanding  of 
the  etiology  and  therapy  of  rheumatoid 
arthritis.  At  long  last  the  "Great  Crippler” 
with  its  distorted  biochemical  and  physio- 
logic balances  is  beginning  to  reveal  itself 
and  yield  to  these  powerful  and  precise  tools. 

For  General  Lee  the  shadows  were  rapidly 
lengthening  and  the  sun  was  fading  beyond 
the  western  horizon.  It  was  September  28, 
1870.  Lee’s  schedule  for  that  day  was  rou- 
tine college  administration  and  a meeting  of 
the  vestry  of  Grace  Church  at  4:00  P.M. 
Eight  years  prior  to  this  fateful  day  the 
Antietam  campaign  was  completed  and  Lee 
wrote  to  President  Davis,  "History  records 
but  few  examples  of  a greater  amount  of 
labor  and  fighting  than  have  been  done  by 
this  army  during  the  present  campaign.” 
The  day  was  rainy  and  chilly,  the  meeting 
room  at  the  church  was  unheated.  Lee  pre- 
sided over  the  vestry  with  a cape  around 
him.  Here  Lee  rendered  his  last  service, 
away  from  the  crackling  sound  of  musket 
fire  at  Antietam,  far  from  the  glory  of 
Chancellorsville;  here  under  the  great  cano- 
py of  God  he  subscribed  $5  5 to  support  the 
salary  of  Doctor  Pendleton,  the  clergyman, 
who  was  one  of  his  former  lieutenants  in 
arms.  Returning  home  he  collapsed  at  the 
dinner  table  in  an  attempt  to  offer  thanks 
to  God. 

Lee  probably  suffered  from  a cerebral 
thrombosis  which  was  designated  by  his 
physicians  as  a "venous  congestion”.  He 
rallied  to  a state  of  blurred  consciousness. 
He  took  his  medicine  faithfully.  The  doc- 
tors applied  cold  dressings  to  his  head  and 
hot  applications  to  his  feet.  They  cupped 
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him  and  gave  him  medicine,  as  Mrs.  Lee  re- 
corded in  a letter  to  her  cousin.  He  slept 
much  and  talked  very  little.  On  October  8 
he  stated  to  his  physician  slowly  and  dis- 
tinctly, "I  . . . feel  . . . better.”  In  spite  of 
the  hopeful  spirits  of  his  doctors  and  his 
former  comrades  in  arms,  life  was  ebbing 
fast  away  and  he  sensed  it.  On  October  12 
at  9:15  A.M.,  Grant  was  likely  sitting  corn- 


century  point  clearly  to  two  salient  facts. 
First,  in  the  physical  ailments  with  which 
the  General  was  associated  or  personally  af- 
flicted tremendous  strides  have  been  made. 
One  might  reiterate — peptic  ulcer  and  his 
association  with  William  Beaumont,  malaria, 
septic  sore  throat,  pericarditis,  angina  pec- 
toris, and  arthritis.  And  indeed  our  knowl- 
edge of  the  arteriosclerotic  processes  is  at 


Fig.  4.  The  Deathbed  of  Robert  E.  Lee. 


fortably  in  the  White  House  at  breakfast, 
Lee  was  unconscious.  Perhaps  through  his 
ischemic  brain  again  soared  the  thoughts  of 
Malvern  Hill,  or  the  Wilderness  and  the  for- 
ward movements  of  the  Army  of  Northern 
Virginia.  Clearly  he  exclaimed,  "Strike  the 
tent,”  and  the  disease  process  which  began 
at  Chancellorsville  now  claimed  him  at  Lex- 
ington. It  is  likely  that  the  old  actor,  arterio- 
sclerosis, famed  for  his  multiplicity  of  roles, 
came  finally  upon  the  stage  to  end  the  act 
and  draw  the  curtain.  And  Lee  then  had 
broken  the  barrier  of  time  and  now  be- 
longed to  the  ages:  magnificent,  majestic 
and  dauntless  to  the  end. 

The  implications  of  medical  history  of 
General  Lee  in  the  retrospect  of  almost  a 


long  last  being  unravelled.  Second,  in  the 
moral  and  emotional  forces  of  man’s  life 
there  appears  to  be  little  or  no  progress  in 
the  century  which  has  passed  since  the  War 
Between  the  States.  Pride,  rapaciousness, 
selfishness  and  greed,  the  precursors  of  war, 
still  are  rampant  among  the  nations.  The 
glory  has  been  removed  from  war,  but  addi- 
tional horror  has  been  substituted  for  it.  If 
Lee  could  return  I feel  that  his  clarion  mes- 
sage for  all  mankind  would  be  that  which 
echoed  through  the  Galilean  hills  two  thou- 
sand years  ago,  "Blessed  are  the  peacemakers 
for  they  shall  be  called  the  children  of  God.” 


29  South  Greene  Street 
Baltimore,  Maryland 
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Surgeons  and  Surgical  Care  of  the 
Confederate  States  Army 


ON  APRIL  2,  1865,  a courier  handed 
President  Jefferson  Davis  a note  as  the 
President  of  the  Confederate  States  of 
America  was  attending  services  at  St.  Paul’s 
Church  in  Richmond,  Virginia.  President 
Davis  flushed  portentously,  rose  to  his  feet, 
and  left  the  church.  Petersburg  had  fallen; 
the  year-long  siege  of  Richmond  had  been 
lost.  Soon  the  exodus  from  Richmond  be- 
gan, and  with  it,  the  southern  end  of  the 
city  was  purposefully  ignited.  Tobacco 
warehouses  below  the  State  House  burned, 
as  did  two  important  houses,  which,  with 
their  contents,  were  completely  destroyed. 
One  building  was  the  office  of  Surgeon-Gen- 
eral Samuel  P.  Moore,  and  the  other  was  the 
house  adjacent,  in  which  were  stored  records 
and  reports  of  the  Medical  Corps  that  had 
been  accumulating  during  the  four  years  of 
the  War  Between  the  States.  Following  the 
loss  of  this  invaluable  material,  the  prepara- 
tion of  an  adequate  history  of  the  Medical 
Corps  of  the  Confederate  States  Army  or  a 
compilation  of  a roster  of  its  personnel  has 
never  been  achieved. 

Although  little  is  known  of  the  small 
though  extremely  inventive  and  effective 
Corps  of  Confederate  Military  Surgeons, 
the  enormity  of  their  task  has  been  chroni- 
cled in  unit  strength  reports.  In  retrospect, 
its  gargantuan  achievement  can  occasion 
only  incredulity  and  disbelief. 

Starke,  Richard  Boies,  M.D.,  Attending  Surgeon 
in  charge  of  Plastic  Surgery,  St.  Luke’s  Hospital,  New 
York;  Assistant  Professor  of  Clinical  Surgery,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  University. 

Presented  as  the  Walter  Reed  Lecture  before  the 
Section  on  the  History  of  Medicine  of  the  Richmond 
Academy  of  Medicine,  February  9,  1960. 

Reprinted  from  the  Virginia  Medical  Monthly, 
Vol.  87:  May,  1960. 


RICHARD  BOIES  STARK,  M.D. 

New  York,  New  York 

Size  of  the  Confederate  States  Army  and 
the  Numbers  of  Its  Casualties 

Confederate  forces  actively  engaged  in 
the  four-years  War  Between  the  States 
numbered  no  more  than  600,000  troops. 
This  small  force  faced  a total  number  of 

2.800.000  soldiers  mustered  as  volunteers 
and  through  the  world’s  first  military  draft 
into  the  Union  Army,  or  approximately 
four  times  the  fighting  contingent  of  the 
Confederate  States.  Of  the  600,000  Con- 
federate troops,  54,000  were  killed  outright 
and  approximately  200,000  died  either  from 
battle  wounds  or  from  disease.  Another 

200.000  were  lost  to  the  Confederate  States 
Army  as  prisoners  of  war  because  of  the 
policy  of  non-exchange  of  prisoners  adopted 
and  enforced  by  the  United  States.  Another 

100.000  were  discharged  because  of  disa- 
bility from  wounds  or  disease  or  actually 
deserted  during  the  war  years.  Within  this 
small  and  horribly  decimated  force,  approxi- 
mately 3,000,000  cases  of  wounds  and  disease 
were  cared  for  by  the  Medical  Corps  of  the 
Confederate  States  Army.  On  an  average, 
then,  each  Confederate  soldier  was  disabled 
by  wounds  and  sickness  about  six  times  dur- 
ing the  war.  On  April  9,  1865,  as  the  war 
ended  at  Appomattox,  General  Lee  could  not 
muster  10,000  men  who  were  fit  for  active 
warfare  from  his  former  great  Army  of 
Northern  Virginia;  Dick  Ewell  surrendered 
at  Sailor’s  Creek  with  only  8,000  men  to 
Phil  Sheridan. 

The  Medical  Department,  C.S.A. 

When  the  Confederacy  was  born,  its 
capital  was  Montgomery,  Alabama.  The  first 
Surgeon-General  was  Dr.  D.  C.  DeLeon,  a 
member  of  one  of  Mobile,  Alabama’s  most 
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Medical  Officers,  Confederate  States  Army. 

1.  Samuel  Morrison  Brown.  2.  Thomas  H.  Williams.  3.  Lafayette  Guild. 
4.  Captain  Sally  Tompkins.  5.  J.  S.  D.  Cullen 
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distinguished  families.  Shortly  thereafter, 
when  the  Capital  was  moved  to  Richmond, 
the  post  of  Surgeon-General  went  to  Samuel 
Preston  Moore  (November  7,  1861).  Prior 
to  this,  Moore  had  served  in  the  Medical 
Corps  of  the  United  States  Army  for 
twenty-six  years.  As  a nucleus  for  his  Medi- 
cal Corps,  Moore  could  draw  upon  the  ex- 
perience of  but  twenty-four  military  sur- 
geons, who  resigned  their  commissions  in 
the  Union  Army  to  join  the  Confederacy, 
and  of  two  civilian  surgeons  (Dr.  St.  George 
Peachy  and  Dr.  E.  J.  Eldridge)  who  had 
served  in  the  Crimean  War  (1854-6). 

The  Medical  Corps  was  organized  to 
mirror  that  of  the  United  States  Army  with 
three  ranks:  The  Surgeon-General  had  the 
rank,  pay,  and  privileges  of  a Brigadier  Gen- 
eral; Surgeons  were  equivalent  to  Majors  of 
Cavalry;  while  Assistant  Surgeons  were 
ranked  with  Captains  of  Cavalry.  In  ad- 
dition, provision  was  made  for  Contract 
Surgeons,  who  were  considered  to  be  Acting 
Assistant  Surgeons,  with  the  pay  and  privi- 
leges of  a Second  Lieutenant. 

The  Medical  Corps  of  the  Confederate 
States  Army  was  made  up  entirely  of  general 
practitioners  who  had  served  in  all  parts  of 
the  South  during  their  professional  lives  in 
the  preceding  period  of  unbroken  peace,  and 
this  left  them  unprepared  for  the  vast 
amount  of  traumatic  surgery  which  they 
were  to  treat.  This  was  so  in  spite  of  the  fact 
that  in  the  antebellum  years  approximately 
half  of  the  students  enrolled  in  the  Phila- 
delphia medical  colleges  (University  of 
Pennsylvania  and  Jefferson)  were  from 
Southern  States  (Stout). 

Although  an  active  roster  of  the  medical 
corps  is  not  available,  regulations  required 
each  separate  command  engaged  in  the  field 
to  have  one  surgeon  and  two  assistant  sur- 
geons, so  if  one  added  units  not  in  the  field 
to  those  actively  engaged  in  combat,  it  is 
estimated  that  there  were  approximately 
2,000  surgeons  and  4,000  assistant  surgeons, 
or  a total  of  6,000  which  comprised  the 
Medical  Corps  of  the  Confederate  States 
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Army.  This  was  in  contradistinction  to  the 
Medical  Corps  of  the  Union  Army,  com- 
posed of  nearly  twice  as  many  doctors,  of 
whom  approximately  2200  were  surgeons 
and  95  00  assistant  surgeons. 

In  addition  to  the  more  than  3,000,000 
cases  of  wounds  and  disease  cared  for  by  the 
Medical  Corps  in  the  Confederate  States 
during  the  war,  270,000  Union  soldiers  were 
held  in  the  South  as  prisoners  of  war  and 
whose  medical  needs  had  to  be  cared  for. 
The  efficiency  of  the  department  is  shown  in 
part  by  the  fact  that  the  percentage  of 
deaths  of  Union  prisoners  incarcerated  in 
Confederate  prisons  was  approximately  8%, 
while  the  percentage  of  deaths  of  Con- 
federate prisoners  in  Northern  prisons  was 
approximately  12%. 

Lack  of  Drugs,  Surgical  Supplies, 
and  Textbooks 

While  the  Medical  Corps  of  the  Con- 
federate States  Army  was  sorely  handi- 
capped from  the  point  of  view  of  man- 
power, it  was  faced  also  with  the  complete 
lack  of  drugs  and  pharmaceutical  and 
chemical  equipment,  surgical  instruments 
and  supplies,  and,  worst  of  all,  of  textbooks 
upon  the  enigmatic  medical  problems  that 
lay  ahead.  In  antebellum  years,  drugs,  in- 
struments, and  texts  were  all  supplied  by 
northern  cities. 

The  desperate  shortage  of  medical  supplies 
and  instruments  which  resulted  from  the 
Union  blockade  necessitated  heroic  impro- 
visations. "To  supply  medicines  of  war,  our 
Medical  Department  had  to  seek  in  the 
forests  for  substitutes  and  to  add  surgical 
instruments  and  appliances  to  the  small  stock 
at  hand  as  best  they  could.”  (Moore)  When 
Fort  Sumter  was  fired  upon  April  12,  1861, 
the  entire  male  student  body  of  the  Uni- 
versity of  South  Carolina  joined  the  Con- 
federate States  Army,  while  the  faculty  be- 
came the  pharmaceutical  house  for  the  Medi- 
cal Corps.  The  principal  text  in  pharma- 
cology was  a war-time  book  prepared  by  Dr. 
Francis  Peyre  Porcher,  Professor  of  Materia 
Medica  and  Therapeutics,  at  the  Medical 
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College  in  Charleston.  This  textbook  of 
over  700  pages  was  entitled  "Resources  of 
the  Southern  Fields  and  Forests,  Medical, 
Economical,  and  Agricultural,  Being  Also  a 
Medical  Botany  of  the  Southern  States,  with 
Practical  Information  on  the  Useful  Prop- 
erties of  the  Trees,  Plants  and  Shrubs.” 
Porcher  revised  this  volume  in  1869. 

* * * * 

Francis  Peyre  Porcher  was  born  of 
Huguenot  ancestry  in  St.  John’s,  Berkeley 
County,  South  Carolina.  His  great-grand- 
father upon  his  maternal  side  was  Thomas 
Walker,  famous  English  botanist.  Graduat- 
ing from  the  Medical  College  of  South  Caro- 
lina in  1847,  Porcher ’s  thesis  was  entitled, 
"A  Medico-Botanical  Catalogue  of  the 
Plants  and  Ferns  of  St.  John’s  Berkeley”. 
He  spent  several  years  studying  in  Paris  and 
Italy.  In  1849,  Porcher  published  "A  Sketch 
of  the  Medical  Botany  of  South  Carolina”, 
and  in  18  54,  he  read  a paper  before  the 
A.M.A.  entitled,  "The  Medicinal,  Poisonous, 
and  Dietetic  Properties  of  the  Cryptogamic 
Plants  of  the  United  States”. 

During  the  war,  Porcher  served  with  the 
Holcombe  Legion  in  the  Naval  Hospital  in 
Norfolk,  and  in  the  South  Carolina  Hospital 
at  Petersburg. 

* * * * 

A prolific  writer,  Porcher  was  editor  of 
the  Charleston  Medical  Journal  and  Review 
for  eight  years.  He  wrote  extensively  about 
diseases  of  the  heart,  upon  which  subject  his 
writings  were  considered  authoritative. 

Porcher  died  in  1895  at  the  age  of  seventy. 

Several  factories  were  established  by 
Moore,  one  in  his  native  city  of  Charleston, 
for  the  manufacture  of  drugs  which  he 
manned  with  disabled  soldiers.  Moore  had 
a continuing  struggle,  however,  to  hold  his 
trained  men  so  as  not  to  have  them  sent  back 
to  combat. 

The  number  of  skilled  instrument  makers 
in  the  Southern  States  was  small.  There 
were,  however,  purchasing  agents  in  London 
and  in  Nassau  whose  duty  it  was  to  purchase 
and  to  smuggle  supplies  into  the  South, 
usually  across  the  Rio  Grande  River,  sup- 


plies which  were  otherwise  unobtainable. 
Many  instruments  were  purchased  from  the 
surgical  supply  house  of  John  Weiss  and 
Son,  Oxford  Street,  London,  a firm  yet  in 
business,  and  from  other  surgical  supply 
houses  in  Ireland.  In  addition,  raids  upon 
the  relatively  unguarded  Northern  supply 
lines  were  frequent  during  the  early  part  of 
the  war  at  a time  when  the  cavalry  of  the 
South  was  superior.  One  such  raid  netted 
the  cavalry  of  Nathan  Bedford  Forrest  a 
cache  of  medical  supplies  estimated  to  be 
worth  $150,000.  In  addition,  the  smuggling 
of  quinine  and  morphine  by  Southern  ladies 
was  common,  these  drugs  being  secreted 
among  their  many  petticoats  as  they  crossed 
the  lines. 

Textbooks  were  scarce,  and  scientific  ex- 
change with  foreign  countries  came  to  a 
virtual  halt.  To  fill  this  void,  two  excellent 
manuals  of  military  surgery  were  published; 
the  first  by  Dr.  J.  Julian  Chisolm  was  pub- 
lished in  1862  and  contained  an  appendix  of 
regulations  of  the  Medical  Department  of 
the  Confederate  States  Army.  In  this 
manual,  Chisolm  unqualifiedly  endorsed 
chloroform  as  an  anesthetic  agent. 

John  Julian  Chisolm,  a native  of  Charles- 
ton, South  Carolina  (1830),  was  the  son  of 
Robert  Trail  and  Harriet  Emily  Chisolm 
whose  antecedents  came  to  South  Carolina 
from  Scotland.  An  ophthalmologist  and 
surgeon,  Chisolm  had  graduated  from  the 
Medical  College  of  South  Carolina  at  the 
age  of  20,  then  had  spent  two  years  studying 
in  London  and  Paris.  Chisolm  was  the  in- 
novator in  Charleston  of  the  European 
custom  of  delivering  summary  lectures  at 
night  upon  the  previous  week’s  work  at  the 
medical  college.  This  plan  underwent  a 
gradual  metamorphosis  to  become,  in  18  53, 
the  first  summer  school  of  medicine.  During 
this  period,  Chisolm  conducted  a free  hos- 
pital for  slaves.  In  1858,  at  the  age  of  28, 
Chisolm  was  appointed  Professor  of  Surgery. 
He  was  the  youngest  recipient  of  such  a 
signal  honor  in  the  United  States.  The  fol- 
lowing year,  while  in  Italy  during  the 
Italian-Austrian  war  for  Italian  independ- 
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ence,  Chisolm  saw  the  wounded  from  Ma- 
genta and  Solferino  being  treated  in  the  hos- 
pitals of  Milan. 

As  soon  as  South  Carolina  seceded,  Chis- 
olm became  the  first  commissioned  officer  of 
the  Medical  Corps  of  the  Confederacy,  and 
he  began  at  once  to  prepare  his  Manual  of 
Military  Surgery  which  was  to  be  published 
in  1862. 

At  first  Chief  Surgeon  of  a military  hos- 
pital in  Richmond,  Chisolm  returned  to 
Charleston  to  direct  the  pharmaceutical 
plant  there  which  functioned  until  near  the 
end  of  the  war,  when  it  was  burned  by  the 
forces  of  Sherman. 

After  the  war,  Chisolm  spent  a year 
abroad,  then  moved  to  Baltimore  to  become 
Professor  of  Eye  and  Ear  Surgery  and  later, 
Dean  of  the  Medical  College  of  the  Uni- 
versity of  Maryland. 

Chisolm  was  a prolific  writer  (over  one 
hundred  medical  papers) , an  able  adminis- 
trator (founder  of  the  Baltimore  Eye  and 
Ear  Institute  and  of  the  Presbyterian  Eye 
and  Ear  Charity  Hospital),  and  an  out- 
standing surgeon  (amongst  the  first  to  use 
chloroform  as  a general  anesthetic  agent  and 
to  use  cocaine  in  eye  surgery  and  an  origi- 
nator of  an  operation  for  cataract) . Chisolm 
died  in  1903  in  Petersburg  and  was  buried  in 
Greenmount  Cemetery,  Baltimore. 

s}c  5fC 

James  Brown  McCaw  was  a native  of 
Richmond  (1823)  of  Scotch  ancestry  and 
a descendant  of  a long  line  of  physicians. 
McCaw  studied  medicine  under  Valentine 
Mott  at  the  University  of  the  City  of  New 
York,  then  returned  to  Richmond.  A 
natural  leader,  McCaw  was  instrumental 
in  founding  The  Medical  Society  of  Vir- 
ginia and  was  a member  and  later  President 
of  the  Richmond  Academy  of  Medicine.  For 
two  years,  McCaw  was  editor  of  the  "Vir- 
ginia Medical  and  Surgical  Journal”  and 
when  the  publication  became  the  "Virginia 
Medical  Journal”,  he  served  an  additional 
three  years  as  co-editor.  In  18  5 8,  McCaw 
was  appointed  Professor  of  Chemistry  at 
the  Medical  College  of  Virginia. 


* * * * 

Duties  of  the  Military  Surgeon 

In  Camp.  The  duties  of  the  surgeon  in- 
cluded care  of  the  sick  in  camp.  In  contrast 
to  the  statistics  of  killed  and  wounded  is  the 
shockingly  high  figure  of  losses  due  to  illness 
in  the  field. 

Disease.  The  troops  of  the  Confederate 
States  Army  were  drawn  from  rural  dis- 
tricts and  had  never  been  exposed  previously 
to  contagious  illnesses;  thus,  exposure  from 
crowding  made  contagion  a frightful 
scourge  of  the  army.  Measles,  a disease  re- 
garded lightly  under  ordinary  conditions, 
struck  terror  in  the  Civil  War  camps,  for  its 
sequelae  were  pneumonia  and  phthisis.  Erup- 
tive diseases,  glandular  affections,  tuberculo- 
sis, capillary  bronchitis,  diarrhea,  typhoid  and 
malarial  fevers,  and  dysentery  were  the  chief 
causes  of  mortality  and  dissipation  of 
strength  in  the  Confederate  Army.  The  War 
Between  the  States  antedated  the  classic 
work  of  Ronald  Ross  upon  malaria  (1898) 
and  of  Walter  Reed  upon  typhoid  in  the 
same  year;  hence  the  two  illy-understood 
diseases,  typhoid  and  malaria,  were  united 
under  the  common  appellation  "typho- 
malarial  fever”.  Aiding  and  abetting  inter- 
personal exposure  were  fatigue,  deficient 
food  which  was  often  spoiled,  clothing 
which  was  often  ragged  or  lacking,  no  water 
purification,  poor  shelter,  exposure  to 
sudden  changes  of  temperature  and  to 
dampness  and  wetting,  as  well  as  indifference 
to  or  ignorance  of  field  sanitation. 

* * * * 

On  the  March.  The  duties  of  the  surgeon 
upon  the  march  included  the  establishment 
of  field  hospitals.  As  soon  as  it  was  learned 
from  the  commanding  officer  where  the 
troops  were  to  engage  in  combat,  a site  for 
a field  hospital  was  chosen,  preferably  be- 
hind a hill  or  in  a ravine  for  defilade,  ap- 
proximately one-half  to  one  mile  in  the 
rear  of  the  line  of  battle.  The  assistant 
surgeons  were  placed  between  the  regiment 
and  the  field  hospital,  administering  first  aid 
to  the  wounded  at  the  dressing  station  which 
was  the  forerunner  of  the  Battalion  Aid 
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Station.  Here,  assistant  surgeons  adjusted 
and  temporarily  cared  for  fractured  limbs, 
controlled  hemorrhage,  gave  drugs  to  re- 
lieve pain,  and  made  certain  that  the 
wounded  were  carried  promptly  to  the  hos- 
pital by  the  infirmary  detail  or  ambulance 
corps.  The  wounded  were  brought  from 
the  front  on  stretchers  or  in  ambulances  by 
members  of  the  regimental  band  which 
comprised  the  infirmary  detail  whose  modern 
counterparts  are  the  Company  Aid  Men. 
The  senior  surgeons  of  the  brigade  or  divi- 
sion performed  necessary  operations  in  the 
field  hospital. 

The  Journal  of  Lt.  Col.  James  A.  L.  Fre- 
mantle, observer  from  the  Coldstream 
Guards,  merits  a direct  quote  in  this  regard. 
In  an  entry  that  preceded  the  Battle  of 
Gettysburg,  he  wrote,  "I  saw,  for  the  first 
time,  the  celebrated  'Stonewall’  Brigade, 
formerly  commanded  by  Jackson.  In  ap- 
pearance the  men  differ  little  from  other 
Confederate  soldiers,  except  perhaps,  that 
the  brigade  contains  more  elderly  men  and 
fewer  boys.  All  (except,  I think,  one  regi- 
ment) are  Virginians.  At  3 P.M.,  we  began 
to  meet  wounded  men  coming  to  the  rear, 
and  the  number  of  these  soon  increased  most 
rapidly,  some  hobbling  alone,  others  on 
stretchers  carried  by  the  Ambulance  Corps, 
and  others  in  the  ambulance  wagons.  Many 
of  the  latter  were  stripped  nearly  naked, 
and  displayed  very  bad  wounds.  This 
spectacle,  so  revolting  to  a person  unac- 
customed to  such  sights,  produced  no  im- 
pression whatever  upon  the  advancing 
troops,  who  certainly  go  under  fire  with  the 
most  perfect  nonchalance.  They  show  no 
enthusiasm  or  excitement,  but  the  most 
complete  indifference.  This  is  the  effect  of 
two  years  of  almost  uninterrupted  fighting.” 

Anesthesia 

Nitrous  oxide,  ether,  and  chloroform  had 
been  discovered  and  used  extensively  prior 
to  the  War  Between  the  States.  Although 
the  least  used  of  the  three,  Humphrey  Davy 
(1798)  had  demonstrated  the  efficacy  of 
nitrous  oxide  in  relieving  pain.  Crawford 


Long  used  ether  (1842)  but  was  loathe  to 
publish  his  results.  In  1846,  William  T.  G. 
Morton,  a former  dentist  who  at  his  ap- 
pointed moment  in  history  was  a medical 
student,  gave  ether  to  Gilbert  Abbott  while 
Dr.  John  Collins  Warren  removed  a vascular 
tumor  of  the  neck. 

* * * * 

Chloroform  had  been  used  2 5,000  times 
previously  in  the  Crimean  War  with  no  un- 
favorable results,  and  was  the  anesthetic 
agent  of  choice  in  the  War  Between  the 
States.  Dr.  Hunter  McGuire,  Medical 
Director  of  Jackson’s  Corps,  collected  15,- 
000  cases  of  chloroform  anesthesia  during 
the  war  without  a single  death. 

Preoperatively,  the  patient  was  given  a 
light  nutritious  meal  in  the  hope  that  the 
stomach  would  then  be  empty  and  the 
patient  strong.  Brandy  was  the  premedica- 
tion of  choice.  The  patient  was  placed  in 
the  supine  position,  and  chloroform  was 
poured  upon  a cloth  cone.  The  anesthetist 
and  the  assistant  were  completely  silent  dur- 
ing the  induction.  Corneal  reflexes  were 
tested  to  determine  complete  anesthesia  of 
the  patient.  The  pulse,  respiration,  and 
color  of  the  patient  were  scrutinized  closely. 
If  the  airway  became  obstructed,  the  tongue 
was  seized  (by  a hook,  tenaculum,  forceps, 
or  fingers)  and  was  brought  forward.  Al- 
though the  blockade  of  the  Southern  states 
was  most  effective,  chloroform,  quinine,  and 
morphine  were  never  lacking  completely  in 
the  Confederacy  during  the  war. 

Hunter  Holmes  McGuire  was  born  Oc- 
tober 1 1,  183  5,  in  Winchester,  Virginia,  a 
town  that  was  destined  to  be  not  alone  his 
place  of  birth  but  also  the  key  city  in  the 
campaign  for  possession  of  the  Shenandoah 
Valley.  The  city  changed  hands  approxi- 
mately eighty  times  during  the  war. 

* * * * 

When  war  broke  out,  McGuire  volun- 
teered in  the  Second  Virginia  Regiment  and 
was  assigned  to  the  command  of  Colonel 
Thomas  J.  Jackson  at  Harper’s  Ferry,  and 
later  to  "Stonewall”  Jackson’s  Army  of  the 
Valley  of  Virginia.  Early  in  the  war,  Mc- 
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Guire,  who  considered  military  surgeons  to 
be  non-combatants,  persuaded  Jackson  to 
release  seven  Union  surgeons  who  had  been 
captured  in  Winchester,  under  the  agree- 
ment that  these  surgeons  would  do  their 
best  to  influence  the  United  States  Govern- 
ment to  release  Confederate  medical  officers 
as  well.  For  a time  the  exchange  of  medical 
officers  worked  well,  and,  hence,  was  born 
one  of  the  basic  tenets  of  the  Red  Cross, 
which  was  to  be  founded  later  and  which 
adopted  McGuire’s  concept.  And  Hunter 
McGuire’s  practice  of  liberating  medical 
prisoners  worked  to  his  advantage,  for,  when 
he  was  captured  at  Waynesboro  by  Sheri- 
dan’s men,  Sheridan,  learning  McGuire’s 
identity  and  knowing  that  McGuire  had 
released  Union  medical  officers,  some  of 
whom  were  from  his  command,  ordered  Mc- 
Guire’s immediate  release. 

At  Chancellorsville,  when  Jackson  was 
wounded  seriously  in  the  left  upper  ex- 
tremity during  the  achievement  of  his  great- 
est victory,  it  was  McGuire’s  sad  duty  to 
surgically  complete  the  incomplete  am- 
putation of  Jackson’s  arm.  General  Jackson 
did  well  for  his  first  five  postoperative  days, 
while  he  convalesced  at  the  Chandler  House, 
Guinea’s  Station.  His  wound  sealed  pri- 
marily except  over  the  bone,  where  healthy 
granulations  appeared.  Then  Jackson  de- 
veloped right  sided  pneumonitis,  attributed 
variously  to  his  fall  from  the  litter  which 
possibly  occasioned  rib  fractures  or  to  a 
pulmonary  embolus,  and  this  proved  to  be 
fatal  upon  Jackson’s  eighth  postoperative 
day. 

Antisepsis 

Antisepsis  and  asepsis  were  not  under- 
stood at  the  time  of  the  War  Between  the 
States,  as  the  discoveries  of  Lister  came, 
ironically,  in  1865,  as  the  war  ended.  Al- 
though instruments  were  always  unsterile, 
Southern  surgeons  cleansed  their  wounds 
with  rags  that  had  been  washed  clean,  boiled, 
and  ironed.  This  was  in  contradistinction  to 
the  care  of  wounds  by  Union  surgeons,  who 
washed  all  wounds  with  an  unclean  sea 
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sponge  used  indiscriminately  in  all  cases.  Rob- 
ert Weir,  distinguished  Northern  surgeon, 
described  this  part  of  the  operation,  "Fine, 
beautiful  and  soft  looking  (sponges)  they 
were  taken  from  the  pail  . . . and  placed  in 
a basin  for  the  nurse  to  hand  to  the  surgeon 
. . . during  the  operation.  Sometimes  the 
surgeon  and  the  assistants  washed  their  hands 
previously — (the  limb  was  washed,  if  an 
amputation  were  to  be  done) , and  for  this 
. . . the  nice-looking  sponge  (was  used) , 
filled  with  disease  germs  from  previous 
operations  which  had  been  multiplying  while 
resting  in  their  pail  full  of  water.  Fingers 
laden  with  germs  in  large  quantities  on  them 
or  under  the  nails,  were  stuck  into  the 
wounds  and  often  fatal  germs  (were  intro- 
duced) by  the  brilliant  and  apparently  clean 
instruments.  . . .” 

Blood  vessels  that  were  transected  were 
ligated  or  tied  and  for  this  the  Northern 
surgeons  used  unsterile  silk,  the  ends  of 
which  were  left  long  and  led  out  the  wound. 
When  ligatures  became  loose,  because  of 
autolysis  of  tissues,  they  were  pulled  out, 
often  with  accompanying  hemorrhage.  The 
unsterile  ligatures  served  as  a capillary  wick 
which  allowed  additional  bacteria  to  enter 
the  depths  of  the  wound.  Sutures,  too,  were 
unsterile.  Weir  stated,  "in  700  amputations 
that  I had  in  the  military  hospital  under  my 
charge  (1861-5),  in  only  one  case  did  I 
have  what  was  called  primary  union  of  the 
stump,  that  is  to  say,  a stump  entirely  free 
from  infection  of  a mild  or  severe  form.” 

Because  the  South  had  no  silk  for  ligatures 
and  sutures,  horse  hair  was  used,  and  to 
make  it  more  pliant,  the  horsehair  was 
boiled;  hence,  by  happy  accident,  the  ma- 
terial buried  in  the  wound  was  rendered 
sterile. 

Infections 

Weir  stated  that  in  the  Northern  hos- 
pitals, erysipelas  was  always  rife,  as  was  the 
fearful  disease  called  hospital  gangrene 
(phagedaena  gangrenosa)  . . (manifested 
by)  a thick  grayish  mould  over  the  wounds 
with  an  intense  burning  pain  accompanied 
by  high  fever  and  rapid  loss  of  strength. 
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"(There  was)  yet  another,  more  serious 
and  terrible  (complication)  . . . pyaemia  or 
blood  poisoning,  (with  which  we  were  un- 
able to  cope).  To  go  into  a ward,  for 
instance,  and  inquire  'How  is  Jones,  with 
his  week-old  compound  fracture,  doing  to- 
day’, to  have  the  nurse  say  'he  had  a chill 
this  morning.’  To  look  at  his  wounded  leg 
did  not  help  the  diagnosis.  There  was  noth- 
ing of  the  irregular  blush  of  erysipelas  or  of 
the  gray  coating  of  hospital  gangrene  to  be 
seen.  Later  in  the  day,  or  on  the  morrow, 
the  report  would  be:  Jones  had  another  chill 
last  night  and  another  this  morning.  . . . 
Then  we  knew  that  was  coming.  The  poor 
fellow’s  wound  had  become  infected,  which 
infection  . . . had  passed  into  his  system  and 
was  setting  up  abscesses  in  his  lungs,  liver 
and  other  organs.  The  issue  in  most  cases 
was  fatal.” 

In  Southern  hospitals,  erysipelas  and  gan- 
grene were  treated  by  incision  and  drainage 
of  abscess  collection  if  present.  The  wound 
was  washed  three  times  daily  with  Labo- 
roque’s  Solution,  or  chlorinated  water  which 
was  not  dissimilar  to  Dakin’s  Solution.  Hos- 
pital gangrene  and  pyaemia  were  treated 
supportively  as  well,  with  confinement  of 
the  patient  to  clean  quarters,  good  food,  and 
fresh  air. 

The  etiology  and  pathogenesis  of  tetanus 
was  understood  not  at  all  and  patients  who 
contracted  the  disease  were  foredoomed  to 
die.  The  1863  Manual  of  Military  Surgery 
for  the  Army  of  the  Confederate  States 
stated,  "To  enumerate  the  means  used  for 
the  relief  of  tetanus  would  require  a volume; 
to  record  those  entitled  to  confidence  does 
not  require  a line.” 

Wounds 

A large  portion  of  the  injuries  of  battle 
were  brutal  wounds  caused  by  the  Minie 
ball,  a conical  rifle  bullet  named  for  its  in- 
ventor, Captain  C.  E.  Minie  of  France.  The 
low  velocity  of  the  Minie  ball  accounted  for 
its  destructive  qualities,  which  produced 
most  horrible  wounds.  With  low  velocity, 
the  conical  ball  would  turn  in  its  course, 


causing  a bursting  type  of  wound  of  exit. 
Enfield  bullets,  too,  produced  such  wounds. 
These  wounds  were  much  more  severe  than 
those  caused  by  bullets  of  higher  velocity 
such  as  used  by  the  sharpshooters,  which 
passed  completely  through  the  soft  parts  and 
bones  without  turning  broadside.  Wounds 
from  cannon  were  rare,  and  in  a cavalry 
charge  sabre  wounds  would  account  oc- 
casionally for  a small  percentage  of  wounded 
patients:  for  example,  two  hundred  and 
fifty  cannons  were  used  in  the  Battle  of  the 
Wilderness,  and  only  twelve  men  were  in- 
jured by  their  action  while  six  received 
wounds  from  bayonets. 

Extraction  of  the  bullet  foreign  body  was 
felt  to  be  essential  in  the  care  of  the  wound, 
if  not  attended  by  "positive  hazard”,  and  an 
elaborate  series  of  bullet  probes  and  ex- 
tractors was  devised.  It  was  taught  in 
military  medical  manuals,  however,  that 
"the  finger  is  the  best  probe”  and  often  the 
searching  digit  was  the  cause  of  the  un- 
fortunate patient’s  demise.  Once  the  ball 
was  removed,  steps  had  to  be  taken  to  arrest 
hemorrhage,  which  was  a major  technical 
problem  but  was  partially  understood  at  the 
time  of  the  War  Between  the  States. 

Hemorrhage 

"Three-fourths  of  those  who  died  in 
battle  perish  from  hemorrhage.”  It  was 
stated,  "No  class  of  operations  demands  an 
accurate  knowledge  of  anatomy  than  those 
upon  the  arteries:  no  class  in  which  perfect 
equanimity  is  so  important  to  the  surgeon, 
and  no  class,  the  attendance  of  which  is 
more  calculated  to  alarm,  disconcert  and 
confuse. 

Hemorrhage  itself  was  divided  into  pri- 
mary and  secondary  hemorrhage.  The  latter 
was  subdivided  into  several  types.  "Retarded 
hemorrhage”  occurred  eight  to  ten  hours 
following  injury.  It  was  stated  that  follow- 
ing the  engagements  around  Richmond  dur- 
ing the  Peninsular  campaign,  a large  number 
of  the  wounds  began  to  bleed  freely  after 
the  patient  arrived  at  the  hospital.  These 
were  often  produced  by  the  ambulance  ride 
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to  the  rear.  "Intermediate  Hemorrhage”, 
due  often  to  change  of  dressing  or  to  the 
trauma  of  movement  and  nursing,  occurred 
three  to  five  days  following  injury  without 
any  antecedent  hemorrhage.  "Consecutive 
hemorrhage”  occurred  eight  to  fifteen  days 
following  surgery  when  the  separation  of 
slough  opened  a vessel  injured  previously. 

An  example  of  "consecutive  hemorrhage” 
is  given  by  a wound  dresser:  "Under  a grand 
old  oak,  whose  spreading  branches  gave 
shelter  to  nearly  fifty  men,  was  , 

whose  case  for  many  days  I had  watched 
with  the  strongest  interest,  his  wound 
seemed  not  dangerous,  only  painful;  it  was 
in  the  arm,  under  the  shoulder.  He  was  al- 
ways cheerful;  and  in  his  place,  next  the 
door,  I knew  where  to  look  for  a kindly 
greeting  whenever  I entered  the  room  where 
he  lay.  He  had  been  sadly  weakened  by 
hemorrhage,  but  was  hopeful  that  within  ten 
days  he  should  be  home  under  his  mother’s 
care,  and  he  wanted  me  to  write  to  her. 
Taking  pen  and  paper,  at  his  dictation  I 
wrote  a most  comforting  letter  to  his  home; 
it  was  full  of  hopes  and  plans.  He  felt  as 
sure  of  life  as  any  of  us  who  ministered  to 
him,  while  he  was  in  reality  at  the  brink 
of  an  open  grave.  I left  him  for  an  hour, 
hardly  out  of  sight,  and  still  at  work  among 
his  companions,  when,  turning,  I noticed 
an  extreme  pallor  upon  his  face.  He  had 
just  realized  that  a hemorrhage,  which  was 
then  beginning,  would  soon  place  him  be- 
yond all  human  aid.  An  artery  had  been 
eaten  away  in  process  of  healing,  and  he  was 
bleeding  to  death.” 

The  treatment  of  hemorrhage  was  divided 
into  provisional  and  operative  means.  Pro- 
visional, or  conservative,  means  consisted  of 
pressure,  elevation,  and  application  of  seda- 
tion, cold,  and  local  styptics.  Pressure  was 
exerted  either  by  hand  or  by  the  application 
of  a tourniquet  over  the  course  of  the  main 
artery  proximal  to  the  injury,  with  the  ob- 
ject of  flattening  the  vessel  and  of  obliterat- 
ing its  lumen.  Styptics  of  persulphate  and 
perchloride  of  iron  (Monsel’s  Solution)  were 
used. 


Severe  hemorrhage  was  treated  by  ligation 
of  both  ends  of  the  severed  bleeding  vessel. 
Enlargement  of  the  wound  was  accom- 
plished parallel  to  the  long  axis  of  the  vessel. 

Wounds  of  the  Extremities 

Of  those  wounded  soldiers  who  lived  to 
reach  a hospital,  70%  had  wounds  of  the 
extremities.  From  experience  gained  in  the 
Crimean  War,  it  was  well  known  to  all 
Confederate  surgeons  that  a gunshot  into 
any  joint  or  a gunshot  fracture  of  the  femur 
would  nearly  always  be  fatal  if  not  operated 
upon.  Statistics  available  from  the  Crimean 
campaign  revealed  that  90%  of  patients 
with  compound  fractures  of  the  femur 
would  die  if  the  limb  were  not  amputated; 
with  amputation,  this  figure  was  lowered  to 
69%  in  the  Crimea.  Consequently,  early  in 
the  War  Between  the  States,  the  rule  was 
established  that,  if  an  extremity  were  in- 
jured seriously,  it  should  be  amputated.  In 
1864,  it  was  reported  in  the  Confederate 
States  Medical  and  Surgical  Journal  that 
the  over-all  mortality  in  a large  series  of 
cases  in  which  amputation,  resection,  or  dis- 
articulation had  been  performed  was  34%. 
Delayed  or  secondary  operation  carried  with 
it  a mortality  that  was  approximately  double 
that  of  primary  operations.  Thus  for  opera- 
tive procedures  of  the  types  mentioned,  the 
primary  versus  the  secondary  mortality,  for 
the  femur  was  38%  versus  73%;  for  the  leg 
was  30%  as  opposed  to  49%;  for  the  qpper 
arm  was  14%  versus  37%;  and  for  the  fore- 
arm was  12%  against  22%. 

;{c  jJc  j{c 

By  1864,  there  were  nearly  10,000  am- 
putees in  the  Confederate  States  Army.  Al- 
though artificial  limbs  were  being  manu- 
factured at  that  time  for  lower  extremity 
amputees,  the  manufacturer  could  supply 
only  one-tenth  of  the  demand. 

An  ingenious  method  of  splinting  was 
devised  by  Professor  Nathan  R.  Smith,  Pro- 
fessor of  Surgery,  University  of  Maryland, 
consisting  of  bandaging  the  limb  to  an  an- 
terior mold  splint  and  suspending  the  ex- 
tremity from  an  overhead  frame.  The  splint 
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was  made  of  wire  and  was  easily  applied. 
The  first  patient  treated  by  the  anterior  wire 
splint  was  a teamster  of  the  Eighth  Louisiana 
whose  femur  had  been  fractured  when  run 
over  by  an  army  wagon.  Dr.  Edwin  D. 
Newton  introduced  the  device  which 
worked  satisfactorily.  Hearing  of  the  inno- 
vation and  appreciating  its  import  in  the 
fighting  to  come,  Samuel  Preston  Moore  ap- 
pointed a commission  of  surgeons  to  inspect 
the  splint  and  to  see  the  patient.  The  com- 
mission approved  of  the  new  method  unani- 
mously, and  the  splint  (called  by  Surgeon  F. 
E.  Daniel  "a  blessing  to  the  Confederate  sur- 
geons, a refuge,  and  a tower  of  strength”) 
came  into  being. 

Surgeon  James  Bolton  was  quite  vehement 
over  the  needless  loss  of  extremities,  stating 
that  amputation  was  only  an  exchange  of 
death  by  exhaustion  for  death  by  shock,  but 
"If  a limb  be  saved,  it  will  almost  certainly 
be  shortened,  and  frequently  misshapen; 
and  this  may  happen  to  such  an  extent  that 
the  limb  may  be  an  incumbrance.”  As  a 
result  of  his  dilemma,  in  1864  Bolton  de- 
vised an  ingenious  form  of  extramedullary 
fixation.  Through  two  stab  wounds  in  the 
soft  tissues,  holes  were  drilled  in  the  cortex 
of  the  long  bone.  Screws  were  placed 
through  these  holes,  and  a longitudinal  rod 
was  passed  through  the  two  upright  screws, 
outside  the  skin  and  parallel  to  the  shaft  of 
the  bone.  Bolton’s  method  was  the  anteced- 
ent of  the  present-day  Roger  Anderson  ap- 
paratus. 

A native  of  Savannah,  James  Bolton  was 
taken  to  New  York  City  while  yet  a child. 
He  received  his  B.A.  degree  from  Columbia 
University  and  his  M.D.  from  the  College 
of  Physicians  and  Surgeons  in  1836.  Bolton’s 
clinical  training  was  received  under  Dr. 
Valentine  Mott  and  Dr.  John  Kearney 
Rogers.  Returning  to  the  South,  Bolton  be- 
gan practice  in  Richmond,  where  he  wrote  a 
monograph  upon  the  treatment  of  strabis- 
mus. Interested  in  the  application  of  anes- 
thesia to  surgery,  in  1851  Bolton  wrote  upon 
the  use  of  ether  in  operations  for  hemor- 
rhoids. An  article  written  in  18  52  entitled, 


"A  Test  for  the  Safety  Point  in  Anes- 
thesia” was  related  to  Bolton’s  use  of  chloro- 
form and  did  much  to  encourage  the  use  of 
anesthesia  in  the  face  of  widespread  appre- 
hension concerning  the  dangers  associated 
with  the  use  of  volatile  liquids.  In  18  58, 
Bolton  was  elected  president  of  The  Medical 
Society  of  Virginia.  During  the  war,  Bolton 
was  in  charge  of  the  Howard’s  Grove  Hos- 
pital in  Richmond. 

Wounds  of  Abdomen  and  Chest 

Approximately  20  per  cent  of  the  wounds 
incurred  were  of  the  torso.  Abdominal 
wounds  which  perforated  a hollow  viscus 
were  almost  uniformly  fatal.  Although  the 
pathologic  physiology  of  sucking  wounds 
of  the  chest  was  understood  imperfectly,  As- 
sistant Surgeon  Howard,  of  the  United 
States  Army,  publishing  in  the  New  York 
Medical  Times  and  abstracted  in  the  Con- 
federate States  Medical  and  Surgical  Jour- 
nal, suggested  that  gunshot  wounds  of  the 
chest  be  treated  by  sealing  hermetically  the 
wounds  of  entrance  and  exit,  thus  preventing 
the  additional  entry  of  air  into  the  pleural 
cavity  which  would  thereby  collapse  the 
lung  and  cause  a mediastinal  shift.  Such 
treatment  was  instituted  by  the  Confederate 
surgeons. 

Facial  Wounds 

Ten  per  cent  of  wounds  of  battle  in- 
volved the  head  and  neck.  Fractures  of  the 
mandible  early  were  treated  in  the  Con- 
federate States  Army  by  application  of  a 
pasteboard  splint,  devised  by  Medical  Direc- 
tor S.  H.  Stout  of  Tennessee.  The  card- 
board splint  was  padded  with  cotton  and 
secured  by  a bandage  with  a bifid  tail.  Dr. 
Stout  who  was  in  charge  of  hospitals  in 
Tennessee,  utilized  the  services  of  Dr.  J.  B. 
Bean,  a Chattanooga  contract  dentist,  who 
advocated  the  splinting  of  factured  jaws  by 
intermaxillary  wiring  as  well  as  by  use  of  a 
vulcanite  splint.  Dr.  Bean  had  suffered  from 
"chronic  rheumatism”,  and  hence  was  not 
upon  active  duty.  Both  Dr.  Stout  and  Dr. 
Westmoreland,  professor  of  surgery  at  the 
Medical  College  in  Atlanta,  availed  them- 
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selves  of  Dr.  Bean’s  skill  in  the  treatment  of 
gunshot  fractures  of  the  jaws.  Although  it 
was  never  possible  for  Dr.  Stout  to  place  a 
dentist  in  every  hospital  in  his  command, 
nevertheless  a number  of  civilian  contract 
dentists  were  employed,  as  Dr.  Bean  had 
been,  and  funds  were  made  available  for 
them  to  work  upon  the  problem  of  jaw 
fractures.  Dr.  Stout  gave  great  impetus  to 
the  military  aspects  of  dental  surgery.  Stout 
stated,  "The  result  of  Dr.  Westmoreland’s 
and  Dr.  Bean’s  joint  labors  was  so  satis- 
factory, so  perfect  in  its  adaptation  to  the 
treatment  of  gunshot  fractures  of  the  lower 
jaw,  that  it  had  never  before  been  equalled 
in  the  securing  of  comfortable  articulation 
of  the  subject  of  the  fracture  while  under 
treatment.  . . . While  inspecting  the  hospital, 
Dr.  Westmoreland  introduced  me  into  what 
he  called  his  'broken  jaw  ward’,  where  I 
was  greeted  with  great  hilarity  by  the  pa- 
tients, who  were  able  to  converse  freely  and 
distinctly  with  me.”  Writing  of  Bean’s 
achievement,  Bolton  stated,  "The  inter- 
dental splint  appears  to  me  to  approximate 
perfection  as  nearly  as  we  are  likely  to 
reach.”  Approximately  40  cases  were  pub- 
lished in  whom  intermaxillary  wiring  was 
carried  out. 

Several  plastic  surgical  reconstructions 
were  carried  out  by  Surgeon  Charles  Bell 
Gibson,  who  reconstructed  the  chin  of  one 
soldier,  who  had  sustained  its  loss  due  to  a 
shell  wound,  and  the  lip  of  another  who  had 
had  a carcinoma  which  required  resection. 

Hospitals 

Richmond  became  a vast  collection  of 
hospitals  during  the  war  just  as  did  Wash- 
ington and  Alexandria  in  the  North.  There 
were  twenty-seven  numbered  hospitals  in 
Richmond,  and  over  fifteen  named  hos- 
pitals. Many  of  the  casualties  were  nursed 
in  private  homes  by  the  ladies  of  the  Con- 
federacy. Not  only  were  the  wounds  of 
the  Confederate  soldiers  cared  for,  but  their 
wants  in  clothing  and  food  were  satisfied  as 
well.  "A  soldier  taken  into  a private  home 
often  went  forth  after  his  convalescence 


wearing  a beautifully  patched  uniform  and 
underwear  made  from  the  linen  of  the 
women  who  sacrificed  their  own  clothes  and 
comfort  for  the  benefit  of  the  men  at  the 
front.” 

The  best  known  lady  of  the  Medical 
Corps  of  the  Confederacy  was  its  only  fe- 
male officer,  Sally  Louise  Tompkins,  who 
expended  most  of  her  ample  resources  estab- 
lishing and  maintaining  a hospital  in  the 
home  of  Judge  John  Robertson  upon  the 
northwest  corner  of  Third  and  Main  Streets. 
Sally  Tompkins  took  her  mother’s  cook  and 
was  loaned  another  by  Dr.  Spotswood  Well- 
ford.  Properly  named  the  Robertson  Hos- 
pital, this  installation  hospital  was  operated 
with  a high  degree  of  efficiency  and  estab- 
lished an  enviable  record,  admitting  1333 
patients  of  whom  only  73  died  (a  mortality 
of  5%).  In  1862,  an  executive  order  was 
issued  which  placed  all  private  hospitals 
under  Government  control.  Because  it  was 
feared  that  such  an  order  would  cause  the 
Robertson  Hospital  to  lose  its  benefactor, 
President  Davis  commissioned  Miss  Sally  L. 
Tompkins  a captain  in  the  Confederate 
States  Army.  Sally  Tompkins  accepted  this 
commission  but  refused  to  place  herself  upon 
the  payroll  of  the  Confederate  States.  The 
commission  given  to  Captain  Tompkins  was 
the  only  one  granted  to  a woman  by  the 
Confederate  States  Army. 

The  largest  hospital  in  the  Confederacy 
and  its  most  famous  was  Chimborazo  Hos- 
pital in  Richmond  upon  the  heights  which 
had  been  named  for  a mountain  peak  in  the 
Ecuadorian  Andes.  Chimborazo,  with  a bed 
capacity  of  8400,  was  larger  than  the  Lin- 
coln Hospital  in  Washington,  D.C.,  and  was 
reputed  to  be  the  largest  hospital  ever  estab- 
lished upon  the  western  hemisphere.  Rich- 
mond was  the  location  too,  of  Winder  Hos- 
pital, with  5000  beds,  and  of  Jackson  Hos- 
pital with  2500  beds.  During  its  three  years 
of  operation,  Chimborazo  treated  76,000 
patients,  of  whom  17,000  were  casualties  of 
battle.  (Lincoln  Hospital  had  cared  for  46,- 
000  patients.)  The  overall  mortality  was  ap- 
proximately 9%. 
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* * * * 

During  this  period  of  intense  activity 
McCaw,  as  editor  of  the  "Confederate  States 
Medical  and  Surgical  Journal”,  saw  to  it  that 
six  scientific  reports  appeared  from  the  staff 
of  his  own  Chimborazo  Hospital. 

Surgeon  Alex  G.  Lane,  who  was  com- 
mander of  the  Winder  Hospital  with  5000 
beds,  ran  his  hospital  equally  well  at  the 
total  cost  per  patient  of  $16.  Lane  con- 
ducted a weekly  quiz  class  for  his  surgeons 
so  as  to  maintain  the  highest  standards  pos- 
sible of  professional  care. 

In  studying  the  medical  history  of  this, 
the  last  of  the  Romantic  Wars  in  which  the 
individual  was  of  importance,  one  is  im- 
pressed by  men  like  Moore,  Porcher,  Chisolm 
and  McGuire,  who  were  ready  and  prepared 
for  their  appointed  role  in  destiny  at  the 
onset  of  the  war.  Moore  knew  administra- 
tion and  had  been  honed  by  army  discipline. 
Porcher’s  knowledge  of  herbs  and  of  drugs 
was  absolute  and  much  of  his  medical  botany 
had  already  been  published  in  another  form. 
As  South  Carolina  seceded,  Chisolm  began 
the  writing  of  his  military  manual  which 
was  based  upon  observation  made  during  the 
war  of  Italian  independence.  McGuire,  a 
natural  leader  and  a member  of  Jackson’s 
staff,  was  of  immense  help  to  his  General 
because  of  his  intimate  knowledge  of  Jack- 
son  and  his  medical  idiosyncrasies.  And  Mc- 
Guire, in  the  Medical  Revolt,  had  effected 
the  first  "succession”  which  antedated  Fort 
Sumter  by  several  years.  We  cannot  do 
better  than  to  quote  Hunter  McGuire  upon 
the  calibre  of  the  Southern  Military  Sur- 
geon, "I  can  say,  in  truth,  before  the  war 
ended,  some  of  the  best  military  surgeons  in 
the  world  were  found  in  the  Confederate 
Army.” 

In  addition  to  the  calibre  of  men  who 
were  chosen  to  lead  the  Confederate  States 
Army,  one  is  struck  by  the  advantage  that 
accrued  to  the  South  because  it  did  not  have 
an  entrenched  old  guard  or  officers  corps 
with  which  to  contend. 

This  tale  of  the  Medical  Corps  of  the  Con- 
federate States  Army  is  an  epic  story.  We 


have  tried  to  detail  the  fierce  handicap  of 
physical  paucity  that  finally  spelled  sur- 
render, paucity  of  manpower,  factories, 
supplies;  yet  in  spite  of  these  harsh  priva- 
tions, the  spirit  of  those  involved  kept  the 
drama  alive  far  longer  than  the  physical 
realities  would  permit;  indeed,  upon  several 
occasions  victory  eluded  these  valiant  people 
by  only  a moment. 

Our  narrative  is  incomplete.  The  firing 
of  Richmond  destroyed  details  and  many 
heroic  stories.  However,  the  basic  theme  of 
our  narrative  is  true.  We  have  merely  re- 
counted it;  it  was  you  and  your  families 
who  enacted  all  of  the  noble  parts. 
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John  Herbert  Claiborne,  M.  D. 

MARY  GRACE  HAWKINS 
Petersburg,  Virginia 


“ A GREAT  MAN  represents  a great 
ganglion  in  the  nerves  of  society,  or, 
to  vary  the  figure,  a strategic  point  in  the 
campaign  of  history,  and  part  of  his  great- 
ness consists  in  his  being  there.” *  1 These 
words  may  be  attributed  to  Dr.  John  Her- 
bert Claiborne  whose  long  and  colorful 
career  in  both  war  and  peace  offered  con- 
tributions that  are  noteworthy. 

John  Herbert  Claiborne  was  born  March 
10,  1828,  in  Brunswick  County  on  a planta- 
tion. His  early  life  portrayed  that  of  any 
boy  of  that  time — hunting,  fishing  and  rid- 
ing with  his  constant  companions,  partners 
in  mischief,  sharing  edibles  and  having  the 
mutual  love  that  the  Negroes  and  white 
people  had  during  that  period. 

His  father,  who  had  graduated  from  Wil- 
liam and  Mary  College  as  a barrister,  urged 
him  to  study  medicine.  After  graduating 
from  Randolph-Macon  College  in  1846,  Dr. 
Claiborne  matriculated  at  the  University  of 
Virginia  in  October,  1848,  and  was  gradu- 
ated in  July,  1849,  with  the  degree  of  M.  D. 

From  the  University  of  Virginia  he  went 
to  Philadelphia  seeking  more  practical 
knowledge  of  the  profession.  He  received 
a diploma  from  Jefferson  Medical  College 
where  he  was  offered  a place  on  the  staff  of 
the  surgical  clinic  of  the  college.  But,  due 
to  financial  reverses  of  his  father,  he  was 
summoned  home.  He  decided  to  locate  in 
Petersburg,  Virginia,  to  which  he  rode  forty- 
five  miles  (in  one  day)  by  horseback  on 
January  1,  1851,  accompanied  by  his  body 
servant,  Preston.  He  rented  an  office  over 
the  store  of  Todd  and  Christian,  druggists, 
having  bought  out  Dr.  R.  M.  Anderson. 

As  in  the  case  of  every  young  physician, 

Hawkins,  Mary  Grace,  Medical  Librarian,  Peters- 
burg Hospital. 

1 Justice  Oliver  Wendell  Holmes,  Jr.,  spoke  these 
words  of  John  Marshall  (1901). 


the  establishment  of  a practice  was  at  first 
difficult,  but  he  allied  himself  with  Dr.  R.  L. 
Madison,  a great  nephew  of  President  Madi- 
son, and  together  they  built  up  a sizable 
practice.  Dr.  Madison  left  Petersburg  after 
about  a year  to  go  to  Philadelphia,  but  re- 


John  Herbert  Claiborne,  M.D. 

turned  to  Virginia  after  the  outbreak  of 
the  war  to  become  surgeon  and  professor  at 
Virginia  Military  Institute  which  was  one 
of  the  few  institutions  of  higher  learning 
that  was  maintained  during  the  Civil  War. 

Thus  began  the  medical  career  of  Dr. 
John  Herbert  Claiborne.  Two  years  after 
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he  came  to  Petersburg  in  1851,  he  married 
Miss  Sarah  Joseph  Alston  and  had  four  chil- 
dren. After  her  death  in  later  life,  he 
married  Miss  Annie  Watson  and  had  two 
children. 

This  dignified  scholar’s  ancestral  back- 
ground included  Captain  John  Herbert 
Claiborne  who  was  a member  of  the  "Surry 
Troop”,  1776,  from  whom  he  learned  "the 
story  of  war  and  drank  in  the  lesson  that 
resistance  to  tyrants  is  obedience  to  God.”  J 
The  "Surry  Troop”  was  a group  of  men 
who  fought  without  pay  during  the  Rev- 
olutionary War  in  the  famed  legion  of 
"Light  Horse  Harry”  Lee.  History  was  in 
the  making  because  the  latter’s  son,  Robert 
Edward  Lee  and  John  Herbert  Claiborne 
were  closely  allied  during  the  War  Between 
the  States. 

After  Dr.  Claiborne  had  begun  his  prac- 
tice in  Petersburg,  in  accordance  with  a 
recommendation  of  the  American  Medical 
Association,  John  F.  Peebles,  J.  H.  Claiborne 
and  D.  N.  Rives  formed  a group  for  the 
purpose  of  giving  private  instruction  in 
medicine. 

The  financial  terms  for  twelve  months 
amounted  to  $100.  However,  in  1 8 5 3,  the 
school  disintegrated  because  of  the  poor 
health  of  Dr.  Peebles,  the  interests  of  Dr. 
Rives  in  real  estate,  and  of  Dr.  Claiborne  in 
politics. 

Following  his  election  to  the  State  Senate, 
he  introduced  a bill  in  the  legislature  which 
provided  that  no  one  without  a license 
should  be  allowed  to  practice  medicine  for 
a fee. 

Upon  the  outbreak  of  the  war,  Dr.  Clai- 
borne enlisted  in  the  Fourth  Virginia  Bat- 
talion which  was  made  up  of  four  companies 
of  infantry  and  one  company  of  artillery, 
numbering  in  rank  and  file  about  four  hun- 
dred men.  This  company  was  commanded 
by  Major  D.  A.  Weisiger,  who  later  attained 
the  rank  of  Colonel.  Dr.  Claiborne,  who 
entered  as  a private  in  Company  E,  the 
Petersburg  Rifles,  later  attained  the  rank  of 

2 Claiborne,  J.  H.  Seventy-Five  Years  in  Old 
Virginia.  N.  Y.  Neale  Publishing  Co.,  1094,  p.  19. 

618 


Captain  when  he  was  made  Assistant  Sur- 
geon, and  Major,  when  he  became  Senior 
Surgeon  in  charge  of  the  Confederate  hos- 
pitals in  Petersburg,  Virginia. 

The  Fourth  Virginia  Battalion  composed 
of  the  "flower  of  manhood  of  the  Cockade 
City”  was  ordered  to  leave  Petersburg  with 
the  destination  of  Norfolk  on  the  20th  of 
April,  1861.  Soldier  life  for  the  first  time 
was  very  tolerable,  in  fact,  almost  gala. 
There  was  time  for  frivolities,  food  was 
abundant,  and  frequent  visits  of  the  girls 
to  the  camps  enlivened  the  situation.  How- 
ever, after  the  war  progressed,  this  Battalion 
was  decimated  by  death,  disease,  transfer  and 
other  reasons.  The  Twelfth  Virginia  Regi- 
ment which  later  fought  from  Seven  Pines 
to  Appomattox  was  formed  with  this  group 
as  the  nucleus. 

Claiborne  writes:  "From  the  opening  of 
the  campaign  of  1862,  and  from  thence- 
forth to  the  tragic  end  at  Appomattox,  the 
Twelfth  Virginia  knew  nothing  more  of 
ease,  of  rest,  of  comfort;  saw  no  more  holi- 
day soldiering — but  WAR,  WAR,  and  all 
of  its  terrible  earnestness,  its  privations,  its 
sufferings,  in  cold  and  heat,  in  hunger  and 
sickness,  in  bivouac,  in  battle,  in  wounds,  in 
death.  And  when  overpowered,  and  the  last 
order  from  their  commander  came,  'sur- 
render’, the  little  handful  left  bereft  of  all 
but  honor,  threw  down  their  arms,  still 
bright  and  burnished,  and  accepted  the 
honorable  terms  which  the  valor  and  en- 
durance of  the  Confederate  soldier  had 
exacted  from  the  victors,  and  returned  to 
their  homes  to  exhibit  the  same  courage  and 
fortitude  in  peace  in  rebuilding  their  broken 
fortunes.”  3 

Dr.  Claiborne  had  served  for  two  years 
in  the  lower  house  of  the  General  Assembly 
of  Virginia  prior  to  the  war.  He  was  again 
nominated  as  a candidate  for  the  Senate  for 
the  city  of  Petersburg  and  the  county  of 
Prince  George  which  he  reluctantly  ac- 
cepted. Due  to  the  fact  that  no  soldier 

3 Claiborne,  John  Herbert.  Seventy-Five  Years  in 
Old  Virginia.  New  York,  N.  Y.  Neale  Publishing 
Company,  1904,  p.  196. 

Virginia  Medical  Monthly 


could  leave  his  post  in  the  field  to  take  a 
civil  post,  he  withdrew  his  name  and  re- 
mained with  the  Fourth  Virginia  Battalion. 
After  the  campaign  of  1862  opened  on  the 
Peninsula,  he  received  orders  to  secure  a 
suitable  building  in  Petersburg,  Virginia,  to 
be  used  as  a hospital  of  four  hundred  beds. 
He  rented  a large  tobacco  factory  known 
as  Ragland’s  on  the  corner  of  Jones  and  West 
Washington  Streets  in  Petersburg  which 
proved  ample  for  the  four  hundred  beds.  He 
was  surgeon  in  charge  and  had  as  his  as- 
sistants, Dr.  R.  E.  Lewis  and  Dr.  G.  W.  Clai- 
borne, his  brother.  This  hospital  was  known 
as  the  Confederate  States  Hospital. 

There  were  two  pavilion  type  hospitals — 
one,  located  at  West  End  Park,  and  the 
other  at  Central  Park,  otherwise  known  as 
Poplar  Lawn.  Other  hospitals  located  in 
Petersburg  were:  North  Carolina  Hospital, 
South  Carolina  Hospital  and  the  Virginia 
Hospital.  For  the  most  part  these  were 
located  in  factories. 

In  1862  Dr.  Peter  Hines  was  made  Sur- 
geon of  the  Post  and  had  all  Petersburg  hos- 
pitals in  his  care.  When  he  was  ordered  to 
Raleigh,  North  Carolina,  the  following  year, 
Dr.  Claiborne  was  appointed  to  his  place 
and  remained  in  that  position  until  Lee’s 
surrender. 

The  Army  of  Northern  Virginia  ar- 
rived in  Petersburg  in  June,  1864,  and  more 
than  fifty  thousand  Confederates  manned 
the  trenches  for  the  final  ten  months  of  the 
war.  The  casualties  entailed  more  hospital 
service  and  the  demand  for  necessities  was 
increased  tremendously.  Dr.  Claiborne 
specified  that  the  sick  and  wounded  should 
not  suffer  for  anything  that  was  necessary. 
One  of  his  assistants,  Sergeant  Joseph  Todd, 
a forager,  was  a genius  in  ferreting  out  food. 
When  money  failed  to  secure  supplies,  a 
requisition  was  made  for  tobacco  and  cotton 
yarns,  and  with  his  peculiar  talents,  results 
were  always  forthcoming  from  Todd.  Dr. 
Claiborne  wisely  asked  few  questions  as  to 
the  source. 

Besides  the  scarcity  of  salt,  there  was  a 
dearth  of  quinine.  Since  the  beginning  of 


the  settlement  of  Jamestown,  malaria  had 
been  a constant  curse,  and  quinine  was  a 
major  necessity.  The  Confederate  govern- 
ment offered  permission  to  the  Federals  to 
bring  medical  supplies  to  the  Union 
prisoners,  but  the  offer  was  ignored.  They 
then  offered  to  buy  medical  necessities,  but 
this  was  likewise  ignored,  and  medicine  con- 
tinued to  be  treated  as  contraband  until  the 
end  of  the  war.  However,  there  was  smug- 
gling by  women  passing  through  the  lines, 
especially  of  Peruvian  bark. 

It  is  interesting  to  note  the  substitutions 
made  for  the  various  drugs:  willow  bark, 
dogwood  bark,  thoroughwort  and  cotton- 
seed attempted  the  role  of  quinine;  James- 
town ("Jimson”)  weed  served  for  bella- 
donna; the  dandelion  for  calomel;  bloodroot 
and  wild  cherry  for  digitalis;  hope  and 
motherwort  for  laudanum;  homegrown  or 
native  roots,  leaves,  seeds  and  plants  acted 
to  replace  opium,  ipecac,  senna  acacia, 
valerian  and  colchicum.  Needless  to  say, 
for  the  most  part,  they  were  ineffectual. 

It  was  generally  true  that  surgeons  in 
charge  of  general  hospitals  were  so  encum- 
bered with  executive  duties  that  they  were 
unable  to  administer  in  a professional  way 
to  the  sick  and  wounded.4 5  Dr.  Claiborne 
made  the  following  statement  during  the 
siege  of  Petersburg:  "After  the  arrival  of 
Lee’s  army  my  duties  as  senior  or  executive 
officer  were  greatly  increased,  and  my  posi- 
tion was  neither  safe  nor  a sinecure.  From 
the  first  day  of  the  occupation  of  the  city 
to  the  last,  I had  no  further  opportunity 
of  taking  a knife  in  my  hand  or  of  ad- 
ministering a dose  of  physic.”  ' 

The  enemy,  under  General  Smith,  reached 
Petersburg  on  June  15,  1864,  and  began 
what  was  called  the  "nightmare”  of  ten 
months’  duration.  A few  days  after  taking 
their  position,  they  opened  fire  on  the  city 
without  notice.  There  was  not  any  time  to 

4 Cunningham,  H.  H.  Doctors  in  Gray,  The  Con- 
federate Medical  Service,  Baton  Rouge,  La.,  Louisiana 
State  University  Press,  1958,  p.  74. 

5 Claiborne,  J.  H.  Seventy-Five  Years  in  Old  Vir- 
ginia. New  York,  N.  Y.  Neale  Publishing  Company, 
1904,  p.  203. 
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remove  the  sick,  wounded  or  women  out  of 
range  of  the  fire.  General  Lee  ordered  Major 
Claiborne  to  remove  the  three  thousand  sick 
and  wounded  with  attaches  and  hospital 
stores  to  the  cars  of  the  Southside  Railroad 
with  the  destination  unknown.  He  com- 
menced the  task,  but  with  the  limited  as- 
sistance and  means,  the  move  was  neces- 
sarily slow.  Orders  again  came  from  Gen- 
eral Lee  that  he  hoped  that  it  would  not 
be  necessary  to  advise  Claiborne  again.  Due 
to  the  fact  that  the  men  were  so  weak  from 
sickness  and  wounds,  they  preferred  to  take 
chances  with  the  bombardment  rather  than 
be  moved.  When  Dr.  Claiborne  asked  for 
assistance  from  General  Lee,  Majors  Breck- 
enridge  and  Winfield  were  sent  to  aid  but 
not  to  relieve  him,  and  left  all  decisions  to 
his  discretion.  He  decided  to  continue  the 
Confederate  States  Hospital,  West  End 
Park  Pavilion  and  Central  Park  Pavilion. 
The  Central  Park  Pavilion  was  closed  to 
Confederates  after  the  fight  at  the  Crater 
because  of  the  many  Federal  casualties  and 
this  hospital  was  used  exclusively  for  Union 
wounded. 

After  the  Battle  of  the  Crater  in  which 
the  Federal  troops  had  some  five  thousand 
killed,  wounded  or  missing,  the  siege  con- 
tinued. On  April  2,  1865,  orders  came  from 
General  Lee’s  headquarters  that  Dr.  Clai- 
borne should  take  all  the  surgeons  and  hos- 
pital attaches  who  could  be  spared,  and  the 
wounded  officers  who  could  travel,  and  pro- 
ceed to  Amelia  Court  House  where  further 
orders  would  be  given  and  transportation 
would  be  furnished  to  Danville,  Virginia. 
Four  surgeons,  four  hospital  attaches  (male 
nurses) , two  ambulances,  one  chaplain  and 
several  young  colored  men  marched  in  the 
train  on  to  this  destination.  They  en- 
countered "Yankees”  and  the  hospital  train 
was  wrecked,  by  one  of  the  marauding 
bands  of  Sheridan’s  cavalry. 

During  the  spring  of  1865  Grant  had 
made  further  efforts  to  outflank  Lee,  who 
was  compelled  to  maintain  a thirty-five  mile 
front  with  diminishing  forces.  The  retreat 
and  evacuation  of  Petersburg  became  neces- 
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sary  before  General  Lee  had  anticipated  it. 
His  purpose  was  to  march  to  Danville  and 
take  refuge  in  the  mountains.  Sheridan,  who 
had  almost  met  with  disaster  on  March  31, 
broke  the  Confederate  lines  at  Five  Forks 
after  he  was  reinforced.  This  cut  off  the 
Southside  Railroad.  General  Grant  directed 
his  cavalry  in  such  a manner  as  to  put  his 
forces  between  Danville  and  General  Lee’s 
army  and  the  enemy  infantry  took  up  the 
line  of  Lee’s  retreat. 

Due  to  the  exhausted  condition  of  the 
horses,  the  worn  and  emaciated  Southern 
cavalry  were  reduced  in  number,  and  the 
pursuing  foe  was  given  a great  advantage. 
General  Lee  did  not  consider  surrender  until 
he  learned  that  there  were  not  enough  troops 
to  break  through  the  encircling  enemy  at 
Appomattox.  The  surrender  of  General  R. 
E.  Lee  to  General  U.  S.  Grant  took  place  on 
April  9,  1865,  in  supremely  simple  cere- 
monies at  Appomattox  Courthouse. 

The  picture  of  General  Lee  is  best  de- 
scribed in  Dr.  Claiborne’s  own  words: 
"When  I saw  him  for  the  first  time,  trim, 
erect,  soldierly,  with  cleanshaven  cheeks  and 
coal-black  moustache,  I thought  him  the 
embodiment  of  grace  and  manly  beauty. 
After  four  years’  campaign  of  hardship  and 
battle,  which  he  bore  and  shared  with  his 
iron  veterans,  and  which  sprinkled  his  locks 
and  beard  with  gray,  and  framed  that  fault- 
less form  into  studier  mould,  I could  not 
recognize  one  feature  of  Col.  R.  E,  Lee. 
But  as  General  R.  E.  Lee,  if  anything  in  that 
magnificent  presence  had  ever  been  lacking, 
time  had  filled  in  the  last  touches  of  the  pic- 
ture that  proclaimed  him  easily  the  most 
perfect  specimen  of  man  and  soldier  which 
the  world  has  ever  seen.  The  last  time  that 
I ever  saw  him  during  the  war  was  just  after 
the  unfortunate  affair  at  Sailor’s  Creek, 
when  he  had  lost  some  5,000  of  his  best 
troops,  captured  or  slain,  and  when  the 
dense  blue  columns  of  the  enemy  were  press- 
ing his  thin  gray  lines  back — back,  ever 
back,  until  the  end  was  but  too  evidently 
near.  Yet  he  sat  upon  "Traveler”,  erect, 
firmly,  the  light  of  battle  still  in  his  eye, 
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and  a face  immobile,  in  which  no  soldier 
could  read  one  thought  of  the  sure  disaster 
which  he  knew  so  well  was  impending.  To 
me  he  seemed  greater  in  defeat  than  I had 
ever  seen  him  in  his  greatest  victories.”  6 

On  April  12,  1865,  Major  Claiborne  wrote 
his  wife  that  he  was  a prisoner  of  war,  hav- 
ing lost  everything  including  his  knapsack 
and  canteen.  He  was  later  paroled,  and  came 
back  to  Petersburg  where  he,  his  wife  and 
four  children  began  to  build  the  shreds  of 
their  strife-torn  life.  His  family  had  been 
refugees  in  Louisburg,  North  Carolina,  to 
escape  the  bombardment  in  Petersburg.  He 
had  corresponded  with  his  wife  and  provided 
her  with  what  needs  he  could  manage.  The 
furniture  that  they  possessed  had  to  be  sold, 
and,  as  was  the  case  with  all  the  remnants  of 
the  Confederate  Army,  home  was  shambles. 

Finding  his  old  office  had  gone  into  other 
hands,  he  started  a practice  with  Dr.  John 

6 Claiborne,  John  Herbert.  Seventy-Five  Years  in 
Old  'Virginia.  New  York.  Neale  Publishing  Com- 
pany, 1904,  p.  151-152. 


James  Thweatt,  an  old  friend,  to  whom  he 
later  dedicated  his  book  Clinical  Reports 
from  Private  Practice,  1873. 
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Samuel  Preston  Moore 

Surgeon  General  of  the  Confederate  States  Army 


ONE  HUNDRED  YEARS  AGO  there 
was  great  anguish  in  this  country. 
Abraham  Lincoln  was  inaugurated  President 
on  March  4th;  already,  following  the  lead 
of  South  Carolina,  the  states  of  Mississippi, 
Florida,  Alabama,  Georgia,  Louisiana,  and 
Texas  had  seceded,  their  delegates  had  met 
in  Montgomery,  Alabama,  framed  a pro- 
visional constitution,  and  elected  Jefferson 
Davis  to  be  the  provisional  president  of  the 
Confederacy. 

Virginia  was  making  strenuous  and  con- 
scientious efforts  through  commissioners  to 
avoid  aggression  and  establish  reconciliation. 
About  a month  later  Mr.  Lincoln  ordered 
reinforcements  and  supplies  to  Fort  Sum- 
ter, whereupon  South  Carolina  attacked  and 
captured  the  fort.  It  is  ironical  that  in  this 
battle  which  touched  off  four  years  of 
slaughter,  not  a man  on  either  side  was 
killed.  This  was  followed  by  Mr.  Lincoln’s 
call  for  75,000  volunteers  for  the  Army  and 
the  secession  of  Arkansas,  North  Carolina, 
Virginia,  and  Tennessee. 

For  this  group  of  Southern  states  with  rel- 
atively small  population  and  only  scant  in- 
dustry to  oppose  the  populous  and  indus- 
trialized Northern  states  seemed  an  impos- 
sible task  and  the  problems  were  tremendous. 

It  is  amazing  that  the  South  was  able  to 
overcome  so  many  obstacles  and  fight  on  for 
those  four  years.  The  organization,  training 
and  supply  of  the  Medical  Corps  was  a most 
important  item  in  the  Army  of  the  Con- 
federacy. 

To  the  head  of  this  Corps  came  Dr.  Sam- 
uel Preston  Moore  in  the  early  days  of  the 
War.  He  was  largely  responsible  for  the  re- 

Read  before  the  Section  on  History  of  Medicine, 
Richmond  Academy  of  Medicine,  March  14,  1961. 


CARRINGTON  WILLIAMS,  M.D. 
Richmond,  Virginia 

markable  work  of  this  department,  so  it  is 
very  appropriate  that  we  review  the  life  and 
work  of  this  great  man. 

Dr.  Richard  B.  Stark  told  us  last  year  in 
his  address  "Surgeons  and  Surgical  Care  of 


Samuel  Preston  Moore,  Surgeon-General  of  the 
Confederate  States  Army. 


the  Confederate  States  Army”,  that  the 
Confederate  Army  in  the  four  years  of 
war  had  about  600,000  men  who  opposed 
2,800,000  men  of  the  Union  Army.  In  ac- 
tion 54,000  men  were  killed,  and  200,000 
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died  of  wounds  or  disease.  It  is  estimated  that 
the  Medical  Corps  cared  for  3,000,000  cases 
of  wounds  and  disease.  Making  allowance 
for  discharges,  deaths  and  desertions,  that 
means  that  each  soldier  suffered  either 
wound  or  disease  about  six  times  during  the 
war. 

To  care  for  this  enormous  number  of 
cases  Dr.  Stark  estimated  that  the  Medical 
Corps  had  about  6,000  doctors.  This  esti- 
mate may  be  too  high  for  other  authorities 
have  thought  the  total  no  more  than  3,000. 
Practically  all  of  these  men  were  general 
practitioners  with  limited  surgical  experience 
and  no  military  training.  The  Medical  Corps 
of  the  United  States  Army  had  114  surgeons 
in  1861;  of  these  24  resigned  and  entered 
the  Confederate  Army. 

The  first  Surgeon  General  was  Dr.  David 
C.  DeLeon  who  held  office  from  May  to 
July,  when  Dr.  Charles  H.  Smith  was  or- 
dered to  take  temporary  charge.  On  July 
30,  1861,  the  President  appointed  Dr.  Sam- 
uel Preston  Moore  as  Acting  Surgeon  Gen- 
eral. This  appointment  was  confirmed  by 
the  Senate  in  November,  1861,  and  Dr. 
Moore  served  for  the  duration  of  the  war. 

Samuel  Preston  Moore  was  born  in 
Charleston,  S.  C.,  in  1813  of  prominent  and 
prosperous  parents.  He  was  descended  from 
Dr.  Mordicai  Moore  who  came  to  this  coun- 
try in  the  seventeenth  century  as  Surgeon 
to  Lord  Baltimore.  He  was  educated  in  the 
schools  of  Charleston  and  graduated  from 
the  Medical  College  of  South  Carolina  in 
18  34.  He  practiced  in  Little  Rock,  Ark.,  for 
one  year  when  he  was  appointed  Assistant 
Surgeon  in  the  Medical  Corps  of  the  United 
States  Army.  This  family  must  have  been 
strong  for  the  military  for  another  brother 
entered  the  Medical  Corps  and  still  another 
was  a line  officer. 

Moore  spent  the  next  ten  years  in  the 
West,  serving  at  Forts  Leavenworth,  Des 
Moines,  Gibson  and  Coffee.  He  was  then 
sent  to  Florida  where  he  met  Mary  Augusta 
Brown  and  was  married  to  her  in  1845.  She 
was  the  daughter  of  Major  Jacob  Brown  for 
whom  Fort  Brown  and  Brownsville,  Texas, 


were  named  because  here  Major  Brown  was 
killed  in  the  Mexican  War  in  1846.  Sarah, 
the  other  daughter  of  Major  Brown,  was 
married  to  General  Stewart  VanVliet  of 
the  United  States  Army  so  the  two  sisters 
were  married  to  officers  who  were  opposed 
during  the  War. 

Moore  served  with  great  distinction  both 
as  to  personal  bravery  and  professional  skill 
in  the  Mexican  War,  and  during  this  service 
he  met  Jefferson  Davis.  The  favorable  im- 
pression he  made  on  Davis  doubtless  was 
responsible  for  his  later  appointment  as  Sur- 
geon General  of  the  Confederate  Army. 

In  1849  he  was  again  ordered  to  the  West, 
this  time  with  troops  guarding  the  trans- 
continental route  of  the  great  migration  of 
that  time.  His  son,  Preston,  was  then  two 
years  old;  he  later  served  in  the  Confederate 
Navy.  After  reaching  Fort  Laramie  his 
daughter,  Eleanor,  was  born.  She  was  the 
first  white  child  born  there  and  created 
great  interest  among  the  Indian  women.  She 
died  later  of  yellow  fever.  In  1852  he  was 
ordered  to  Fort  Brown,  Texas,  and  on  the 
way  his  daughter,  Eliza  Strong,  was  born. 
Two  years  later  he  was  at  Governor’s  Island, 
N.  Y.,  and  then  at  West  Point.  Here  he  dis- 
tinguished himself  by  splendid  service.  His 
3 year  old  daughter  shared  his  distinction  on 
at  least  two  occasions,  the  first  when  she 
escaped  from  her  bath  and  rushed  without 
clothing  onto  the  parade  ground  where  she 
greatly  disturbed  a review  of  the  Cadet 
Corps,  and  the  other  when  she  crawled  into 
the  mouth  of  a cannon  from  which  she  was 
extracted  with  great  difficulty. 

In  1860  he  was  ordered  to  New  Orleans, 
and  here  he  was  on  December  20,  1860 
when  South  Carolina  withdrew  from  the 
Union.  Soon  thereafter  he  resigned  his  com- 
mission in  the  Army  and  again  moved  to 
Little  Rock  and  private  practice. 

As  noted  above,  he  was  appointed  Sur- 
geon General  of  the  Confederate  Army  on 
July  30,  1861.  At  this  time  he  was  48 
years  old  and  was  described  as  "of  medium 
stature,  well  formed,  erect  and  of  soldierly 
bearing  with  regular  handsome  features,  not 


Volume  88,  October,  1961 


623 


austere  but  subdued  by  thought  and  studious 
habits.  With  acquaintances  he  was  genial 
having  a pleasant  brightness  and  a keen  but 
harmless  wit.  In  official  life  he  was  a strict 
disciplinarian  but  appreciative  of  faithful 
service.  He  was  extremely  modest  and  re- 
ferred to  his  own  work  only  upon  the  most 
intimate  occasions.”  He  was  fair  and  pleas- 
ant with  his  associates  but  his  insistence  on 
strict  discipline  created,  at  first,  a feeling 
of  harshness  among  many  of  the  newly 
created  army  surgeons.  One  of  them  told 
of  the  lack  of  organization  before  Dr. 
Moore  came  to  office,  but  he  said,  "in  the 
fall  of  1861  they  felt  a harness  on  them,  a 
new  kind  of  harness,  and  somebody  seemed 
to  be  holding  the  reins.” 

The  Surgeon  General  brought  order  out 
of  chaos,  he  required  regular  sick  calls,  sani- 
tary inspections,  prescribed  measures  for  the 
welfare  of  the  soldiers,  ordered  regular  re- 
ports of  all  medical  activities,  and  read  them 
so  carefully  that  he  frequently  criticized  the 
spelling  and  writing.  Many  of  his  medical 
men  were  unfit  for  their  jobs  for  various 
reasons,  so  he  devised  a series  of  physical  and 
mental  examinations  by  which  the  unde- 
sirables were  eliminated. 

For  the  education  of  his  officers  the  Sur- 
geon General  corrected  their  mistakes  and 
encouraged  teaching  in  meetings  and  the 
publication  of  practical  manuals.  Dr.  J. 
Julian  Chisolm,  another  distinguished  na- 
tive of  Charleston,  S.  C.,  published  in  1861 
"A  Manual  of  Military  Surgery  for  the  use 
of  Surgeons  in  the  Confederate  Army,  with 
an  appendix  of  Rules  and  Regulations  of  the 
Medical  Department  of  the  Confederate 
Army.”  This  was  followed  by  "An  Epitome 
of  Practical  Surgery  for  Field  and  Hospital” 
by  Dr.  Edward  Warren.  In  1863  by  order  of 
the  Surgeon  General  a more  complete  "Man- 
ual of  Military  Surgery”  prepared  for  the  use 
of  the  Confederate  Army  was  published.  In 
August  1863  the  "Association  of  Army  and 
Navy  Surgeons  of  the  Confederate  States” 
was  organized  at  the  Medical  College  of 
Virginia,  largely  through  the  efforts  of  the 
Surgeon  General,  and  he  was  made  its  first 


President.  Later  in  1863  he  encouraged  the 
publication  of  the  "Confederate  States  Med- 
ical and  Surgical  Journal”  edited  by  Surgeon 
James  Brown  McCaw.  This  journal  was  very 
successful  but  on  account  of  the  exigencies 
of  war  was  discontinued  in  February  1865. 
As  the  Surgeon  General  described  his  job, 
"the  duties  were  arduous  and  exacting,  the 
routine  was  killing,  the  emergencies  to  be 
met  were  legion,  the  responsibilities  were 
overwhelming,  all  decidedly  too  much  for 
one  man.”  It  would,  of  course,  be  too  much 
for  an  ordinary  man  or  for  any  man  with- 
out great  power  of  organization.  He  was 
criticized  at  times  for  the  rigid  discipline  he 
enforced  in  his  department.  "But  where,  or 
under  government  so  complicated  and  ex- 
tensive as  this”,  asked  one  of  his  admirers, 
"was  there  ever  a department  of  the  public 
service  characterized  by  such  order  and  pre- 
cision? Every  paper  emanating  from  that 
office  was  a model  of  dispatch  and  neatness.” 
In  18  months  he  had  restored  order  and  his 
department  was  said  to  be  the  best  organized 
corps  of  medical  officers  the  world  had  ever 
seen. 

To  further  educate  his  men  he,  with  the 
Medical  College  of  Virginia,  arranged  re- 
fresher courses  in  important  military  medi- 
cal subjects.  This  college  was  the  only  one 
in  the  South  in  continuous  operation  during 
the  war,  classes  were  graduated  every  six 
months  and  the  young  surgeons  were  dis- 
tributed largely  among  the  troops  and  hos- 
pitals of  this  area.  A total  of  about  400 
officers  graduated  from  this  school  and  en- 
tered the  service  during  the  War. 

The  organization  of  the  Medical  Corps 
of  the  Confederacy  naturally  followed  the 
lines  of  the  old  United  States  Army.  With 
the  Surgeon  General  in  his  office  were  five 
surgeons,  the  senior  being  Dr.  Charles  H. 
Smith.  These  gentlemen  must  have  done  a 
tremendous  job  in  taking  care  of  the  mass 
of  detail  coming  into  and  going  out  of  this 
office. 

In  the  field  there  were  18  Medical  Direc- 
tors, each  the  senior  medical  officer  of  an 
army  or  corps. 
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Among  the  hospitals  there  were  8 Medical 
Directors,  each  responsible  for  a group  of 
hospitals  in  an  area.  Checking  on  all  of 
these  were  6 Medical  Inspectors  in  the  Field 
and  7 among  the  hospitals.  Each  hospital  was 
in  charge  of  a senior  surgeon  and  under  him 
the  number  of  officers  varied  with  the  size 
and  activity  of  the  installation. 

The  table  of  organization  called  for  a 
surgeon  and  one  or  two  assistant  surgeons 
for  each  separate  command,  probably  of 
regimental  size,  but  it  is  doubtful  that  such 
numbers  were  always  available.  The  Sur- 
geon General  organized  mobile  teams  who 
could  be  shifted  from  one  field  or  hospital 
to  another  as  the  situation  might  demand. 
In  addition  there  were  Medical  Boards,  pro- 
curement officers  and  many  others  on  special 
duties. 

The  annual  salary  of  the  Surgeon  General 
was  $3,000.00  while  surgeons  received  a 
maximum  of  $2,400.00  and  assistant  sur- 
geons $1,800.00. 

In  general  the  organization  and  procedure 
of  the  Medical  Corps  was  about  the  same 
as  our  modern  armies  of  World  War  II  and 
Korea.  The  great  differences  were  in  the 
modern  supplies  and  transportation. 

In  the  field  there  were  field  hospitals  to 
which  wounded  were  transported  by  hand, 
then  way  or  evacuation  hospitals  to  which 
wounded  were  brought  by  ambulance  or 
any  available  vehicle.  From  these  the  pa- 
tients able  to  travel  were  moved  by  rail  to 
general  hospitals.  All  methods  of  transpor- 
tation imposed  great  hardship  and  suffering 
for  ambulances  were  few  in  number,  wagons 
had  no  springs,  roadways  were  rough,  and 
animals  debilitated.  When  the  railroad  was 
reached  the  cars  were  rough,  rarely  heated 
in  winter,  the  roadbeds  usually  worn  out, 
resulting  in  rough  rides  and  frequent  wrecks. 

The  procurement  of  medicines,  instru- 
ments, furniture  and  buildings  presented 
great  difficulties.  Early  in  the  War  the  Uni- 
versity of  South  Carolina  closed  because  all 
of  the  students  volunteered  and  the  faculty 
developed  a pharmaceutical  factory.  Again 
a prominent  native  of  Charleston  filled  an 


important  role.  Dr.  Francis  Peyre  Porcher 
had  experimented  and  written  on  the  medic- 
inal value  of  native  plants  and  trees.  At 
the  request  of  the  Surgeon  General  he  wrote 
a useful  book,  "Resources  of  the  Southern 
Fields  and  Forests,  Medical,  Economical,  and 
Agricultural.” 

Early  in  1862  the  Surgeon  General  issued 
an  order  to  all  medical  officers  to  collect 
such  medicinal  plants  as  might  be  in  the 
area.  Enclosed  with  this  was  a pamphlet 
listing  such  plants  that  might  be  useful.  He 
established  pharmaceutical  laboratories  in 
several  locations  where  valuable  drugs  were 
produced.  Drugs  and  surgical  instruments 
were  declared  contraband  by  the  Union,  but 
in  spite  of  this  great  quantities  arrived  in 
blockade  running  ships. 

There  were  three  methods  of  procuring 
medical  supplies  from  the  enemy.  The  first 
was  smuggling  across  the  lines  by  many 
methods,  one  of  the  most  successful  being 
by  ladies  who  secreted  valuable  medicines  in 
their  voluminous  petticoats. 

The  second  was  by  trading  available  ma- 
terials, particularly  cotton,  surreptitiously 
with  merchants  in  northern  territory.  This 
activity  was  very  successful  in  the  Missis- 
sippi River  territory.  The  third  was  by  cap- 
ture of  enemy  supplies.  Here  the  cavalry  was 
able  to  produce  valuable  materials.  Through 
all  of  these  routes  and  by  sacrifice  on  the 
part  of  the  public,  the  hospitals  and  field 
stations  were  reasonably  well  supplied 
throughout  the  War. 

The  field  and  way  hospitals  occupied 
such  houses  or  tents  as  were  available  in  their 
location.  The  general  hospitals  were  in 
fixed  locations  and  in  the  early  days  used 
such  homes,  hotels,  warehouses  or  other 
buildings  as  might  be  procured.  Early  in  the 
War,  however,  the  Surgeon  General  and  Dr. 
James  B.  McCaw  designed  the  pavilion  type 
of  buildings.  The  first  and  largest  of  these 
was  Chimborazo  located  on  our  hill  in  east 
Richmond.  The  houses  were  arranged  in 
rows,  they  were  100  feet  long  and  30  feet 
wide  and  would  accommodate  30  to  40  pa- 
tients. It  grew  to  150  buildings.  There 
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were  a number  of  advantages  to  these  small 
wards,  patients  could  be  segregated  for  in- 
fections and  contagious  diseases,  arranged  by 
native  states,  and  served  more  readily  by 
attendants.  This  was  the  largest  military 
hospital  perhaps  to  the  present  time.  More 
than  8,000  patients  were  here  at  times  so 
the  procurement  of  adequate  supplies  was 
a great  undertaking.  Dr.  McCaw  was  the 
Commanding  Officer.  He  had  ample  good 
water  supply,  built  bathhouses,  kitchens, 
bakeries,  and  laundries.  A nearby  farm  had 
200  cows  and  400  goats  to  furnish  milk,  and 
boats  traveled  regularly  to  Lynchburg  and 
the  intermediate  country  to  transport  food 
and  supplies. 

The  importance  of  dental  care  was  recog- 
nized by  the  Surgeon  General  and  he  ar- 
ranged extra  pay  for  professional  work  to 
dentists  who  were  among  the  combat  troops. 
In  1863  he  approved  a petition  of  dentists 
that  they  be  exempted  from  military  serv- 
ice. In  1864  James  Baxter  Bean,  a young 
dental  surgeon  of  Atlanta,  Ga.,  devised  a 
method  of  immobilizing  fractured  bones  of 
the  jaws  by  interdental  wiring  and  by  use 
of  an  interdental  splint.  He  and  other  den- 
tal surgeons  were  given  commissions  in  the 
Medical  Corps  at  the  request  of  the  Surgeon 
General  and  thus  was  formed  the  first  Den- 
tal Corps  of  any  Army.  The  splendid  work 
of  Dr.  Bean  was  recognized  by  the  Surgeon 
General  who  ordered  him  to  Richmond  after 
the  fall  of  Atlanta.  In  the  General  Hospitals 
in  Richmond  special  wards  were  assigned  to 
Dr.  Bean  for  treatment  of  maxillo-facial 
wounds.  Burton  writing  on  dental  surgery 
in  the  Confederate  Army  said,  "Dentists  of 
every  land  owe  a debt  of  gratititude  to  a 
man  who  gave  official  recognition  to  the 
importance  of  their  profession,  and  who 
extended  to  those  under  him  every  encour- 
agement in  the  prosecution  of  their  arduous 
duties;  they  owe  more  to  Samuel  Preston 
Moore,  Surgeon  General  of  the  late  Confed- 
erate States  Army,  than  to  any  man  of 
modern  times”. 

Early  in  1862  Dr.  Hunter  H.  McGuire, 
certainly  with  the  knowledge  of  the  Surgeon 


General,  arranged  for  the  return  by  both 
Armies  of  captured  medical  officers.  With 
short  intermissions  this  practice  continued 
throughout  the  War. 

In  spite  of  all  the  difficulties  encountered, 
the  Medical  Corps  did  a splendid  job.  When 
one  reviews  the  cases  now,  it  must  be  re- 
membered that  the  War  ended  before  Lister 
proclaimed  antisepsis  and  the  results  should 
not  be  compared  with  those  we  now  obtain 
with  modern  equipment  and  drugs. 

There  have  been  many  accusations  on 
both  sides  concerning  the  treatment  of  pris- 
oners of  war.  In  the  early  days  exchange 
of  prisoners  was  carried  out.  The  North, 
however,  realized  that  this  acquisition  of 
manpower  was  more  important  to  the  South 
than  to  themselves,  and  discontinued  the 
practice.  Many  prisons  on  both  sides  were 
overcrowded  and  doubtless  there  was  much 
suffering.  As  the  fortunes  of  the  South  de- 
clined, the  available  food  for  friend  and  foe 
alike  became  scarce.  There  is  firm  evidence 
that  the  Northern  prisoners  fared  as  well  as 
the  Southern  soldiers.  The  Medical  Corps 
of  course  attended  the  sick  and,  in  spite  of 
such  unfair  books  as  "Andersonville”,  it 
should  be  remembered,  emphasized  and  pub- 
lished, that  the  mortality  of  Southern  sol- 
diers in  Northern  prisons  was  12%,  while 
the  rate  for  Northern  soldiers  in  Southern 
prisons  was  8%. 

And  so  it  went  until  the  evacuation  of 
Richmond.  The  Surgeon  General  and  his 
staff  left  Richmond  with  the  President  and 
his  Cabinet.  The  great  fire  destroyed  the 
buildings  that  contained  all  the  records  of 
the  Medical  Department  and  the  personal 
papers  of  Dr.  Moore.  For  this  reason  it  is 
impossible  to  compile  an  accurate  statistical 
picture  of  the  work  done.  It  was  certainly 
a monumental  achievement  for  which  the 
Surgeon  General  deserves  the  greatest  credit 
and  respect. 

With  the  cessation  of  hostilities,  Dr.  Moore 
returned  to  Richmond  to  live  the  remainder 
of  his  life.  He  had  ample  means  for  a com- 
fortable living,  so  he  retired  from  medical 
work  and  engaged  himself  in  public  duties. 
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He  was  instrumental  in  the  development  of 
industries  in  Richmond.  For  a number  of 
years  he  was  a member  of  the  Executive 
Committee  of  the  Virginia  Agricultural  So- 
ciety and  had  much  to  do  with  the  success 
of  the  Annual  Fair.  Perhaps  his  most  sig- 
nificant work  was  on  the  City  School  Board. 
He  was  Chairman  of  the  Committee  on 
Teachers  and  Schools  and  conferred  daily 
with  the  Superintendent.  He  was  particu- 
larly active  as  an  advocate  of  all  measures 
which  affected  the  health  of  the  pupils.  He 
devised  charts  to  test  their  eyesight  and  ar- 
ranged for  those  with  defective  vision  to  be 
placed  in  the  best  lighted  areas  of  the  class- 
rooms. He  advocated  vocal  training  to  im- 
prove the  lung  capacity  of  the  children  and 
fresh  air  and  ventilation  for  the  schools. 

He  lived  to  old  age,  always  a vigorous  and 
energetic  man.  He  suffered  severely  from 
trifacial  neuralgia  and  always  carried  a vial 
of  chloroform  to  use  for  relief.  He  appeared 
to  be  in  excellent  health  but  became  sud- 
denly ill  and  died  on  May  31,  1889.  He  lived 
at  202  West  Grace  Street  and  a tablet  there 
is  the  only  memorial  to  him.  In  1909  a 
number  of  patriotic  societies  advocated  a 
monument  to  him,  a handsome  model  was 
made  but  apparently  the  efforts  to  secure 
adequate  funds  failed.  He  is  buried  in  Hol- 
lywood Cemetery. 

Jefferson  Davis  said  of  him,  "Surgeon 
Samuel  Preston  Moore  was  an  officer  of  rec- 
ognized merit  in  the  United  States  Army 
Medical  Department  from  which  he  resigned 
to  join  the  Confederacy  and  was  appointed 
Surgeon  General  of  the  Confederate  States 
Army.  As  in  the  case  of  other  departments, 
there  was  in  this,  a want  of  stores  requisite 
as  well  for  the  field  as  the  hospital.  To 
supply  medicines  which  were  declared  by 
the  enemy  to  be  contraband  of  war,  our 
Medical  Department  had  to  seek  in  the  for- 
ests for  substitutes  and  to  add  surgical  in- 
struments and  appliances  to  the  small  stock 
on  hand  as  best  they  could.  It  would  be 
quite  beyond  my  power  to  do  justice  to  the 
skill  and  knowledge  with  which  the  Medical 
Corps  performed  their  arduous  task,  and 


regret  that  I have  no  report  which  would 
enable  me  to  do  justice  to  the  officers  of  this 
Corps,  as  well  in  regard  to  humanity  as  to 
professional  skill”. 


Monument  for  Dr.  Samuel  Preston  Moore  proposed  by 
Association  of  Medical  Officers  of  the  Army  and  Navy 
of  the  Southern  Confederacy.  This  memorial  was  not 
erected. 

It  is  hard  to  understand  why  a man  of 
such  stature  has  received  so  little  public  rec- 
ognition; the  monuments  and  praise  for  our 
combat  officers  were  certainly  equally  de- 
served by  him. 

In  bidding  farewell  to  him  and  to  his 
gallant  Corps  I would  apply  to  them  the 
incomparable  words  of  General  Robert  E. 
Lee  at  Appomattox,  "After  four  years  of 
arduous  service,  marked  by  unsurpassed 
courage  and  fortitude,  the  Army  of  North- 
ern Virginia  has  been  compelled  to  yield  to 
overwhelming  numbers  and  resources — I 
need  not  tell  the  survivors  of  so  many  hard- 
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fought  battles,  who  have  remained  steadfast 
to  the  last,  that  I have  consented  to  this  re- 
sult from  no  distrust  of  them;  but  feeling 
that  valor  and  devotion  could  accomplish 
nothing  that  could  compensate  for  the  loss 
that  would  have  attended  the  continuation 
of  the  contest,  I have  determined  to  avoid 
the  useless  sacrifice  of  those  whose  past  serv- 
ices have  endeared  them  to  their  country- 
men. You  will  take  with  you  the  satisfac- 
tion that  proceeds  from  the  consciousness  of 
duty  faithfully  performed;  and  I earnestly 
pray  that  a merciful  God  will  extend  to  you 
His  blessing  and  protection”. 
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NO  LET-UP:  President  Kennedy  will  ask  Congress  to  place  the  highest  priority  next 
year  on  an  aged  care  program  financed  through  Social  Security.  This  assurance  was 
given  recently  to  Senator  McNamara  (D.,  Mich.),  who  had  requested  such  an  expres- 
sion. The  President  wrote:  "I  wholeheartedly  agree  with  your  belief  in  the  importance 
of  this  legislation  to  our  nation.  I assure  you  that  I intend  to  recommend  that  this 
legislation  be  given  the  highest  priority  at  the  next  session  of  Congress.” 

The  President  went  on  to  say  that  he  was  convinced  that  only  the  Social  Security 
system  can  furnish  satisfactory  protection  to  persons  over  65.  McNamara  had  urged 
a strong  Presidential  endorsement  on  the  grounds  that  it  would  serve  "to  stimulate  a 
prompt  beginning  to  the  planning”  needed  if  the  bill  is  to  be  enacted  in  1962. 

Meanwhile,  Senator  Javits  (R.,  N.Y.),  has  been  taking  the  President  and  the  adminis- 
tration to  task  for  failing  to  take  action  on  H.R.  4222  during  the  first  session  of  the 
87th  Congress.  He  has  urged  that  the  Congressional  recess  of  1961  be  utilized  for  the 
purpose  of  meetings  between  Democrats  and  Republicans  interested  in  developing  a 
compromise  bill  for  medical  care  of  the  aged.  The  Senator,  reasoning  that  Repub- 
lican support  would  be  necessary  for  any  such  bill,  listed  the  following  probable  com- 
promises: (1)  cover  all  aged,  not  merely  those  on  social  security ; (2)  provide  for  pre- 

ventive care — this  to  include  physicians’  services;  (3)  a plan  whereby  beneficiaries  of 
voluntary  health  plans  would  be  permitted  to  continue  such  plans  as  an  alternative  to 
accepting  benefits  under  a Federal  bill. 

Also  in  the  news  was  former  Congressman  Aime  Forand  of  Rhode  Island,  whose  aged 
care  bill  was  defeated  in  the  86th  Congress.  Mr.  Forand  is  now  pushing  for  a similar 
program  from  a different  post.  He  has  just  announced  the  formation  of  a National 
Council  of  Senior  Citizens  for  Health  Care  Through  Social  Security.  This  group  will 
probably  have  headquarters  in  Washington  and  from  there  lobby  for  the  goal  its  name 
specifies. 

It  is  easy  to  see  that  there  is  no  let-up  in  sight  for  the  medical  profession.  It  is  obvious 
that  pressures  will  continue  to  build  between  now  and  1962.  Although  physicians  are 
in  for  the  fight  of  their  lives,  they  must  not  become  discouraged.  They  must  remember 
that,  in  spite  of  tremendous  pressures,  the  Forand  bill  was  defeated.  The  King  bill 
will  also  be  defeated  if  the  profession  and  its  allies  continue  to  wage  a vigorous  and 
intelligent  battle. 


HAVE  YOU  CONTRIBUTED  TO  A.M.E.F.? 


H.R.  10  APPROVED:  The  Senate  Finance  Committee,  by  a vote  of  14  to  3,  has  favor- 
ably reported  a modified  version  of  the  Keogh  bill.  As  amended  by  the  committee,  the 
bill  would  authorize  a self-employed  individual  to  contribute  10%  of  his  earned  in- 
come or  $2,5  00,  whichever  is  less,  toward  a retirement  plan — a 100%  tax  reduction 
being  permitted  on  the  first  $1,000  contributed  and  50%  on  the  remaining  $1,500.  The 
maximum  amount  deductible  for  income  tax  purposes  would,  therefore,  be  $1,750. 
The  House-passed  version  of  the  bill  would  permit  the  full  $2,500  to  be  deducted. 

Chances  for  further  action  on  H.R.  10  this  year  appear  slight.  The  administration  op- 
poses it,  and  the  bill  would  undoubtedly  face  a stiff  fight  on  the  Senate  floor.  Con- 
siderable progress  has  been  made,  however,  and  the  future  looks  a bit  brighter. 

TWO  CONFERENCES:  Attention  of  the  membership  is  called  to  two  excellent  con- 
ferences of  more  than  passing  interest.  The  first  is  the  Twelfth  County  Medical  Socie- 
ties Conference  on  Disaster  Medical  Care,  to  be  held  at  Chicago’s  Palmer  House  on 
November  4-5.  The  conference  is  particularly  timely,  since  much  has  happened  in 
recent  weeks  to  strengthen  the  civil  defense  movement  and  give  it  new  impetus.  AMA 
has  had  set  aside  a special  block  of  rooms,  and  reservations  may  be  made  by  writing 
directly  to  the  hotel. 

The  Virginia  Council  on  Health  and  Medical  Care  is  sponsoring  a Tidewater  Conference 
on  the  Handicapped  from  November  8-9.  The  Conference  will  be  held  at  the  Golden 
Triangle  Motor  Hotel  in  Norfolk  and  will  have  as  its  theme  "Resources  for  Meeting 
the  Needs  of  the  Handicapped”.  Inquiries  may  be  directed  to  Mrs.  John  F.  Rixey,  1516 
Blanford  Circle,  Norfolk  5,  or  to  the  Council  at  100  East  Franklin  Street,  Richmond 
19. 

MESSAGE  FROM  BRITAIN:  A prominent  British  practitioner  has  written  a staff 
member  of  the  California  Medical  Association  that  "We  are  not  defeatists — we  are 
defeated.”  This  is  the  way  he  summarizes  thirteen  years  of  experience  with  the  British 
National  Health  Service  (socialized  medicine). 

In  wishing  American  physicians  every  success  in  their  campaign  against  socialized  med- 
icine, he  warned  "you  must  be  eternally  vigilant  lest  the  morale  of  your  doctors  is  sud- 
denly undermined  by  'compromise’  suggestions  from  doctors  and  politicians.  Govern- 
ments always  attempt  to  get  away  with  exhortation  in  place  of  remuneration.  But 
telling  people  they’re  dedicated  is  never  enough  to  maintain  recruitment  (of  physi- 
cians) . The  intelligent  ones  know  that  this  sort  of  flattery  is  merely  a device  to  keep 
them  cheap.” 


News . . . 


New  Members 

Since  the  list  published  in  the  September 
issue,  the  following  new  members  have  been 
admitted  into  The  Medical  Society  of  Vir- 
ginia: 

Charles  F.  Ballou,  III,  M.D.,  Clifton  Forge 
Kasper  Fuchs,  M.D.,  Charlottesville 
Bruce  Thomas  Garratt,  M.D.,  Suffolk 
Earl  R.  Johnson,  Jr.,  M.D.,  Roanoke 
Douglas  Stewart  MacKenzie,  M.D.,  Ar- 
lington 

James  R.  McClelland,  M.D.,  Arlington 
James  L.  Morgan,  M.D.,  Portsmouth 
Fausto  Obregon,  M.D.,  Marion 
James  Richard  Sease,  M.D.,  Harrisonburg 
Alice  Wolfsohn,  M.D.,  Arlington 

Blue  Cross-Blue  Shield  Director. 

Mr.  Robert  C.  Denzler  has  assumed  his 
duties  as  executive  director  of  the  Rich- 
mond Blue  Cross-Blue  Shield  hospital,  med- 
ical and  surgical  care  plans,  succeeding  Dr. 
Richard  J.  Ackart  who  resigned.  Mr.  Denz- 
ler has  been  assistant  managing  director  of 
Group  Hospital  Service,  the  Delaware  Blue 
Cross-Blue  Shield  Plan,  and  has  been  located 
in  Wilmington. 

Fellowship  Certificates  for  Chest  Physi- 
cians. 

At  the  annual  meeting  of  the  American 
College  of  Chest  Physicians,  held  in  New 
York  City  in  June,  the  following  Virginia 
physicians  were  awarded  fellowship  certifi- 
cates: Drs.  James  W.  Brooks,  Richmond; 
Ray  G.  Cowley,  Ft.  Belvoir;  Richard  N. 
deNiord,  Jr.,  Lynchburg;  Donald  W.  Drew, 
Norfolk;  Owen  Gwathmey,  Richmond; 
Blake  W.  Meador,  Richmond;  and  Ronald 
N.  Shelley,  Norton. 

Dr.  Carr  Honored. 

Dr.  E.  S.  Carr,  Narrows,  was  recently 
honored  for  his  forty-eight  years  of  service 
to  mankind.  A reception  was  sponsored  by 


his  friends  and  patients  and  he  was  presented 
with  a plaque.  Except  for  two  years,  Dr. 
Carr  has  practiced  in  Giles  County  since  his 
graduation  in  1911. 

Dr.  Carl  W.  LaFratta 

Is  now  Assistant  Chief,  Department  of 
Physical  Medicine  and  Rehabilitation  at  the 
VA  Center,  Kecoughtan.  He  was  formerly 
medical  superintendent  of  Pine  Camp  Hos- 
pital, Richmond,  and  left  this  position  in 
195  6 to  engage  in  a training  program  in 
physical  medicine  with  the  VA. 

Dr.  LaFratta  was  recently  certified  as  a 
diplomate  of  the  American  Board  of  Physi- 
cal Medicine  and  Rehabilitation. 

Situation  Wanted. 

Anesthesiologist,  American  graduate, 
Board  qualified,  Virginia  license,  desires 
change  because  of  poor  economic  conditions 
in  area  where  now  located.  Available  im- 
mediately. Contact  #15,  care  the  Virginia 
Medical  Monthly,  4205  Dover  Road,  Rich- 
mond 21,  Virginia.  ( Adv .) 

Opportunity  for  Training  in  Physical 

Medicine  and  Rehabilitation. 

Two  vacancies  exist  for  residents  in  Phys- 
ical Medicine  and  Rehabilitation  at  McGuire 
VA  Hospital,  Richmond,  Virginia.  All 
training  is  fully  integrated  with  Medical 
College  of  Virginia,  providing  formal  rota- 
tion through  MCV  Hospital  and  participa- 
tion in  specialty  clinics.  Salary  up  to  $10,- 
63  5 a year,  depending  on  qualifications.  Ex- 
cellent fringe  benefits.  Write  or  call  Dr.  A. 
Ray  Dawson,  Chief,  Physical  Medicine  and 
Rehabilitation  Service,  VA  Hospital,  Rich- 
mond, Virginia.  (Adv.) 

Wanted. 

Obstetrician-Gynecologist  associate,  group 
practice.  Two  man  obstetrical-gynecologi- 
cal service.  Southwest  Virginia.  Very  pro- 
gressive financial  scale.  Boards  not  required. 
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Apply  to  #10,  care  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond  21, 
Virginia.  ( Adv .) 

Office  Space  Available. 

For  rent  office  space  to  share  with  obste- 
trician-gynecologist in  beautiful  new,  air- 
conditioned  medical  building  in  Northern 
Virginia,  Annandale.  Excellent  opportunity 
for  general  practitioner,  ophthalmologist, 
ENT,  neurologist  or  psychiatrist.  These 
specialties  are  not  represented  in  whole  area. 
New  Fairfax  Hospital  and  Arlington  Doc- 
tors Hospital  only  a few  minutes  away.  Tel- 

Obituaries . . . . 

Dr.  Cornelius  Byrd  Courtney, 

Prominent  physician  of  Newport  News, 
died  August  21st,  after  a long  illness.  He 
was  seventy-one  years  of  age  and  graduated 
from  the  Medical  College  of  Virginia  in 
1915.  Dr.  Courtney  had  practiced  in  New- 
port News  since  1919.  He  retired  from  the 
staff  of  Riverside  Hospital  in  January  of 
this  year.  Dr.  Courtney  had  been  a member 
of  The  Medical  Society  of  Virginia  for 
forty- two  years. 

His  wife,  a son  and  daughter  survive  him. 

Dr.  Harry  Milton  Hayter, 

Well-known  surgeon  of  Abingdon,  died 
August  18  th,  after  an  illness  of  several 
weeks.  He  was  sixty-four  years  of  age  and 
received  his  medical  degree  from  Johns 
Hopkins  University  in  1923.  Dr.  Hayter 
had  been  on  the  staff  of  the  Johnston  Me- 
morial Hospital  for  more  than  thirty  years. 
He  had  been  a member  of  The  Medical 
Society  of  Virginia  for  thirty-three  years. 
His  wife  and  four  daughters  survive  him. 

Dr.  Matthew  Christopher  Glynn,  Jr., 

Portsmouth,  died  August  25  th  at  the  age 
of  forty-four.  He  was  a graduate  of  the 
Medical  College  of  Virginia,  class  of  1951. 


ephone  Clearbook  6-0900,  Annandale,  Vir- 
ginia. (Adv.) 

For  Sale. 

Retiring  from  practice  and  have  the  fol- 
lowing office  equipment  for  sale:  Alcoe 
Steeline  treatment  table;  Alcoe  Steeline 
treatment  stand  sterilizer,  5x7x16;  Light 
cautery  outfit;  Procto-sigmoidoscope;  Ex- 
amining lamp;  Platform  scales;  Miscella- 
neous instruments;  and  Mahogany  glass- 
covered  desk  with  chair.  In  excellent  con- 
dition. Contact  Dr.  P.  E.  Thornhill,  832 
Gates  Avenue,  Norfolk  17,  Virginia.  Phone 
622-6711.  (Adv.) 


Dr.  Glynn  served  on  the  staffs  of  Riverside, 
Mary  Immaculate  and  Warwick  Hospitals 
in  Newport  News  before  locating  in  Ports- 
mouth in  1954.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  for  nine 
years. 

His  wife  and  two  daughters  survive  him. 

Dr.  Dunn. 

The  Petersburg  Medical  Faculty  was  called  in  spe- 
cial session  on  July  20,  1961,  to  express  tribute  to 
the  memory  of  their  late  colleague  Dr.  Joseph  Dunn 
Osborne,  the  oldest  member  of  the  Petersburg  Medi- 
cal Faculty. 

Dr.  Osborne  was  born  in  Petersburg  in  1873  and 
died  in  his  88th  year,  June  19,  1961.  He  graduated 
from  the  University  of  Virginia  Medical  School  in 
1895.  He  stayed  on  at  the  University  as  an  Instruc- 
tor of  Anatomy  for  one  year,  after  which  he  went 
to  Bellevue  Hospital  in  New  York  City  for  two 
years.  The  next  year  he  went  to  Great  Ormond 
Street  Children’s  Hospital  in  London,  England. 

He  started  practice  in  this  city  in  1899  and  has 
been  an  outstanding  and  beloved  physician  and  sur- 
geon, in  this  his  home  twon,  for  sixty  two  years. 

Therefore  be  it  resolved  that  in  the  death  of 
Dr.  Joseph  D.  Osborne  the  profession  has  lost  a 
valued  associate  and  the  community  an  esteemed  phy- 
sician and  citizen. 

Be  it  further  resolved  that  these  resolutions  be 
spread  on  the  minutes  of  the  faculty  and  that  copies 
be  sent  to  the  family  and  the  Virginia  Medical 
Monthly. 
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PRO-BANTHINE  EA. 

(BRAND  OF  PROPANTHELINE  BROMIDE) 

Prolonged-Acting  tablets-3o  mg. 
Effective  • Convenient  • Sustained  Action 

pro-banthIne  ",  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthIne  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
, earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthine  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  pro-banthine  p.a.  will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 

Suggested  Adult  Dosage:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary7,  by  additional  tablets  of  pro-banthine  p.a.  or 
standard  pro-banthine  to  meet  individual  requirements. 


e.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield 
Dr.  George  S.  Fultz 


Dr.  Weir  M.  Tucker 
Dr.  Amelia  G.  Wood 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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LURE  S HOSPITAL 

McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond.  Virginia 


General  Medicine 

HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR.,  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JP..,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 


Dental  Surgery 

JOHN  BELL  WILLIAMS.  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS.  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER.  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  BS.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved  Intermediate  Care Inspection  Invited 


AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 


Dial 

MIlton  3-2777 


• 67  Simmons  Hospital  Bed  Capacity 

• Automatic  Litter-Size  Elevator 

• Rates  Start  From  $60  Weekly 

• Private  and  Multiple  Rooms — toilets 


Bernard  Maslan 
Administrator 


Terrace  Hill  Nursing  Home 


Inc. 


2112  Monteiro  Ave. 
Richmond  22,  Va. 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 

STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 

RESIDENT  STAFF 

Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 
Dr.  S.  A.  Milewski 


Lewis  M.  Simpson 
(Business  Manager) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  Facio-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 
Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 

The  Hospital  offers  a three  year  residency  in  Ophthalmology  to  a graduate  of  an  approved  medical  school, 
who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 

BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 

Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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ST.  ELIZABETHS  HOSPITAL 


RICHMOND  20,  VIRGINIA 


ESTABLISHED  1912 

Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Edward  Hill,  M.D. 

Urology 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 

For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


RICHMOND 

JOHNSTON-WILLIS 

HOSPITAL 

EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 

RICHMOND,  VIRGINIA 

THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

oto 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JOHN  H.  TOBIN,  JR.,  Administrator 
408  North  12th  Street 
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Riverside 

Convalescent  Home 

Sophia  & Fauquier  St’s. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


Appalachian  #aU 

# Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


VVm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a compe- 
tent licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.N.  Alford,  Atlanta,  Ca. 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page 

$8.30 

$8.90 

S9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

1 6 Pages 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

1 1.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street  Richmond  19,  Virginia 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


COGNAC  BRANDY 


84  Proof  Schieffelin  & Co.,  New  York 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tahlet 
is  dispensed  to  his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 


Davies,  Rose  &.  Company,  Limited 
Boston  18,  Mass. 


significance 
to  the 
physician 
is  the  symbol 
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NOW  ON  WRVA  Richmond  mo  on  your  dial 

DAILY  MONDAY  THRU  FRIDAY  AT  11:53  A.M. 

WTAR  Norfolk  790  ON  YOUR  DIAL 

DAILY  MONDAY  THRU  FRIDAY  AT  9:55  A.M. 

WDBJ  Roanoke  960  on  your  dial 
DAILY  MONDAY  THRU  FRIDAY  AT  12:15  P.M. 


Radio’s  Most  Instructive 
Health  Education  Program 


“DOCTORS 
HOUSE  CALL” 


FEA  TURING  DR.  JAMES  ROGERS  FOX  IN 
AN  INTERESTING  AND  INFORMATIVE 
RADIO  PROGRAM  THAT  WILL  HELP  TO 
CREATE  A BETTER  UNDERSTANDING  BY 
THE  PUBLIC  AND  A BETTER  INFORMED 
APPRECIATION  OF  THE  IMPORTANCE 
OF  EARL  Y DISCOVERY  AND  ADEQUA  TE 
TREATMENT  OF  THEIR  HEALTH  PROB- 
LEMS BY  THEIR  PHYSICIAN.  DR.  FOX 
IS  PRESENTED  IN  COOPERA  TION  WITH  THE  AMERICAN  MEDICAL 
ASSOCIATION  AND  YOUR  LOCAL  MEDICAL  SOCIETY.  THE  MED- 
ICAL CONTENT  OF  THIS  PROGRAM  HAS  BEEN  AUTHENTICATED 
BY  THE  AM  A S PHYSICIANS  ADVISORY  COMMITTEE  FOR  RADIO. 


Each  of  these  programs 
ends  with  Dr.  Fox’s  advice — 

“Consult  Your  Physician” 


PEOPLES  SERVICE  DRUG  STORES 


1 
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(carisoprodol,  Wallace) 

\^/® Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  relieves  stiffness 
—stops  pain,  too 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 

Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 

1 TABLET  Q.I.D, 


SPECIAL  COUGH  FORMULA 


for  Children. 


Trademark 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 


5.0  mg. 


Neo-Synephrine®  hydrochloride  . . 2.5  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


LABORATORIES 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Those  pills 


Geriatric  Vitamins— Minerals— Hormones— d-Amphetamine  Lederle 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ^ nutritionally  metabolically  4.  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bi 2 with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi).  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HC1  (Be),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 

• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 26  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 

Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 

REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS,  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  L A B O R AT  O R I E S,  A Division  of  A M E R I C A N CYANAMIO  COMPANY,  Pearl  River,  New  York 


mental  iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPOi). 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  KeSOi),  6 
mg.  • Manganese  (as  M11O2),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 
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is  pharmaceutical 
advertising 
really 

“advertising”? 

of  course  it  is,  though  some  have  called  it 

“education”  . . . not  really  "advertising.” 

Of  course  it's  “advertising”. . . a frankly  competitive  activity  of  the  Ameri- 
can private  enterprise  system  to  which  this  industry  belongs.  Of  course  it’s 
"advertising”. . .created  in  the  hope  of  getting  the  physician  to  note  and  read; 
of  persuading  him,  by  setting  forth  proven  indications  and  advantages,  to 
learn  about  a drug;  and  of  thereby  helping  him  alleviate  suffering  or  cure  dis- 
ease by  prescribing  it. 

“Advertising”?  Surely!  BUT  indisputably  different  from  any  other  adver- 
tising in  the  world  (which  is  just  what  has  led  people  to  devise  various  dif- 
ferent names  for  it).  For  in  its  proper  role  it  communicates  the  vital  information 
. . . good,  bad,  and  indifferent  . . . and  it  keeps  the  physician  abreast  of  each 
useful  new  clinical  application  and  each  new  danger  revealed  during  increas- 
ing use  of  the  drug. 

There's  been  a lot  of  talk  about  "over-advertising",  and  there  may  have  been 
occasional  excesses.  But  consider  the  potential  dangers,  in  this  era  of  astonishing 
new  drugs,  of  "under-advertising".  . . in  view  of  the  complexity  of  modern  drug 
therapy;  the  lag  of  6 to  more  than  18  months  before  the  appearance  of  defini- 
tive medical  articles  on  new  drugs;  and  the  fact  that  there  is  no  other  source  of 
such  comprehensive  information  about  a new  agent  as  the  company  that  ran  it 
through  the  crucial  gauntlet  of  animal  pharmacology  and  clinical  investigation. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  drugs. 
For  additional  information,  please  write  Pharmaceutical  Manufacturers  Associa- 
tion, 1411  K Street,  N.W.,  Washington  5,  D.C. 
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Increasingly... 

the 

trend  is  to 


Tenramycin 


According  to  a recent  report*  on  the  effectiveness 
of  Terramycin  in  106  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxytetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 

The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
—increasingly— the  trend  is  to  Terramycin. 


In  brief  l 


CAPSULES 


250  mg.  and  125  mg.  per  capsule 


convenient  initial  or  maintenance  therapy 
in  adults  and  older  children 


Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

‘Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 
another  reason  why  the  trend  is  to 
Terramycin— versatility  of  dosage  form: 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
(100  mg./cc.),  respectively — deliciously 
fruit -flavored  aqueous  forms . . . 
preconstituted  for  ready  oral  administration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials ; 100  mg.  and 
250  mg.  in  2 cc.  ampules — the  broad- 
spectrum  antibiotic  for  immediate  intra- 
muscular  injection  . . . conveniently 
preconstituted  . . . notably  well  tolerated  at 
injection  she  with  low  tissue  reaction 
compared  to  other  broad-spectrum  antibiotics 


Science  for  the  world's  well-being® 


Dear  Doctor: 

Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms  — that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
excipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  before  and  after  this  change.  We  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 

The  following  table  indicates  the  fanner  name  and  the  current  name  of  Terramycin 
systemic  preparations: 


FORMERLY  NAMED 

NOW  NAMED 

Cosa-Terramycin®  Capsules 

f&ppamycln®  Capsules* 

Cosa-Te rr a b on ® Oral  Suspension 

Teppamycin  Syrup 

Cosa-Terrabon  Pediatric  Drops 

"F&ppamycln  Pediatric  Drops 

and  simpler  names  for  these  Terramycin-contcnning  fonmdations: 


Cosa-Terrastatin®  Capsules 

Teppastatin®  Capsules 

Cosa-Terrastatin  for  Oral  Suspension 

Teprastatin  for  Oral  Suspension 

Cosa-Terracydin®  Capsules 

Thppacydin®  Capsules 

. . . and  these  names  remain  unchanged: 

Teppamycin  Intramuscular  Solution 

T&ppamycin  Intravenous 

*Terramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs —another  reason  for  the  trend  to  Terramycin. 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

'Theragran'1  is  a Squibb  trademark 
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v*nutrition...  present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^’ 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  “ 2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov. ) 1958. 

arthritis  ••  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

R peps* rrh  mril  **  4 Sebrell.  w.  H : Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

iv t..  ktti  ^ LiHL-ll.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.  6.  Overholser,  W.,  and  Fong,  T.C.C.  In  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lipplncott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.7  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8, 1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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Doctor . . . 

•What  would  paying  a bill  like'this' 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family's 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


r— AS  A PRACTICAL  BUSINESSMAN  . . . - 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty'  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees’ 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


In  Dysmenorrhea... 


“cramps  ’ don’t  cramp  her  style... 

when  you  prescribe 

Tra  moprin 

Aspirin (5  grains)  300  mg. 

Trancopal®  (brand  of  chlormezanone) 50  mg. 


Trancoprin  is  more  than  a simple  analgesic: 

It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Trancoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  by  pain  which,  in  turn. 


produces  more  pain.  Trancoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Trancoprin  is  exceptionally  safe  to  use: 

Fewer  than  two  and  a half  per  cent  of  patients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  daily. 


LABORATORIES, 

New  York  18,  N.Y. 


1602  M 
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Whatever  the  cause . . . 

belbarb  soothes 

m the  agitated  mind  and 
•jjk  calms  G-l  spasms 
R through  the 
R central  effect  i 
I ofphenobar-  | ) 

I bital  and  the 
synergistic  action  ^ 
Iff*  of  fixed  proportions 
R of  natural  belladonna 
1 alkaloids  on  the  l 


Sedative— Antispasmodic 
20  years  of  clinical  satisfaction 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  VS  gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 mm.  Belbarb 
No.  2 same  as  Belbarb  except 
Vt  gr.  phenobarbital  tor  more 
sedative  action. 


HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


& Company 

Richmond,  Virginia 


Charles  C. 
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in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 


SUPPLIED:  Capsules,  each  containing 

Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Albamycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsule3 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug.  Is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Albamycin.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

•Trademark,  Reg.  U.  S.  Pat.  Off. 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Denver  — the  hub  of  the  Rocky  Mountain  states  and  air-rail-auto  crossroads  of  the  West  — plays  host  to 
the  nation's  physicians  next  November  by  presenting  the  most  vital,  timely,  and  varied  scientific  program 
ever  assembled  at  a winter  clinical  meeting. 

Nothing  in  medicine  is  so  new  that  you  won't  find  it  discussed  or  exhibited  in  Denver.  Planned  just  lor  you 
— the  physician  m practice  — a five-day  session  headlined  by  many  of  the  nation's  leading  medical  authorities 
offering  a blending  of  "refresher"  education  with  the  most  advanced  knowledge,  tools  and  techniques 
developed  in  recent  research. 


The  entire  scientific  program  is  scheduled  in  one  convenient  location,  Denver's  Municipal  Auditorium. 
Here  are  but  a few  of  the  many  topical  highlights: 


PANEL  DISCUSSIONS 

Influence  of  Heredity  on  Disease 
New  Developments  in  Virology 

Space  Research  — Impact  on  General  Medicine 
American  Habits  vs.  Health 

Advonces  in  Chemo-  and  Radiotherapy 
Suicide  — Causes  and  Prevention 
Medical  Computers  and  Electronics 
Radiation  Accidents  and  Injury 
Sunlight  and  Skin  Care 


BREAKFAST  MEETINGS 

Community  Psychiatric  Care 
Malmstrom  Vacuum  Extraction 
Diagnosis  in  Pulmonary  Surgery 
Pyelogram  Clinics 

Poison  Control  Centers 
Dermatology  Quiz  Sessions 


• MEDICAL  MOTION  PICTURE  PREMIERES 

• CLOSED  CIRCUIT  COLOR  TELEVISION 
•215  SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


For  a medical  meeting  in  depth  in  America's  highest  city 

DECIDE  NOW— IT’S  DENVER  IN  NOVEMBER 

See  JAMA  October  14  lor  complete  scientific  program  for  physician 
advance  registration  and  hotel  reservations 

American  Medical  Association,  535  North  Dearborn  Street,  Chicago  10, 
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Analgesic  -Antipyretic- Sedative 


A unique  drug  combination  with  wide  clinical  usefulness 


Quite  often,  when  children  Hire  administered 
an  analgesic,  a mild  sedative  is  also  indi- 
cated, to  avoid  the  restlessness  which  fre- 
quently occurs  as  pain  lessens. 

In  BUTAPAP,  for  the  first  time,  this 
unique  combination  of  drugs  in  easy-to-take 
liquid  form  provides  a preparation  that  is 
highly  useful  wherever  the  allaying  of  pain 
or  discomfort,  fever,  or  restlessness  is  de- 
sired. 


SAMPLES  AND  LITERATURE 
GLADLY  SENT  UPON  REQUEST 


In  BUTAPAP  the  potent  analgesic  effect 
of  acetyl-p-aminophenol  is  potentiated  by 
the  inclusion  of  butabarbital  sodium.  The 
resultant  effectiveness  against  pain  and 
discomfort,  and  the  unusual  antipyretic 
action  of  acetyl-p-aminophenol,  are  rein- 
forced by  the  sedative  action  of  the  buta- 
barbital sodium,  providing  a preparation 
with  wide  clinical  usefulness. 


Each  5 cc.  teaspoonful  of  tasty  Butapap  contains: 

Butabarbital  Soduim  ('A  9r  ) 15.0  mg. 
Acetyl-p-aminophenol  (2  gr.)  120.0  mg. 


CAUTION: 

Federal  law  prohibits  dispensing  without  prescription. 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion 


biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Eachtabletprovides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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When 

severe  pain  accompanies 
skeletal  muscle  spi 
ease  both ‘pain  & spasm’ 


Robaxisal 

Robaxin®  with  Aspirin 

A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  2770649 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  R0BAXISAL®-PH  (ROBAXIN  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97  mg.  Hyoscyamine  sulfate  0.0 16 mg.  Phenobarbital  gr.)  8.1  mg. 
Supply : Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  ’with  integrity ..  .seeking  tomorrows  •with  persistence. 


with 


in  abdominal  distention 

Associated  with  air  swallowing,  functional  indigestion,  spastic 
colitis,  diverticulitis,  peptic  ulcer,  postoperative  gas. 


The  original  brand  of  methylpolysiloxane 


a gastrointestinal 

DEFROTHICANT* 

Air  swallowing,  abnormal  peristalsis  or  “nervous 
indigestion”  accelerates  foaming.  Foam  and  froth 
increase  the  volume  of  gastrointestinal  contents 
causing  discomfort. 

dispels  foam  and  froth 

Even  normal  peristalsis  may  produce  thick,  viscous 
foam  in  the  presence  of  gastric  mucin  and  gas  form- 
ing digestive  processes. 

SILAIN  reduces  increased  volume 

By  lowering  interface  cohesion,  Silain  breaks  down 
the  gas  bubbles  reducing  the  foam  to  a liquid. 

provides  fast  relief 

Relief  occurs  promptly  when  foam  is  broken— en- 
trapped gas  is  liberated  for  normal  absorption  or 
eliminated  by  belching  or  passing  flatus— volume 
decreases  immediately. 

SILAIN  is  safe 

A single  non-toxic  compound,  Silain  acts  physi- 
cally with  no  effect  on  gastrointestinal  motility. 

FORMULA:  Each  tablet  contains  50  mg.  methylpolysiloxane. 

DOSAGE:  1 or  2 tablets  after  meals  or  more  frequently  if  necessary. 

AVAILABLE:  50  mg.  tablets  in  bottles  of  100. 

Clinical  trial  supply  on  request 

*DEFROTHICANT— The  property  of  preventing  and  eliminating  foam 
U.  S.  Patent  No.  2,951,011 

PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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in  peptic  ulcer,  hyperacidity,  heartburn 


Control  Gastric 

GAS  ACID 


TABLETS 


DEFROTHICANT  ANTACID 


SILAIN-GEL  non-fatiguing,  fruit-mint  taste 

Releases  Gas— The  unique  physical  property  of  Silain  breaks 
the  frothy  bubbles  liberating  the  gas  for  elimination. 

Neutralizes  Acid  —Specially  balanced  antacid  formulation  pro- 
vides efficient  neutralization. 

DOSAGE-2  tablets  after  meals  and  at  bedtime.  The  safety  of  Silain-Gel  permits  administration  as  often 
as  necessary. 

FORMULA-Each  tablet  contains:  methylpolysiloxane  25  mg.;  magnesium  hydroxide  85  mg.;  co-precipi- 
tated  magnesium  carbonate  and  aluminum  hydroxide  282  mg. 

REFERENCES 

1.  Roth,  J.L.A.  and  Bockus,  H.L.:  Aerophagia — Med.  Clin.  N.  Am.  41:1673  (Nov.)  1957 

2.  Alvarez,  W.C..  Gas  in  the  Bowel:  An  Introduction  to  Gastroenterology;  Paul  B.  Hoeber, 
Inc.  Alvarez,  W.C.;  Syndrome  of  Reverse  Peristalsis:  Ibid 

3.  Barondes,  R.  de  R.  et  al:  The  Silicones  in  Medicine.  Mil.  Surg.  106: 378,  1950 

4.  Cutting,  W.:  Toxicity  of  Silicones.  Stanford  M.  Bull.  10:23  (Feb.)  1952 

5.  Dailey,  M.  and  Rider,  J.:  Silicone  Antifoam  Tablet  in  Gastroscopy.  J.A.M.A.  155:859 
(June)  1954 

6.  Rider,  J.A.  and  Moeller,  H.C.:  Use  of  Silicone  in  the  Treatment  of  Intestinal  Gas  and 
Bloating.  J.A.M.A.  174:2052  (Dec.)  1960 

7.  Rider,  J.A.:  Intestinal  Gas  and  Bloating:  Treatment  with  Methylpolysiloxane.  Am.  Pract. 
& Digest  Treat.  11:52  (Jan.)  1960 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough.  Inc.,  Memphis,  Tennessee 
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Listen  . . . good  news! 

GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 


with  St.  Paul's  Professional  Liability  Insurance 

Approved  Carrier  of  Medical  Society  of  Virginia 


1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman’s  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 

St.  Paul  Fire  and  Marine  Insurance  Co. 

St.  Paul  Mercury  Insurance  Co. 

VIRGINIA  OFFICE 

721  American  Bldg. 
Richmond  4,  Virginia 
Phone:  643-1  828 

HOME  OFFICE 

385  Washington  Street, 

St.  Paul,  Minnesota 
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relieve  E 1J9  distress  rapidly 


■ relieve  sneezing , runny  nose 
m ease  aches  and  pains 
■ lift  depressed  feelings 
m reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  ]. 


ZCORI  FORTE 

capsules 

Each  CORIFORTE  Capsule  contains: 


CHLOR-TRIMETON® 4 mg. 

(brand  of  chlorpheniramine  maleate ) 

salicylamide 0.19  Gm. 

phenacetin 0.13  Gm. 

caffeine 30  mg. 

methamphetamine  hydrochloride 1.2 5 mg. 

ascorbic  acid 50  mg. 


available  on  prescription  only 


“makes  the  rounds”  with  you 


In  and  out  of  elevators  ...  up  ramps  and 
down  corridors  . . . from  one  room  to  another 
. . . the  Sanborn  “100M  Viso-Cardiette  ’’goes 
wherever  you  need  it.  Its  mobility  is  matched 
by  its  versatility  in  providing  two  speeds  (25 
or  50  mm/sec.),  three  recording  sensitivities, 
and  provision  for  recording  and  monitoring 
other  phenomena.  Cabinet  is  handsome  ma- 
hogany or  durable  plastic  laminate. 

For  office  or  laboratory  use,  the  “100M  Viso” 
provides  the  same  instrument  in  a desk-top 


mahogany  case.  And  for  house  calls,  the  San- 
born “300  Visette®”  weighs  only  18  pounds 
complete  and  can  be  easily  carried  by  anyone. 

No-obligation  15-day  trial  plan  and  conven- 
ient time  payment  may  be  arranged.  Contact 
your  nearest  Sanborn  Branch  Office  or  Service 
Agency,  or  write  Manager,  Clinical  Instru- 
ment Sales,  at  the  main  office. 

Sanborn  service  lasts  long  after  the  sale  . . . from 
people  who  know  your  ECG  and  value  your  satis- 
faction, 


MEDICAL  DIVISION 

SANBORN 
f COMPANY 

175Wyman  St.,  Waltham  54,  Mass. 

Bethesda  Branch  Office  8118  Woodmont  Ave. 

Oliver  6-5170  and  6-5171 

Baltimore  Resident  Representative  1001  North  Calvert  St.,  Plaza  2-7154 
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spasm 


stasis 


stasis 


IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 

ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


•••• 

/ •• 

• • 

*• 

•••• 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 


biliary/intestinal  stasis 

butabarbital  sodium 15  mg.  (V4  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (V6  gr.) 


DECHOLIN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary /intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/6  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  ■ 1 1 e ■ 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canada 


for  infants  allergic  to  cow’s  milk 


a modern  milk  substitute 
rich  and  creamy  in  color, 
pleasant  and  bland  in  taste 


Sobee  has  the  rich,  creamy  appearance  that  mothers 
expect  of  a formula.  Sobee  is  pleasantly  bland,  with- 
out the  “burned-bean”  flavor  or  chalky  aftertaste 
frequently  associated  with  a soya  formula. 

Symptomatic  Relief.  Symptoms  of  cow’s  milk  allergy 
— most  frequently  manifested  by  eczema,  colic  and 
gastrointestinal  disturbances — may  be  relieved  within 
2 or  3 days. 

Good  Stool  Pattern.  In  a study  of  102  infants  on 
Sobee,  the  number  of  stools  ranged  from  1 to  4 per 
day.1  Soya  stools  are  bulkier  than  cow’s  milk  stools. 
Constipation  is  infrequent. 

Easily  Prepared.  Mothers  need  add  only  water  to 
either  Sobee  liquid  or  Sobee  instant  powder  to  pre- 
pare a formula  with  a nutritional  balance  comparable 
to  cow’s  milk  formulas. 

1.  Kane,  S.:  Am.  Pract.  & Digest  Treat.  8:65  (Jan.)  1957. 


Milk-free  soya  formula 


D 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


WHEN  A 
HIGH- 
POTENCY 
VITAMIN 
PRODUCT  IS 
INDICATED.. 


high-potency  vitamin  formula  with  minerals 


•helps  to  prevent  or  correct  certain  vitamin  deficiencies 
• supplies  various  minerals  normally  present  in  body  tissue 

Each  MYADEC  Capsule  provides:  Vitamins:  Vitamin  Bi2  crystalline— 
5 meg.;  Vitamin  EC  (riboflavin)— 10  mg.;  Vitamin  BG  (pyridoxine 
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(as  inorganic  salts):  Iodine  — 0.15  mg.;  Manganese—  i mg.;  Cobalt 
—0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.;  Iron— 15  mg.: 
Copper— I mg.;  Zinc  — 1.5  mg.;  Magnesium  — 6 mg.;  Calcium  — 105 
mg.;  Phosphorus  — 80  mg. 

Supplied:  Bottles  of  30.  100,  and  250. 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


New  c reamalin 

Antacid  Tablets 


LABORATORIES 
New  York  18,  N.Y. 


Buffers  fast'  * for  fast  relief  of  pain  — 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 
Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablets 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 
How  Supplied:  Creamalin  Tablets,  bottles  of  50, 100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoon  = l tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L. : J.  Am.  Pharm.  A. 
(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.  T„  Jr.  ; Fisher,  M.  P., 
and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 
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GET  BROADER  PROTECTION  AGAINST  CLAIMS 
RESULTING  FROM  PRACTICE  OF  MEDICINE 


with  St.  Paul’s  Professional  Liability  Insurance 

Approved  Carrier  of  Medical  Society  of  Virginia 

1.  Broader  Protection.  A St.  Paul  policy  assures  you 
of  complete  “professional  services”  protection. 

2.  Absence  of  Exclusions.  All  professional  liability 
policies  are  not  the  same.  The  St.  Paul  policy  has  only 
one  exclusion — Workman’s  Compensation. 

3.  Experienced,  Sound  Company.  The  St.  Paul  has 
established  an  enviable  record  of  competence  extending 
over  more  than  100  years. 

4.  Effective  Defense  and  Prevention.  Close  liaison 
with  doctors  and  medical  societies  helps  the  Company  to 
pinpoint  areas  of  risk  and  to  develop  educational  ma- 
terial which  assists  doctors  in  avoiding  claims. 


For  complete  information  on  “broader  protection” 
Professional  Liability  Insurance  see  your  nearest  St. 
Paul  agent. 

St.  Paul  Fire  and  Marine  Insurance  Co. 

St.  Paul  Mercury  Insurance  Co. 

p\RE  o0c, 

VIRGINIA  OFFICE 

721  American  Bldg. 
Richmond  4,  Virginia 
Phone:  643-1 828 

HOME  OFFICE 

385  Washington  Street, 

_ ...  St.  Paul,  Minnesota 

cUry  • 
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SYRUP  OF  CH  LORAL  HYDRATE 

NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 


lO  Grains  (U.  S.  P.  Dose)  of  palatable  lime  flavored 
chloral-hydrate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 

JONES  and  VAUGHAN,  Inc. 


RICHMOND  26.  VA. 


blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2-8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide9;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 

Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  & Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  e!_al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickell,  J.:  Ant.  Med.  &.  Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 


(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 

SALUTENSIN 


mm 

Hg. 

190 

180 

170 

160 

150 

140 

130 

120 

110 

100 

90 


(thiazide 

thiazide  protoveratrine  A 

thiazide  protoveratrine  A reserpine) 


JAN.  FEB.  MARCH 

12  19  27  3 10  17  24  2 9 17  23  30 


3Vi  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  USING  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 

Mean  Blood  Pressures-Systolic  (S)  and  Diastolic  (D) 


mm 
Hg. 

190 
180 
170 
160 
150 
140 
130 
120 
110 
100 
90 
80 
70 
60 
50 

In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co.,Syracuse,N.Y. 
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Placebo  Followed  by  Salutensin 
(22  patients) 


Salutensin  Followed  by  Placebo 
(23  patients) 


Placebo 
Before  After 


Salutensin 
Before  After 


Salutensin 
Before  After 


Placebo 
Before  After 
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antibiotic  therapy  wii 


CAPSULES,  150  mg.,  75  mg.  Dosage:  Average  infections— 
150  mg.  four  times  daily.  Severe  infections— Initial  dose  of 
300  mg.,  then  150  mg.  every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with  cali- 
brated, plastic  dropper.  Dosage:  1 to  2 drops  (3  to  6 mg.) 
per  pound  body  weight  per  day  — divided  into  four  doses. 
SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day— divided 
into  four  doses. 


PRECAUTIONS  — As  with  other  antibiotics,  declomycin  vf 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nau:, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reactions 
sunlight  has  been  observed  in  a few  patients  on  declomycI 
Although  reversible  by  discontinuing  therapy,  patients  shol 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  ici 
syncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  vl 
declomycin,  as  with  other  antibiotics,  and  demands  that  9 
patient  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  <3> 


i added  measure  of  protection 

V1YCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse — up  to  6 days’  activity  on  4 days’  dosage 

against  secondary  infection — sustained  high  activity  levels 
against  “problem”  pathogens— positive  broad-spectrum  antibiosis 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 


Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied : 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  meprospan®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

.a.  WALLACE  LABORATORIES 
CM-sw*  WA,  Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


1 

2 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


3 Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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HOW 


CARTRAX 

OFFERS 

BETTER  PROTECTION 
AGAINST  ANGINA  PECTORIS 
THAN  VASODILATORS 
ALONE: 


TOGETHER-IN  CARTRAX... 


they  decrease  “length,  severity,  and  amount  of  angina  pectoris”  in 
anxious  cardiacs.1 


Give  your  angina  patient  better  protection  by  balancing  supply  and 
demand.. .with  cartrax. 


note:  Should  be  given  with  caution  in  glaucoma. 

dosage:  Begin  with  1 to  2 yellow  CARTRAX  “10”  tablets  (10  mg.  PETN  plus 
10  mg.  Atarax)  3 to  4 times  daily.  When  indicated,  this  may  be  increased  by 
switching  to  pink  CARTRAX  “20”  tablets  (20  mg.  PETN  plus  10  mg.  Atarax). 
For  convenience,  write  “CARTRAX  10”  or  “CARTRAX  20.” 

Supplied  in  bottles  of  100.  Prescription  only. 


1.  Clark,  T.  E.,  and  Jochem,  G.  G.:  Angiology  1 1 :361  (Aug.)  1960. 
*brand  of  hydroxyzine  **pentaerythritol  tetranitrate 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


STUDY  1 Spoor,  H.J-:  N.Y. 

58:3292, 1958. 


Vv5J 

W/T 

a 

i 

A* 

j 

vL. 

|!j 

/ o of  cases 


satisfactory  results  in c 

from  dryness  and  pruritus. 

STUOy  2 Lubowe  1 1 . 

WesternMed.l:45>1960  ' 

satisfactory  results  in  94%  of  cases 

comments;  Sardo  “reduced 

itching  irritnH  inflammation, 
discomfort  . * ’ and  °ther 


BATH  OIL 


INDICATIONS 

eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 
contact  dermatitis 
nummular  dermatitis 
neurodermatitis 
soap  dermatitis 
ichthyosis 


_ Weiss^1'9 


G-: 


Q-\%ot  cases 

, fesotts  J „_e4, 

irfJ*Wwn'  " 


“Sca^®  -wpcarae  s°  , 

comn'enls’  t^e  $aV 

stuoot^eY  • ' * 


P=0 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture. 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  write  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.»Patent  Pending, t.m. 
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When  it’s  mo 


grippe  or 

“flu”thana  simple 
cold,but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 


WIN-CODIN*Tablets 

New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.—  to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)— to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 
engorged  membranes  and  lessen  rhinorrhea 
Ascorbic  acid  ( vitamin  C)  50  mg.  — to  increase  resistance  to 
infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  y2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

LABORATORIES  ‘Trademark  tFor  persons  with  vitamin  C deficiency 

New  York  18,  N.  Y.  Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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SQUIBB  VITAMINS  FOR  THERAPY 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxme  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

.......  100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


;)  Squibb  Quality  — the  Priceless  Ingredient 

Theragran'®  is  a Squibb  trademark 
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^ ^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^' 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  ~ 2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ••  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . .”3 

3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets.4  Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

"D  pcpnrfh  1 nr  i 1 5 4.  Sebrell.  W.  H : Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

ivcscai  v_jLJU11L.11.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.  Overholser,  W.,  and  Fong,  T.C.C.  inStieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition.  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 


Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 


7.  Goldsmith,  G A.: 


infectious  diseases 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.' 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.8  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”9 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SQUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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•What  would  paying  a bill  like  this 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  your 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


|—  AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic" 
hospital-nurse  insurance  for  yourself  and  your  family’s 
assured  protection. 

PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 

You  have  a choice  of  3 deductible  amounts,  assuring 
the  'right'  protection  at  the  'right'  cost  for  YOU! 


j—  AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty'  — it's  only  good  business  to  obtain 
Overhead  Expense  protection. 

PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees’ 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 

You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


APPROVED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


UNDERWRITTEN  BY  AMERICAN  CASUALTY  CO.  READING,  PA. 

DAVID  A.  DYER,  Administrator 

Medical  Arts  Building  Roanoke,  Virginia 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro- 
tection for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  an 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


sedative-enhanced  analgesia 


(Basic  formula) 


the  urgent  need. 


To  each  “according  to  his  need"  — maximum  safe  anal- 
gesia through  time-and-pain-tested  synergistic  formula- 
tions, in  four  strengths  for  individualized  prescription. 


PHENAPHEN 


Rgbi 


msj 

///JMwi 


PHENAPHEN* WITH  CODEINE 

V*  gr..  '/2  gr.,  1 gr. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicines  with  integrity  . . . seeking  tomorrow's  with  persistence 


auty 

obitussir 


The  real  beauty  of  Robitussin  is  seen  in  the  relief  it  brings  to  cough.  By  increasing 
the  tracheal  flow  of  respiratory  tract  fluid,  Robitussin’s  glyceryl  guaiacolate  turns  useless 
cough  into  productive  cough.  Efficient  yet  gentle,  Robitussin  helps  the  cough  rid  itself 
of  the  very  irritants  that  cause  it.  And  in  more  than  a decade  of  use  it  has  proved  unques- 
tionably safe,  as  well  as  consistently  acceptable,  to  patients  of  all  ages.  Robitussin®  is 
glyceryl  guaiacolate,  100  mg.  per  5 cc.  dose;  Robitussin®  A-C  adds  prophenpyridamine 
maleate  7.5  mg.,  and  codeine  phosphate  10.0  mg.  per  5 cc.  dose  (exempt  narcotic). 


A.  H.  Robins  Company,  Inc.,  Richmond  20,  Virginia 


Whatever  the  cause . . . 

belbarb  soothes 

^the  agitated  mind  and 
calms  G-l  spasms 
It  through  the 
I central  effect  Jfl 

1 ofphenobar-  Wm 

H i •&- 

I bital  and  the 

tW  synergistic  action  ^ 
Jjir  of  fixed  proportions 
H of  natural  belladonna 
I alkaloids  on  the 


Sedative— Antispasmodic 
20  years  of  clinical  satisfaction 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  % gr.,  bel- 
ladonna alkaloids  equiv.  fresh 
tr.  belladonna  8 mm.  Belbarb 
No.  2 same  as  Belbarb  except 
Vt  gr.  phenobarbital  for  more 
sedative  action. 


HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
ir: Pint  and  gallon  bottles. 


& Company 

Richmond,  Virginia 


Charles  C. 
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After  1 0 weeks 
of  therapy— 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  lp?  oz.  tubes. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 
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WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion. 


biliary  dysfunction  and  N EOCHOLAN 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides : Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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in  abdominal  distention 


Associated  with  air  swallowing,  functional  indigestion,  spastic 
colitis,  diverticulitis,  peptic  ulcer,  postoperative  gas. 


The  original  brand  of  methylpolysiloxane 


a gastrointestinal 

DEFROTHICANT* 

Air  swallowing,  abnormal  peristalsis  or  “nervous 
indigestion”  accelerates  foaming.  Foam  and  froth 
increase  the  volume  of  gastrointestinal  contents 
causing  discomfort. 

SILAIN  dispels  foam  and  froth 

Even  normal  peristalsis  may  produce  thick,  viscous 
foam  in  the  presence  of  gastric  mucin  and  gas  form- 
ing digestive  processes. 

SILAIN  reduces  increased  volume 

By  lowering  interface  cohesion,  Silain  breaks  down 
the  gas  bubbles  reducing  the  foam  to  a liquid. 

SILAIN  provides  fast  relief 

Relief  occurs  promptly  when  foam  is  broken— en- 
trapped gas  is  liberated  for  normal  absorption  or 
eliminated  by  belching  or  passing  flatus— volume 
decreases  immediately. 

SILAIN  is  safe 

A single  non-toxic  compound,  Silain  acts  physi- 
cally with  no  effect  on  gastrointestinal  motility. 

FORMULA:  Each  tablet  contains  50  mg.  methylpolysiloxane. 

DOSAGE:  1 or  2 tablets  after  meals  or  more  frequently  if  necessary. 

AVAILABLE:  50  mg.  tablets  in  bottles  of  100. 

Clinical  trial  supply  on  request 

♦DEFROTHICANT— The  property  of  preventing  and  eliminating  foam. 

U.  S.  Patent  No.  2,951,011 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 


24 


Virginia  Medical  Monthly 


in  peptic  ulcer,  hyperacidity,  heartburn 


Control  Gastric 

GAS  ACID 


TABLETS 


DEFROTHICANT  ANTACID 


SILAIN-GEL  non-fatiguing , fruit-mint  taste 

Releases  Gas— The  unique  physical  property  of  Silain  breaks 
the  frothy  bubbles  liberating  the  gas  for  elimination. 

Neutralizes  Acid— Specially  balanced  antacid  formulation  pro- 
vides efficient  neutralization. 

DOSAGE— 2 tablets  after  meals  and  at  bedtime.  The  safety  of  Silain-Gel  permits  administration  as  often 
as  necessary. 

FORMULA— Each  tablet  contains:  methylpolysiloxane  25  mg.;  magnesium  hydroxide  85  mg.;  co-precipi- 
tated  magnesium  carbonate  and  aluminum  hydroxide  282  mg. 

REFERENCES 

1.  Roth,  J.L.A.  and  Bockus,  H.L.:  Aerophagia— Med.  Clin.  N.  Am.  47.1673  (Nov.)  1957 

2.  Alvarez,  W.C..  Gas  in  the  Bowel:  An  Introduction  to  Gastroenterology;  Paul  B.  Hoeber, 
Inc.  Alvarez,  W.C.;  Syndrome  of  Reverse  Peristalsis:  Ibid 

3.  Barondes,  R.  de  R.  et  al:  The  Silicones  in  Medicine.  Mil.  Surg.  106: 378,  1950 

4.  Cutting,  W.:  Toxicity  of  Silicones.  Stanford  M.  Bull.  10:23  (Feb.)  1952 

5.  Dailey,  M.  and  Rider,  J.:  Silicone  Antifoam  Tablet  in  Gastroscopy.  J.A.M.A.  155:859 
(June)  1954 

6.  Rider,  J.A.  and  Moeller,  H.C.:  Use  of  Silicone  in  the  Treatment  of  Intestinal  Gas  and 
Bloating.  J.A.M.A.  174:2052  (Dec.)  1960 

7.  Rider,  J.A.:  Intestinal  Gas  and  Bloating:  Treatment  with  Methylpolysiloxane.  Am.  Pract. 
& Digest  Treat.  11:52  (Jan.)  1960 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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NOW  ON  WRVA  Richmond  1140  on  your  dial 

DAILY  MONDAY  THRU  FRIDAY  AT  11:53  A.M. 

WT A R Norfolk  790  ON  YOUR  DIAL 

DAILY  MONDAY  THRU  FRIDAY  AT  9:55  A.M. 

WDBJ  Roanoke  »6o  on  your  dial 
DAILY  MONDAY  THRU  FRIDAY  AT  12:15  P.M. 


Radio's  Most  Instructive 
Health  Education  Program 

“DOCTORS 
HOUSE  CALL” 


FEA  TURING  DR.  JAMES  ROGERS  FOX  IN 
AN  INTERESTING  AND  INFORMATIVE 
RADIO  PROGRAM  THAT  WILL  HELP  TO 
CREA  TE  A BETTER  UNDERSTANDING  BY 
THE  PUBLIC  AND  A BETTER  INFORMED 
APPRECIATION  OF  THE  IMPORTANCE 
OF  EARL  Y DISCOVERY  AND  ADEQUA  TE 
TREATMENT  OF  THEIR  HEALTH  PROB- 
LEMS BY  THEIR  PHYSICIAN.  DR.  FOX 
IS  PRESENTED  IN  COOPERA  TION  WITH  THE  AMERICAN  MEDICAL 
ASSOCIATION  AND  YOUR  LOCAL  MEDICAL  SOCIETY.  THE  MED- 
ICAL CONTENT  OF  THIS  PROGRAM  HAS  BEEN  AUTHENTICATED 
BY  THE  AMA  S PHYSICIANS  ADVISORY  COMMITTEE  FOR  RADIO. 


Each  of  these  programs 
ends  with  Dr.  Fox’s  advice — 

“Consult  Your  Physician” 

PEOPLES  SERVICE  DRUG  STORES 
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in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 


SUPPLIED:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Albamycin,*  as 
novobiocin  sodium,  in  bottles  of  1 6 and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma'.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Albamycin.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

•Trademark,  Reg.  U.  S.  Pat.  Off. 


Panalba 

■ your  broad-spectrum 
|1  antibiotic  of  first  resort. 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Tareyton  delivers  the  flavor. . . 


Here’s  one  filter  cigarette  that’s  really  different! 


The  difference  is  this:  Tareyton’s  Dual  Filter  gives  you  a 
unique  inner  filter  of  ACTIVATED  CHARCOAL,  definitely  proved  to 
make  the  taste  of  a cigarette  mild  and  smooth.  It  works  together  with 
a pure  white  outer  filter— to  balance  the  flavor  elements  in  the  smoke. 

Tareyton  delivers— and  you  enjoy— the  best  taste  of  the  best  tobaccos. 


Tareyton 


DUAL  FILTER 

Product  of  clfe,  J’/mefuean  Iv^ceejco-Torryian^  — Lulajzco  is  our  middle  name 


Tbre  white 
outer  filter 


ACTIVATED 
CHARCOAL 
inner  filter 
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New  evidence*  demonstrates  the  effectiveness  of  Terra- 
mycin in  otitis  media  . . . another  reason  for  the  trend 
to  Terramycin. 

In  a series  of  4 1 cases  of  otitis  media,  Terramycin  not 
only  “was  often  successful  where  other  antibiotics 
had  failed,”  but  also  showed  that  “it  is  extremely  well 
tolerated”;  oral  dosage  for  infants  was  250  to  375 
mg.  daily,  for  children,  500  mg.  to  1 Gm.  In  many 
instances,  oral  therapy  was  preceded  by  intramus- 
cular injection  of  Terramycin. 

The  authors  concluded  that  “there  is  good  reason 
to  consider  it  [Terramycin]  one  of  the  most  effective 
agents  for  treatment  of  infection  of  the  upper  respira- 
tory tract.” 

These  findings  confirm  the  continuing  vitality  and 
broad-spectrum  dependability  of  Terramycin,  as  re- 
ported through  more  than  a decade  of  extensive  clini- 
cal use. 


In  brief  l 


SYRUP  PEDIATRIC  DROPS 


125  mg.  per  tsp.  and  5 mg.  per  drop  (100  mg./cc.),  respectively 

deliciously  fruit-flavored  aqueous  dosage  forms  — 
conveniently  preconstituted 


Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily  practice 
is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  order 
of  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  are  rare.  Aluminum 
hydroxide  gel  may  decrease  antibiotic  absorption 
and  is  contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
Terramycin— versatility  of  dosage  form: 

TERRAMYCIN  Capsules- 

250  mg.  and  125  mg.  per  capsule — 
for  convenient  initial  or  maintenance 
therapy  in  adults  and  older  children 
TERRAMYCIN  Intramuscular  Solution— 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — preconsti- 
tuted, ready  to  use  where  intra- 
muscular therapy  is  indicated 


to  more  completely  control  the 
symptoms  of  the  common  cold 

Contramal-CP 

For  your  patients  suffering  from  colds,  respiratory  disorders  and  allergic  states,  you  will 
find  CONTRAMAL-CP  an  orally  effective  DECONGESTANT,  ANALGESIC,  ANTIPYRE- 
TIC and  ANTIHISTAMINIC.  The  inclusion  of  Tristamine*  and  Phenylephrine  Hydrochlo- 
ride with  the  basic  CONTRAMAL  formula  is  designed  to  provide  . . . MORE  complete 
control  of  the  common  cold! 


* Tristamine. ..(triple- Antihistamines) 
by  Physicians  Products  Company 
contains  Chlorpheniramine  Maleate 

1.25  mg.,  Phenyltoloxamine  Citrate 

6.25  mg.,  and  Pyrilamine  Maleate 
12.5  mg. 


CONTRAMAL-CP  . . .each 
orange  capsule  contains: 


Acetyl-p-aminophenol  325  mg. 

Salicylamide  225  mg. 

Caffeine  30  mg. 

Phenylephrine  Hydrochloride  1 0 mg. 

Homatropine  Methylbromide  2.5  mg. 

Tristamine*  20  mg. 


Supplied — bottles  100  and  1000  capsules 


PRODUCTS  CO.,  SNC. 

PETERSBURG,  VIRGINIA 


1 


A CORNERSTONE  OF 
CARDIAC  THERAPY 


The  Dictionary  defines  a cornerstone  as  something  of 
fundamental  importance,  just  as  Pil.  Digitalis,  (Davies,  Rose) 
and  Tablets  Quinidine  Sulfate  Natural  (Davies,  Rose)  are  of 
fundamental  importance  in  treating  your  cardiac  patients.  These 
preparations  represent  60  years  of  experience  and  dependability 
in  the  manufacture  of  pharmaceuticals. 

Pil.  Digitalis  (Davies,  Rose),  0.1  Gram  (approx.  VA  grains) 
which  comprise  the  entire  properties  of  the  leaf,  provide  a 
dependable  and  effective  means  of  digitalising  the  cardiac 
patient,  and  of  maintaining  the  necessary  saturation. 

\ 

Tablets  Quinidine  Sulfate  Natural,  0.2  Gram  (approx.  3 grains) 
are  alkaloidally  assayed  and  standardised,  insuring  uniformity 
and  therapeutic  dependability.  Each  tablet  is  scored  for  the 
convenient  administration  of  half  dosages. 


Davies,  Rose  & Company,  Limited  - Boston  18,  Mass. 

DQ-2 
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relieve  EU*  distress  rapidly 


■ relieve  sneezing , runny  nose 
• ease  aches  and  pains 
■ lift  depressed  feelings 
m reduce  fever,  chills 

For  complete  details,  consult  latest- Schering 
literature  available  from  your  5chering  Representative 
or  Medical  Services  Department, 
5 chering  Corporation,  Bloomfield,  N.  J. 


* CORI  FORTE 

capsules 

tach  CORIFORTl  Capsule  contains: 


CHLOR-TRIMETON ® 4 mg. 

I brand  of  chlorpheniramine  maleatel 

salicylamide 0.19  6m. 

phenacetin 0.13  Cm. 

caffeine 30  mg. 

methamphetamine  hydroch loride 1.25  mg. 

ascorbic  acid 50  mg. 


available  on  prescription  only 


Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 

ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PROVIDENCE,  RHODE  ISLAND 

Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

HARRISBURG,  PENNSYLVANIA 

Thursday,  November  9,  1961 
The  Penn  Harris  Hotel 

JACKSONVILLE,  FLORIDA 

Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 

ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americus  Hotel 

SOMERVILLE,  NEW  JERSEY 

Thursday,  November  16,  1961 
The  Far  Hills  Inn 

NASHVILLE,  TENNESSEE 

Wednesday,  November  29,  1961 
Meharry  Medical  College 


EDINBURG,  TEXAS 

Saturday,  December  2,  1961 
The  Echo  Motor  Hotel 


WACO,  TEXAS 

Sunday,  December  10,  1961 
The  Holiday  Inn 

Plans  for  1962  already  include 
the  following  Symposia,  with 
more  being  arranged: 

MOBILE,  ALABAMA 

Friday,  January  5,  1962 
The  Admiral  Semmes  Hotel 


ST.  PAUL,  MINNESOTA 

January  8,  1962 
The  Hotel  Lowry 


PORTLAND,  OREGON 

Wednesday,  January  24,  1962 
The  Sheraton-Portland  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  24,  1962 
The  Westward  Hotel 


WINCHESTER,  VIRGINIA 

Wednesday,  March  14,  1962 
The  Lee-Jackson  Hotel 


SIOUX  CITY,  IOWA 

Thursday,  March  15,  1962 
The  Sheraton-Martin  Hotel 


SPOKANE,  WASHINGTON 

Saturday,  June  2,  1962 
The  Davenport  Hotel 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 

LABORATORIES 


LIBRIUM®  Hydrochloride — 7 -ch loro -2  - methylamino- 
5-phenyl-3H-l ,4-benzodiazepine  4-oxide  hydrochloride 

Division  of  Hoffmann-La  Roche  Inc. 
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when  your  tongue 

blade  points 
to  respiratory 
infection 


m 


Ilosone'works 

to  speed  recovery 


Through  the  years,  Ilosone  has  built  an  impressive  record  as  an  effective  antibiotic 
in  common  bacterial  respiratory  infections.  Numerous  published  clinical  studies 
attest  to  excellent  therapeutic  response  with  Ilosone.  Decisive  recovery  has  become 
a matter  of  record. 

Efficacy  of  propionyl  erythromycin  and  its  lauryl  sulfate  salt  in  803  patients  with  common 


Tonsillitis* 

Acute  Streptococcus 
Pharyngitis* 

Bronchitis*  (Bacterial  Complications) 


Pneumonia* 

’References  supplied  on  request. 

The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg. 
per  pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every 
six  hours. 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every 
six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Ilosoie  is  available  in  three  convenient  forms:  Pulvules® — 125  and  250  mg.f;  Oral 
Suspension — 125  mg.f  per  5-cc.  teaspoonful;  and  Drops — 5 mg.f  per  drop,  with 
dropper  calibrated  at  25  and  50  mg. 

Product  brochure  available;  write 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana 
tBase  equivalent 

Ilosone®  (propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 

132641 


bacterial  respiratory  infections 


92.3% 

235  patients 

88.3% 

317  patients 

95.3% 

85  patients 

88.6% 

166  patients 


.. 
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Guest  Editorial 


Noblesse  Oblige 

jyjORE  AND  MORE  FREQUENTLY  one  reads  in  medical  journals, 
lay  magazines,  and  newspapers,  articles  and  items  suggesting  that 
the  medical  profession,  in  general,  has  lost  much  of  the  esteem  and 
affection  which,  not  so  long  ago,  was  accorded  to  it  by  the  general 
public.  It  seems  that  this  is  a definite  fact  and,  yet,  one  with  certain 
incongruities.  In  an  individual  doctor-patient  relationship  this  loss  may 
be  neither  obvious  nor  present.  Yet,  this  patient  may,  at  the  same  time, 
be  quite  active  in  downgrading  the  profession,  disregarding  his  doctor 
as  a part  of  the  whole. 

The  encouraging  feature  of  this  situation  is  that  no  one  judges  this 
as  an  absolute  but  rather  as  a quantitative  loss.  Therefore,  it  seems  that 
we  are  dealing  with  a reversible  reaction,  which  can  be  changed  by  each 
of  us  becoming  personally  aware  of  the  fact  that  we  are  part  of  the 
whole  and  by  responding  accordingly. 

What  is  to  be  the  nature  of  this  response,  and  what  will  it  entail?  We 
must  respond  by  becoming  dedicated  community  servants  in  addition 
to  being  dedicated  physicians.  This  endeavor  will  entail  the  sacrifice  of 
some  extra  time.  If  this  proved  to  be  the  catalyst  that  reversed  the  direc- 
tion of  the  reaction,  it  would  prove  to  be  well  worth  the  effort.  Not 
only  would  the  community  benefit  from  such  a move,  but  I believe  that 
each  physician  would  get  a great  deal  of  pleasure  from  more  active 
participation  in  community  affairs. 

Certainly  the  physician  of  several  decades  ago  did  not  have  the  diffi- 
culty that  one  experiences  today  in  keeping  abreast  of  the  progress  of 
medicine.  I would  like  to  think,  also,  that  the  physician  of  today  is 


more  thoroughly  qualified  to  handle  the  present  medical  problems  as  a 
result  of  this  technical  advance.  Perhaps  the  attainment  of  increasing 
technical  proficiency  has  so  encroached  on  our  time  that  we  can  only  be 
one  thing. 

As  we  have  traveled  along  the  decades  our  profession  has  not  been  a 
singular  exception  as  far  as  progress  and  advancement  are  concerned. 
People  in  other  professions  and  trades,  who  live  in  our  community,  have 
similar  difficulty  in  finding  enough  hours  in  a day.  It  is  easy  to  ration- 
alize by  saying  that  few  have  the  erratic  schedule  that  is  characteristic 
of  medicine.  The  public  is  interested  in  accomplishments,  rather  than 
on  reasons  why  things  are  not  done,  even  if,  at  times  this  is  unfair.  In 
order  to  regain  the  previous  stature,  it  is  necessary  to  go  the  extra  mile, 
in  short,  to  earn  rather  than  to  expect. 

Community  projects  are  being  planned  and  completed  daily  by  people 
who  are  very  busy,  people  who  have  done  their  job  for  the  day,  and  who 
still  find  the  necessary  time.  Certainly  monetary  support  for  our  respec- 
tive community  efforts  is  necessary  and  duly  appreciated,  but  it  is  my 
belief  that  giving  of  our  time  and  active  participation  in  these  projects, 
as  fully  as  our  medical  duties  will  permit,  would  be  appreciated  to  an 
even  greater  extent. 

If  we  are  to  maintain  the  idea  and  ideal  that  medicine  is  a noble 
calling,  that  it  is  more  than  just  a job  and  if  we  are  to  maintain  the 
prior  esteem  and  respect  that  the  medical  profession  should  deserve,  then 
we  must  assume  the  additional  obligation — the  Noblesse  Oblige. 

In  the  community  as  well  as  in  medicine,  "The  highest  of  distinctions 
is  that  of  service  to  others”. 

William  M.  Eagles,  M.D. 


McGuire  VA  Hospital 
Richmond , Virginia 
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Medical  Care  for  the  Aged 

The  Professional  Viewpoint 


Some  of  the  faults  in  the  plan  to 
tie  medical  care  for  the  aged  to 
social  security  are  discussed. 


DURING  and  since  World  War  II, 
health  research  in  this  and  other  coun- 
tries has  resulted  in  such  developments  as 
sulfa  drugs,  penicillin  and  other  antibiotics, 
D.D.T.  and  blood  plasma,  ACTH  and  cor- 
tisone, isoniazid,  hormone  therapy,  anti- 
hypertensive and  anti-clotting  agents, 
tranquilizing  drugs,  antihistamines  and  new 
anesthetics.  Heart  surgery  has  been  improved 
by  heart-lung  machines  and  replacement 
parts  for  heart  valves  and  blood  vessels. 
Research  workers  use  new  tools  such  as  the 
electron  microscopes,  the  ultracentrifuge 
and  radioisotopes  which  can  be  traced  and 
identified  in  the  body.  Research  has  also 
uncovered  a number  of  preventive  health 
measures  which  are  being  applied  in  indi- 
vidual and  community  health  programs. 
Fluoridation  of  public  water  supply  to  pre- 
vent tooth  decay  and  the,  enrichment  of 
bread  and  cereals  with  essential  vitamins 
are  two  such  measures. 

Vaccines  against  polio  and  a new  strain 
of  virus  causing  Asian  influenza  have  pro- 
tected thousands  and  brought  about  a re- 
duction of  84%  in  cases  of  polio  after  being 
in  use  only  two  years.  Improved  sanitation 
of  water,  milk  and  food  has  drastically  re- 
duced the  incidence  of  typhoid  fever  and 
gastro-enteritis.  Americans  today  enjoy  a 
feeling  of  safety  because  of  widespread 
adoption  of  such  measures  as  scientific  treat- 


ROBERT  V.  TERRELL,  M.D. 

Richmond,  Virginia 

ment  of  sewage,  the  chlorination  of  munic- 
ipal water  supplies  and  the  pasteurization 
of  milk.  Advances  in  insect  and  rodent  con- 
trol have  contributed  greatly  to  diminishing 
incidence  of  malaria  and  murine  typhus. 
Food,  drug  and  cosmetic  laws,  improvement 
in  working  conditions,  and  control  of  occu- 
pational hazards  have  lengthened  the  lives 
of  Americans. 

Spectacular  declines  have  occurred  in  the 
deaths  of  babies  less  than  a year  of  age,  and 
of  mothers  in  childbirth.  As  a result  of 
these  and  other  health  gains  life  expectancy 
has  increased  more  than  20  years  since  the 
advent  of  the  twentieth  century.  In  1900, 
life  expectancy  at  birth  was  47  years;  in 
1956,  it  was  70  years.  Our  favorable  health 
states  can  be  traced  in  large  measure  to  con- 
tinuing success  in  the  battle  against  com- 
municable disease.  In  1900  the  death  rate 
from  infectious  disease  was  676  per  100,000 
population,  but  in  1956  it  had  dropped  to 
44  per  100,000.  Some  of  the  principal  dis- 
eases of  childhood,  diphtheria  and  whooping 
cough,  have  decreased  both  in  frequency 
and  in  number  of  deaths.  Others  such  as 
streptococcal  sore  throat,  scarlet  fever  and 
measles  occur  as  frequently  as  ever,  but 
cause  fewer  deaths.  Smallpox  has  practically 
disappeared  and  malaria  is  rare.  Tuberculosis 
mortality  dropped  from  32.1  in  1947,  to 
7.5  per  100,000  in  1957.  Similar  gains  have 
been  made  against  syphilis,  influenza  and 
pneumonia. 

Chronic  disease  is  the  chief  killer  and 
crippler  in  the  United  States  today.  In  1957 
the  death  rate  for  cardio-vascular  disease  had 
risen  to  524  per  100,000  as  compared  to  491 
only  ten  years  earlier,  and  in  the  same  ten 
year  period  the  death  rate  from  cancer  had 
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risen  to  149.6  per  100,000  as  compared  with 
13  2.2  in  1947.  Cancer  and  diseases  of  the 
heart  and  blood  vessels  accounted  for  70% 
of  all  deaths  in  1957.  Death  rates  do  not 
reveal  the  full  significance  of  chronic  dis- 
eases. These  diseases  contribute  to  individ- 
ual suffering  and  family  breakdown,  and  are 
a great  drain  on  family  resources.  Rheuma- 
tism and  arthritis,  for  example,  are  not  a 
significant  cause  of  death,  but  they  take  a 
high  toll  of  the  nation’s  working  capacity. 

Although  chronic  disease  is  found  in  all 
age  groups,  it  is  most  prevalent  among  the 
aged,  and  the  population  over  65  years  of 
age  has  quadrupled  between  1900  and  1950, 
while  the  total  population  doubled.  Today 
out  of  182.2  million  citizens,  16  million  are 
aged  65  or  older.  The  great  national  bless- 
ing of  long  life  and  good  health  are,  of 
course,  the  result  of  teamwork  among  the 
medical  professions  under  the  system  of  pri- 
vate enterprise.  Each  year  our  older  popula- 
tion will  increase,  until  by  1970  we  can 
expect  twenty  million  people  over  65.  A 
man  at  age  65  has  a life  expectancy  to  ap- 
proximately 79  years  now.  Unfortunately 
long  life  brings  with  it  special  problems  that 
were  unforeseen  and  for  which  solution  must 
be  found.  Medical  care  for  the  aged  has 
become  a burning  social  and  political  issue, 
and  deserves  most  careful  and  deliberate 
study  lest  great  harm  be  done  by  unwise  or 
hasty  legislation.  Politicians,  naturally  sen- 
sitive to  the  power  of  voting  blocs,  and 
suddenly  aware  of  the  aged  as  a powerful 
group,  have  concluded  that  something  must 
be  done  for  them  at  once. 

We  are  told  that  the  need  is  so  urgent 
that  a "crash  program”  is  indicated,  even  if 
the  remedy  proposed  contains  glaring  de- 
fects. Later,  legislation  will  be  devised  to 
correct  them.  In  other  words,  presently 
proposed  legislation  is  but  a planned  step 
toward  the  creation  of  the  "Welfare  State”. 
Among  the  aged  one  must  not  overlook  the 
fact  that  there  are  many  industrious,  provi- 
dent, and  resourceful  individuals  who  con- 
tinue to  lead  happy,  productive,  healthy  and 
independent  lives.  Both  you  and  I know 
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many  such,  personally,  yet  the  politicians 
assume  that  all  old  people  are  sick  and  bank- 
rupt. We  know  that  this  simply  is  not  true! 
There  are  some  oldsters  who  are  unable  to 
meet  the  ordinary  cost  of  living,  such  as 
food,  shelter  and  clothing,  much  less  medi- 
cal care.  We  are  all  agreed  that  something 
must  be  done  for  them,  but  we  are  not  at 
all  agreed  as  to  how  this  must  be  done. 

Organized  labor  takes  the  attitude  that  the 
American  Medical  Association  has  opposed 
too  many  socialistic  schemes  in  the  past,  and 
while  approving  main  features  of  various 
bills,  the  AMA  has  repeatedly  called  atten- 
tion to  unsound  provisions  in  them,  as  we 
are  today  doing  to  the  proposal  that  medical 
care  for  the  aged  be  tied  to  Social  Security. 
It  is  incongruous  that  physicians,  who  will 
no  doubt  be  paid  under  the  proposed  plan 
for  many  services  which  they  now  give  gra- 
tuitously to  the  needy,  oppose  the  proposal 
vigorously,  while  organized  labor,  which 
pay  a great  deal  of  Social  Security  taxes, 
should  favor  it.  Certain  labor  unions  have 
so  grossly  mismanaged  funds  under  their 
control  that  pensions  from  these  funds  to 
retired  workers  have  recently  been  dras- 
tically reduced.  Transfer  of  a substantial 
part  of  the  unions’  obligations  to  the  shoul- 
ders of  the  taxpayers  would  appear  to  be  a 
welcome  relief  to  these  unions. 

America  has  grown  great  through  the 
independence  and  resourcefulness  of  its  citi- 
zens in  caring  for  themselves.  For  a benev- 
olent government  to  do  for  the  citizens 
what  they  can  and  should  do  for  themselves, 
will  unfavorably  affect  the  character  of  the 
America  of  tomorrow.  We  believe  that  when 
a man  is  sick,  he  should  provide  for  his  own 
care.  If  he  is  unable  to  do  so,  the  responsi- 
bility next  falls  on  his  family  and  if  they 
are  unable  to  care  for  him,  it  should  then 
fall  on  the  local  government,  the  state  gov- 
ernment, and  finally  the  federal  government 
— and  in  that  order.  We  further  believe  that 
when  governmental  aid  is  necessary,  it  should 
be  administered  and  controlled  locally,  with 
federal  grants  if  necessary.  The  determina- 
tion of  medical  need  should,  of  course,  be 
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made  by  a physician,  and  the  principle  of 
freedom  of  choice  should  be  preserved. 

The  Kerr-Mills  bill  became  law  in  Oc- 
tober 1960,  and  basically  provides  a formula 
of  local  determination  of  need,  and  admin- 
istration of  aid  to  needy  oldsters,  by  already 
existing  local  agencies  on  a matching  fund 
plan  of  three  or  four  federal  dollars  for 
every  one  dollar  locally  appropriated.  Kerr- 
Mills  is  a good  and  sensible  law,  giving  aid 
to  those  who  need  it,  and  it  should  be  sup- 
ported, as  it  can  be  made  to  work.  But,  it 
is  being  ruthlessly  sabotaged  from  on  high, 
and  has  already  been  declared  a failure  and 
inadequate  to  meet  the  need,  even  before 
state  legislatures  have  had  an  opportunity  to 
convene  and  create  legislation  to  implement 
the  program.  The  major  difficulty  in  the 
Kerr-Mills  law  is  in  raising  the  "local  dol- 
lar”. 

President  Kennedy,  supported  by  organ- 
ized labor,  has  demanded  of  the  Congress 
new  legislation  to  provide  medical  care  for 
that  segment  of  the  "over  age  65  group” 
who  have  Social  Security,  estimated  to  num- 
ber between  11  and  12  million  persons.  That 
it  does  nothing  for  the  4 to  5 million  aged 
who  do  not  have  Social  Security  is  imme- 
diately apparent.  You  and  I well  know  that 
it  is  in  this  latter  group  that  we  find  the 
greatest  need.  In  a recent  debate,  Walter 
Reuther  suggested  to  the  AMA  represen- 
tative, Dr.  Annis,  that  if  he  would  "go 
along”  with  aid  to  those  with  Social  Se- 
curity, whether  they  needed  it  or  not,  Labor 
would  then  seek  other  legislation  to  provide 
for  those  outside  Social  Security.  This  sug- 
gests to  me  that  the  real  aim  is  a big  step  in 
the  establishment  of  a "Welfare  State”,  rath- 
er than  help  for  those  in  need.  It  would  seem 
to  be  elementary  common  sense  to  first 
ascertain  who  and  how  many  need  help,  and 
then  to  draw  up  plans  to  provide  it,  rather 
than  an  "across  the  board”  scheme.  The 
proposal  will  force  government  controlled 
medical  care  on  millions  of  older  persons 
who  do  have  Social  Security  and  who  are 
quite  capable  of  caring  for  themselves.  No 
one  really  knows  what  such  a scheme  would 


actually  cost,  but  there  can  be  no  doubt 
that  it  would  be  high  initially,  and  that 
it  would  grow  rapidly  in  years  to  come. 
President  Kennedy  has  advocated  increasing 
the  Social  Security  Tax  rate  by  J4%>  and 
also  increasing  the  base  to  the  first  $5000 
of  earnings.  He  has  advertised  this  as  a "pay 
as  you  go”  scheme,  which  would  be  the 
greatest  recommendation  for  it — but  is  it? 
The  suggested  changes  will  add  approxi- 
mately 1 14  billion  dollars  annually  to  the 
Social  Security  Tax,  but  costs  of  the  plan 
are  estimated  to  be  as  much  as  five  billion 
dollars  the  first  year. 

The  immoral  ease  with  which  the  Federal 
Government  can  appropriate  unto  itself  an 
ever-increasing  portion  of  the  citizens’  earn- 
ings for  grandiose  and  ill-considered  schemes, 
and  the  corresponding  difficulties  with 
which  state  and  local  governments  raise  their 
desperately  needed  revenues,  points  up  once 
again  the  great  need  for  a complete  over- 
haul of  the  entire  tax  structure.  Medical 
care  for  the  aged  may  well  mean  the  demise 
of  private  health  insurance  in  this  field,  and 
quite  conceivably,  it  just  might  destroy  So- 
cial Security,  which  becomes  actuarily  less 
sound  with  each  political  assault  on  it.  Con- 
trary to  what  many  still  think,  Social 
Security  is  not  an  insurance  program,  but  a 
redistributive  tax,  whereby  money  is  taken 
by  compulsion  from  young  workers  and 
given  to  those  who  have  retired. 

Despite  broadening  of  both  the  tax  rate 
and  the  base  on  which  it  has  been  levied 
since  it  was  put  into  operation  in  1937,  the 
Social  Security  Trust  Fund  has  been  operat- 
ing at  an  increasingly  large  annual  deficit 
as  follows:  1957 — $126  million;  1958 — 
$528  million;  1959 — $1728  million,  and 
figures  are  not  yet  available  for  1960.  So- 
cial Security  began  as  a 2%  payroll  deduc- 
tion on  the  first  $3000  of  earnings,  or  $60 
annually,  divided  equally  between  employer 
and  employee.  Today,  the  Social  Security 
tax  is  6%  on  $4800  of  earnings,  or  $288 
annually,  and  it  will  automatically  rise  to 
9%,  or  $432  annually,  by  1969,  subject  to 
Congressional  change  which  President  Ken- 
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nedy  is  now  urging.  In  the  quarter  century 
of  its  existence  Social  Security  has  collected 
approximately  $70  billion  and  paid  out  $50 
billion  in  claims,  and  now  has  $20  billion 
in  Government  bonds  in  reserve.  Let  us 
remember  that  Government  bonds  are  not 
dollars,  but  rather  an  obligation  to  raise  the 
money  by  future  taxation.  If  Social  Security 
were  discontinued  at  this  moment  it  would 
have  obligations  of  $360  billion  to  meet.  The 
plan  will  change  Social  Security  so  that 
services  will  be  provided,  rather  than  dollars, 
as  heretofore. 

That  Social  Security  has  become  some- 
thing of  a political  football  may  be  shown 
by  the  fact  that  since  its  inception,  its  bene- 
ficial provisions  have  been  altered,  to  pay 
women  retiring  at  age  62  instead  of  age  65, 
to  pay  the  disabled  and  to  allow  generous 
provisions  for  dependents;  all  of  which  are 
costly  to  Social  Security.  In  all,  since  1950, 
Congress  has  enlarged  Social  Security  in 
more  than  fifty  instances.  As  I understand 
it,  President  Kennedy’s  proposal  for  medical 
care  will  be  essentially  an  outright  gift  from 
a generous  government  to  those  already  aged 
65,  or  over,  and  under  Social  Security.  Some 
of  these  will  surely  live  in  excess  of  100 
years.  This  again  is  a welfare  scheme  and 
definitely  not  insurance,  and  will  introduce 
socialized  medical  care  to  a large  group  of 
our  people  despite  vehement  denials  to  the 
contrary.  It  will  open  the  door  to  every 
man,  woman  and  child  in  the  country  to  a 
welfare  program.  Already  31  million  can 
turn  to  the  Federal  Government  for  all  or 
part  of  their  medical  care. 

Unfortunately,  we  cannot  accept  the 
proposal  on  a trial  basis,  and  later  return  to 
private  enterprise  if  we  wish,  for  once  the 
massive  federal  bureaucratic  machinery  is 
foisted  on  a lethargic  populace,  nothing 
short  of  revolution  could  erase  it.  One  gets 
the  impression  that  since  the  proposed  med- 
ical care  will  come  from  the  government  it 
is  getting  "something  for  nothing”.  The 
fact  is  overlooked  that  the  Federal  Govern- 
ment has  nothing  to  give  except  what  it 
first  takes  from  the  localities,  and  in  any 
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x'eturn  deductions  must  be  made  for  federal 
overhead. 

Actually,  there  are  few  experts  who  can 
speak  with  complete  knowledge  of  the  prob- 
lems of  the  aged,  but  both  you  and  I have 
aged  relatives  and  friends  and  know  some- 
thing firsthand  of  their  difficulties.  We 
know  some  old  people  who  have  a peculiar 
quirk  in  their  natures,  whereby  they  will 
plead  poverty,  conceal  their  assets,  and 
readily  accept  charity  from  those  who  in 
reality  are  less  fortunate  than  they  them- 
selves. Spokesmen  for  organized  labor  state 
that  the  proposed  benefits  belong  to  the 
aged  "by  right”,  and  that  it  is  degrading  to 
be  asked  to  establish  need,  yet  to  collect 
Social  Security  benefits  one  must  certify 
that  his  earnings  are  not  over  $1500  an- 
nually. In  our  acquaintance  are  some  old- 
sters who  are  well-to-do,  and  who  also 
happen  to  have  Social  Security  and  will 
therefore  be  entitled  to  the  proposed  "free 
medical  care”,  whether  or  not  they  need  it 
or  want  it.  We  also  know  others  who  do 
not  have  Social  Security  and  are  in  real 
need  yet  will  receive  nothing  from  the  pro- 
posed legislation.  The  proposed  law  ignores 
need,  but  would  give  benefits  to  oldsters 
having  Social  Security  regardless  of  need. 

Why  tie  medical  care  for  the  aged  to 
Social  Security?  Social  Security  provides 
an  easy  way  to  raise  large  sums  of  money. 
The  money  is  taken  from  the  earnings  of 
young  workers  of  medium  or  low  income, 
and  given  to  the  retired.  Do  young  workers 
not  need  all  of  their  earnings?  We  know 
young  workers  personally  too,  and  we  know 
what  a struggle  it  is  for  them  to  meet  the 
demands  of  a growing  family.  In  my  prac- 
tice I see  a cross-section  of  ages  and  eco- 
nomic groups,  and  it  is  more  often  necessary 
for  me  to  reduce  my  standard  fees  for 
young  people,  who  have  so  many  needs  and 
wants,  than  for  the  aged.  Elementary  sense 
of  fair  play  would  make  us  think  twice 
before  depriving  the  young  worker  of  a 
single  dollar  to  give  aid  to  the  aged  whether 
he  needs  it  or  not,  yet  that  is  exactly  what 
the  proposed  law  would  do. 
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While  retired  people  naturally  have  small- 
er incomes  than  workers,  income  alone  is 
not  the  most  valid  criterion  by  which  to 
judge  need.  With  the  burden  of  raising  a 
family  behind  them,  the  needs  of  the  elderly 
are  modest  and  their  wants  few,  and  their 
children  change  from  liabilities  to  assets. 
An  elderly  friend  of  mine  recently  told  me 
that  her  children  wished  to  give  her  a 
Christmas  present,  and  they  had  asked  her 
to  let  them  know  what  she  needed  or 
wanted.  She  told  me  that  she  knew  they 
would  give  her  something,  "they  always 
had”,  and  she  wished  to  make  their  choice 
easier.  "But”,  she  said,  "I  racked  my  brain 
and  honestly  couldn’t  thing  of  a thing  I 
really  wanted.”  More  elderly  people  own 
their  own  homes  and  possess  other  valuable 
assets  than  do  the  workers  who  must  pay 
this  tax.  Many  old  folks  have  several  sources 
of  income,  such  as  pensions,  privately  pur- 
chased insurance  or  annuities,  or  rents  and 
Social  Security. 

In  fact,  private  health  insurance  is  well 
on  the  way  to  accomplish  through  private 
enterprise,  what  the  so-called  "welfare  ex- 
perts” in  the  field  of  Social  Security  have 
repeatedly  stated  to  be  impossible;  i.e.,  near 
universal  coverage  of  the  whole  population. 
Increasingly  older  workers  are  being  con- 
tinued in  group  insurance  plans;  and  poli- 
cies continuing  benefits  to  the  retired,  but 
"paid  up  at  age  65”  are  more  and  more 
coming  into  being. 

Health  is  by  no  means  the  only  problem 
of  the  aged,  and  cannot  be  neatly  separated 
from  their  other  problems -as  the  proposed 
law  would  imply;  indeed,  some  of  their 
worst  problems  result  from  the  arbitrary 
attitudes  of  society.  This  is  exemplified  by 
the  difficulties  encountered  by  the  man  over 
45  years  of  age  who  seeks  new  employment. 
Both  management  and  labor  endorse  com- 
pulsory retirement  at  age  65,  regardless  of 
physical  or  mental  fitness  to  continue  work- 
ing; so  also  does  Social  Security  by  refusing 
benefits  to  those  who  continue  to  earn  an- 


nually more  than  $1500  after  age  65.  Idle- 
ness, wasted  skills,  reduction  in  income,  and 
the  feeling  of  rejection  by  society,  all  con- 
tribute immeasurably  to  the  problems  of 
those  facing  retirement  by  compulsion. 

Reduction  in  the  purchasing  power  of  the 
dollar  as  a result  of  continuing  inflation 
creates  serious  problems  for  those  living  on 
pensions  or  small  savings.  Contrary  to  what 
you  may  be  told,  most  old  people  are  in 
good  health,  and  the  diseases  to  which  they 
are  susceptible  are  no  different  from  the  dis- 
eases to  which  the  people  in  any  age  group 
fall  prey.  There  are  no  diseases  of  the  aged, 
but  simply  diseases  among  the  aged.  While 
there  is  a higher  incidence  of  chronic  disease 
conditions  among  older  people  they  are  not 
necessarily  disabling.  Their  main  need  is 
not  for  expensive  hospital  stay  or  operation, 
but  for  medical  care  in  their  own  homes  or 
doctor’s  offices.  Care  of  the  aged  at  home 
is  psychologically,  medically  and  financially 
superior  to  institutionalization  of  any  kind. 

In  summary,  we  recognize  that  govern- 
ment must  do  something  to  help  those  aged 
citizens  who  are  unable  to  provide  for  them- 
selves or  get  such  help  from  their  families. 
We  feel  that  when  governmental  aid  is  nec- 
essary it  should  be  administered  and  con- 
trolled locally  with  federal  grants  as  neces- 
sary. But,  we  remain  unalterably  opposed 
to  the  creation  of  massive  federal  bureauc- 
racy to  help  those  who  do  not  need  help, 
and  who  are  capably  taking  care  of  their 
own  health  needs  at  the  present  time.  The 
best  service  the  government  could  render 
to  the  peace  of  mind  and  real  social  security 
of  its  citizens  is  not  to  pile  on  new  exac- 
tions, but  to  "get  off  their  backs”  to  the 
extent  of  making  it  a little  easier  for  them 
to  save  for  their  ultimate  retirement  pur- 
poses such  as  tax  exemptions  for  funds  set 
aside  for  this  purpose  and  invested  in  Gov- 
ernment bonds  or  annuities. 
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The  Surgical  Treatment  of  Non-Toxic 
Nodular  Goiter 


Because  of  the  significant  inci- 
dence of  cancer  in  thyroid  nod- 
ules, whether  single  or  multiple 
and  because  of  the  safety  of  thy- 
roid surgery , the  author  feels  that 
all  thyroid  nodules  deserve  opera- 
tion. 


THE  SUBJECT  of  non-toxic  nodular 
goiter  and  its  possible  relationship  to 
carcinoma  of  the  thyroid  has  been  belabored 
in  the  past  two  decades  possibly  as  no  other 
medical  subject.  The  literature  is  replete 
with  evidence  of  the  marked  confusion  that 
reigns  rampant  in  the  diagnosis  of,  the  rela- 
tionship between,  and  the  treatment  of  these 
two  conditions.  There  are  innumerable  facets 
to  this  intriguing  topic,  and  although  much 
disagreement,  often  heated,  has  been  voiced, 
nevertheless  the  basic  principles  from  a sur- 
gical viewpoint  seem  concise  and  clear.  It 
has  been  repeatedly  stated  in  medical  circles 
that  cancer  of  the  thyroid  is  an  infrequent 
and  relatively  innocuous  disease  and  one  in 
which  evidence  of  a fatal  termination  is 
rare  indeed.  This  is  quite  true  if  judged  by 
hospital  autopsy  statistics.  However,  every 
surgeon  who  has  had  experience  with  thy- 
roid cancer  will  strongly  challenge  this  er- 
roneous concept.  A recent  careful  survey 
of  all  thyroid  cancer  deaths  in  the  state  of 
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Connecticut  over  a sixteen  year  period 
showed  that  the  finding  of  thyroid  cancer 
was  more  frequent  than  realized  and  that, 
furthermore  the  life  expectancy  once  the 
diagnosis  had  been  established  was  much 
shorter  than  many  articles  purport  to  show, 
the  mean  survival  time  being  only  three 
and  one-half  years!"4  It  can  now  be  shown 
that  cancer  of  the  thyroid  is  just  as  deadly 
as  other  malignancies,  most  of  which  enjoy 
a much  more  lethal  reputation. 12,13,17,22  The 
striking  difference  lies  in  the  fact  that  al- 
though cancer  of  the  thyroid  kills  inex- 
orably, it  does  so  slowly  and  in  a more 
chronic  fashion.  Warren  Cole,7,19  for  in- 
stance, showed  that  in  a four  year  period 
11  out  of  16  cases  of  new  thyroid  cancer 
died,  but  none  of  the  patients  succumbed 
in  the  hospital,  and  hence  none  entered  into 
hospital  mortality  statistics,  all  dying  at 
home.  This,  and  other  studies,2,18  show  the 
fallacy  of  trying  to  reason  from  hospital 
autopsy  figures  as  to  the  seriousness  of  this 
disease.  The  very  chronicity  of  the  often 
prolonged  cancer  renders  it  much  less  dra- 
matic as  a cause  of  death  than  cancer  of 
the  breast,  stomach,  or  the  lung. 

There  has  been  little  argument  for  a dec- 
ade or  more  that  solitary  nodules  entail  a 
potentially  malignant  hazard  until  proven 
otherwise,  although  some  still  advise  pro- 
crastination in  surgical  treatment.  Many 
have  demonstrated  a remarkably  high  inci- 
dence of  cancer  in  these  nodules.1,2,4,5,6,15,18,20’' 
25,32,33  c0le8  reported  the  amazing  figure  of 
24%  in  Chicago,  a city  in  the  endemic  goi- 
ter belt  where  all  agree  that  cancer  of  the 
thyroid  is  much  more  frequent.  Its  geo- 
graphical variation  has  been  discussed  by 
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others.1,7,8’9,24,26-30  A less  appreciated  facet  of 
the  problem  has  been  that  cancer  of  the 
thyroid  likewise  occurs  in  multi-nodular 
goiters  with  alarming  frequency.11,17,20,25  In- 
deed, it  has  now  become  obvious  that  all 
definite  nodules  in  the  thyroid  gland  are 
potentially  cancers  until  proven  otherwise. 
Many  of  those  not  cancer  at  the  time  of 
operation  are  capable  of  malignant  trans- 
formation which  render  it  virtually  impos- 
sible to  eliminate  any  nodule  in  this  area 
from  the  potentiality  of  malignant  disease. 
Some  disagree  with  this  philosophy,  believ- 
ing that  cancer  originates  as  such28  but  as 
stated  by  Young33  this  etiological  aspect  is 
purely  academic. 

Therefore,  in  view  of  the  marked  con- 
fusion attending  this  issue  as  well  as  many 
misconceptions  derived  from  statistical  fig- 
ures it  seemed  wise  to  survey  clinical  ex- 
perience in  this  area  from  a surgical  view- 
point. Not  only  do  many  essayist  attempt 
to  prove  that  cancer  of  the  thyroid  is  a 
relatively  infrequent  neoplasm,  and  certain- 
ly not  a particular  disastrous  one,  but  there 
are  those  who  support  and  defend  the  con- 
cept that  they  are  able  to  differentiate  by 
various  methods  between  masses  in  the  thy- 
roid which  are  malignant  or  capable  of 
malignant  degeneration,  and  those  that  are 
benign.3,14,21,28,29  The  most  conservative  phy- 
sician does  not  question  the  fact  that  not 
over  six  per  cent  of  breast  masses  removed 
are  malignant.'  The  fallacy  of  such  deduc- 
tions can  be  well  proven;  it  is  our  purpose 
to  show  that  cancer  of  the  thyroid  is  a fre- 
quent condition,  that  it  is  clinically  impos- 
sible to  delineate  between  malignant  and 
benign  nodules,  and  that  the  only  safe  policy 
is  to  adopt  the  same  philosophy  that  governs 
the  treatment  of  tumors  encountered  in  any 
other  area  of  the  body.  It  is  true  that  the 
thyroid  gland  in  any  given  individual  is  in 
a constant  state  of  flux  physiologically  and 
that  subject  to  a host  of  factors,  the  thyroid 
may  hypertrophy,  may  hyperplase,  and  may 
like  the  circles  in  a divided  oak  tree,  reflect 
various  stresses  in  the  life  of  the  individual.21 
This  rhythmic  and  constantly  changing  pat- 


tern renders  interpretation  of  nodules  quite 
difficult.  It  has  been  shown,  however,  that 
non-toxic  goiters  of  unknown  character  are 
always  potentially  malignant,  and  that  one 
cannot  use  one  criterion  for  masses  in  the 
thyroid  and  another  for  masses  in  the  breast. 
On  the  other  hand,  there  are  few  statistics 
which  show  less  than  a 10%  incidence  in 
thyroid  nodules  and  many,  many  which 
show  it  to  be  much  higher. 

A review  of  229  cases  of  non-toxic  nodu- 
lar thyroid  disease  operated  upon  by  us 
supports  the  basic  concepts  frequently  ad- 
vocated in  the  surgical  literature,  and  fur- 
thermore, reveals  the  fallacy  of  either  ignor- 
ing thyroid  masses;  or  of  attempting  to  use 
some  divining  rod  to  determine  which 
should  be  removed  and  which  should  be  left 
unmolested.  A precise  clinical  differentia- 
tion between  non-toxic  nodular  goiter  of 
various  kinds  cannot  be  made.  The  obso’ete 
concept  that  multinodular  goiter  insured 
against  cancer  has  been  abandoned  by  vir- 
tually all  surgeons,  some  of  whom  have  had 
a similar  experience  to  that  of  Martin  of 
Memorial  Hospital  in  New  York  City  who, 
in  1954,  reported  a higher  incidence  of  can- 
cer occurring  in  the  multinodular  goiter 
(15%)  than  in  the  uninodular  one  (8%). 20 
Furthermore,  it  is  impossible  to  differentiate 
clinically  between  single  and  multiple  nodu- 
lar goiters  in  many  instances.4,11’16,28  All  thy- 
roid surgeons  have  had  the  experience  of 
operating  for  a solitary  nodule  only  to  find 
that  he  is  dealing  with  a multinodular,  and 
often  a bilateral  multinodular  non-toxic 
nodular  goiter.  We  have  had  the  experience 
on  a number  of  occasions  of  finding  that 
the  "solitary”  nodule  diagnosed  preopera- 
tively  was  benign  but  have  then  found  can- 
cer elsewhere  in  that  lobe  or  in  the  opposite 
lobe  in  nodules  not  appreciated  by  clinical 
perception.  To  wait  until  undisputable 
evidence  of  cancer  exists  is  to  wait  for  inop- 
erability and  incurability  as  pointed  out  by 
Payne  and  Strauss  before  this  Society  nine 
years  ago!20  Because  of  the  relatively  slow 
growth  and  prolonged  course  with  slow 
metastasis  in  the  majority  of  thyroid  cancers 


Volume  88,  November,  1961 


639 


it  is  even  more  important  to  attack  the 
problem  early  and  with  vigor.1"  This  is 
often  a curable  lesion.  In  the  early  case  lim- 
ited to  the  thyroid  capsule  a much  less 
radical  operation  suffices  than  in  those  with 
cervical  lymph  nodes  metastasis.  The  latter 
requires  a relatively  mutilating  procedure 
but  one  which  is  still  often  curative. 

The  criteria  which  are  employed  to  de- 
termine whether  or  not  surgical  treatment 
is  indicated  may  be  divided  into  the  history 
and  physical  aspects,  various  laboratory 
determinations,  and  "therapeutic”  trials 
utilizing  desiccated  thyroid  extract  or  other 
related  material.  We  believe  that  at  the 
present  time  one  can  not  accurately  deter- 
mine by  any  means  the  presence  or  absence 
of  cancer,  and  that  hence  all  nodules  require 
exploration.  On  the  contrary,  we  feel  that 
"smooth”  goiter,  such  as  the  endemic  type 
of  colloid  goiter,  or  the  diffuse  lymphoid 
type  of  thyroiditis  does  not  usually  merit 
surgery,  but  these  are  entirely  different 
categories.  One  must  further  remember  that 
in  multinodular  goiter  there  are  other  cogent 
reasons  demanding  surgery  exclusive  of 
malignancy,  such  as  pressure  symptoms,  cos- 
metic aspects,  and  the  feeling  due  to  this 
cancer-conscious  era  that  a mass  is  poten- 
tially malignant  until  proven  otherwise. 
Many  patients  request  operation  and  they 
often  exhibit  more  erudition  than  physicians 
who  advise  them  otherwise.  Fully  50%  and 
over  of  the  30  cases  of  cancer  of  the  thyroid 
which  we  have  seen  in  non-toxic  nodular 
goiter  had  been  told  by  one  and  often  by 
several  physicians  to  ignore  their  tumor. 
Since  many  have  attempted  to  use  these 
dubious  criteria  to  select  those  cases  in 
which  surgery  was  apparently  indicated,  we 
would  like  to  explore  these  showing  the 
fallacy  of  all. 

History  and  Physical  Aspects 

It  has  been  definitely  shown  that  there 
are  essentially  no  differences  in  the  majority 
of  symptoms  between  nodular  goiter  with 
and  without  carcinoma.  Majarakis  et  al. 
found  a slightly  smaller  percentage  of  pa- 


tients with  non-toxic  nodular  goiter  to  have 
symptoms  than  with  carcinoma.19  However, 
the  only  symptom  that  showed  consistently 
a higher  incidence  in  the  carcinoma  cases 
studied  was  that  of  hoarseness,  and  this  dif- 
ferential was  not  too  great.  Pressure  symp- 
toms, cough,  choking,  difficulty  on  swallow- 
ing and  pain  were  essentially  the  same  be- 
tween the  two  groups.  It  is  interesting  that 
many  non-surgeons  have  attempted  to  uti- 
lize the  criterion  of  recent  increase  in  size  as 
of  tremendous  importance  in  the  deter- 
mination of  the  necessity  for  surgical  inter- 
vention. In  Cole’s  statistics  5 6%  of  the 
non-toxic  nodular  goiter  showed  recent  in- 
crease in  size  whereas  only  42%  of  the  50 
cases  of  carcinoma  showed  a similar  feature! 
This  negates  any  possible  conclusions  that 
sudden  change  in  size  is  of  great  importance 
in  the  diagnosis.  The  consistency  of  the 
goiter  has  likewise  been  utilized  as  a cri- 
terion and  if  soft  it  has  been  felt  that  the 
likelihood  of  cancer  is  decreased.  Again  to 
quote  the  figures  of  Majarakis,  Slaughter 
and  Cole  there  is  an  identical  incidence  in 
soft  consistency  of  46%  in  both  the  benign 
and  the  carcinomatous  groups.  Cord  paraly- 
sis, therefore,  remains  the  only  clinical  find- 
ing of  significance  and  even  it  does  not  as- 
sure the  observer  that  cancer  is  the  diagnosis. 
We  are  in  agreement  with  these  observa- 
tions. 

The  age  of  the  patient  with  nodular  goiter 
is  of  some  significance  since  it  does  not  fol- 
low the  usual  cancer  curve,  there  being  a 
higher  incidence  in  middle  age.  Seventy- 
three  percent  of  our  cases  of  cancer  were 
under  60  years  of  age.  There  is  little  dis- 
agreement that  in  young  individuals  with  a 
nodular  goiter  there  is  a greater  chance  of 
carcinoma  being  present.  Likewise,  nodular 
goiter  is  predominately  found  in  the  fe- 
male but  it  is  consistently  shown  that  the 
male  patient  with  a mass  has  a greater  pre- 
dilection for  cancer  than  his  counterpart 
and  tolerates  it  more  poorly.  Preoperative 
diagnosis  is  usually  made  in  less  than  fifty 
percent  of  thyroid  cancers,  although  the  in- 
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credibly  high  figure  of  ninety  percent  has 
been  reported  by  Crile.1" 

Laboratory  Studies 

Basal  metabolic  determinations  and  pro- 
tein bound  iodine  studies  although  of  value 
in  excluding  bizarre  toxic  manifestations 
are  of  absolutely  no  help  in  establishing  a 
preoperative  diagnosis  of  benign  or  malig- 
nant thyroid  disease.  It  is  a well  established 
fact  that  toxicity,  whether  it  be  in  a diffuse 
or  a nodular  goiter  seems  to  protect  against 
the  development  of  cancer.  However,  Haz- 
ard" has  recently  shown  that  sclerosing  car- 
cinoma, a relatively  small  and  non-invasive 
type  of  malignancy  has  a predilection  for 
diffuse  toxic  goiter  but  it  is  the  exception. 
Radio-active  iodine  uptake  and  scintograph- 
ic  studies  help  in  the  delineation  of  toxicity 
and  its  degree  but  otherwise  have  no  place 
in  criterion  for  malignancy.  When  this 
highly  interesting  and  useful  type  of  study 
for  functional  thyroid  evaluation  first  came 
into  vogue  many  immediately  began  to  at- 
tempt to  attach  differential  significance  to 
its  determination  of  so-called  "hot”  and 
"cold”  nodules.  For  instance,  many  adopted 
the  philosophy  that  all  so-called  "hot”  or 
"warm”  nodules  were  unquestionably  be- 
nign and  could  be  treated  ad  infinitum  with 
drugs  of  various  types;  on  the  other  hand 
they  would  begrudgingly  agree  that  the 
"cold”  nodules  were  apt  to  be  bad  actors 
and  possibly  should  be  placed  into  the  hands 
of  the  surgeons.  Except  as  a physiological 
experimental  study  this  has  no  place  in  the 
determination  of  clinical  cancer  at  the  pres- 
ent time. 

“Therapeutic  Trial” 

The  administration  of  desiccated  thyroid 
extract  and  of  other  similar  material  to 
shrink  nodular  goiter  has  been  utilized  as 
a therapeutic  "test”  method  of  determining 
surgical  versus  medical  goi ter. 3,14,23,2 ' The 
hazard  of  this  cannot  be  over-emphasized. 
Unquestionably,  it  is  possible  to  decrease  the 
size  of  many  nodular  goiters  or  even  to 


make  them  disappear  clinically  by  this 
method,  although  many  recur.  Astwood  et 
al. 3 has  just  reiterated  again  the  value  of  this 
in  "protecting”  the  patient  from  the  sur- 
geon althought  most  patients  were  studied 
for  a very  short  period  of  time  (months), 
and  no  one  was  followed  more  than  three 
years.  He  presented  230  cases  of  "simple” 
goiter  including  diffuse,  multiple  nodular 
and  uninodular  classifications,  all  of  whom 
were  treated  medically.  Approximately 
two-thirds  showed  at  least  regression  ini- 
tially. In  a series  of  almost  identical  number 
(229)  we  had  30  carcinomata!  Further- 
more, Astwood  et  al.  had  only  22  patients 
who  having  responded  could  be  studied  after 
treatment  was  discontinued,  and  this  for  a 
very  short  period.  Even  so  13  of  this  short 
term  study  group  showed  recurrence!  The 
theory  involved,  of  course,  is  that  the  sup- 
pression of  the  thyroid  stimulating  hormone 
(TSH)  by  thyroid  extract  produces  regres- 
sion of  the  thyroid  mass.  The  alarming 
aspect  of  this  is  that  Thomas31  and  others 
have  shown  that  it  is  possible  to  cause  disap- 
pearance of  thyroid  carcinoma  both  in  the 
thyroid  gland  and  in  distant  metastasis  by 
the  administration  of  the  same  material, 
although  long  term  conclusions  are  not  yet 
available.  This  would  seem  to  entail  a very 
serious  problem  since  one  might  well  be 
treating  carcinoma  without  being  aware  of 
it.  For  this  reason  this  should  be  mentioned 
only  to  be  condemned  as  a serious  method  of 
differentiation  between  nodules  amenable  to 
medical  treatment  and  surgery. 

The  Surgical  Approach 

It  is  our  feeling  that  all  nodular  goiters 
should  have  surgery  in  the  absence  of  com- 
manding contraindication.  Patients  should 
have  routine  large  chest  x-rays  including 
the  lower  neck  and  laryngoscopic  visualiza- 
tion prior  to  surgery.  The  x-rays  give  much 
valuable  information — the  degree  of  tra- 
cheal compression  or  deviation,  the  presence 
or  absence  of  calcification  within  the  thy- 
roid mass,  and  the  presence,  absence  or  de- 
gree of  substernal  extension  or  of  medias- 
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tinal  goiter.  Although  it  is  desirable  to 
secure  laryngoscopic  evaluation  on  all  pa- 
tients prior  to  surgery  those  having  large 
goiters,  voice  change,  recurrent  goiter,  and 
those  with  marked  tracheal  deviation  re- 
quire it  urgently.  We  have  operated  upon 
two  patients  in  whom  a separate  detached 
mediastinal  goiter  was  detected  only  by  pre- 
operative x-ray. 

At  the  time  of  surgery  in  the  solitary 
nodule  we  prefer  total  lobectomy  on  the 
involved  side.  The  advantages  of  this  have 
been  stressed  by  many.  Where  the  isthmus 
contains  one  solitary  mass  it  is  resected  fre- 
quently along  with  the  anterior  portions  of 
the  lateral  lobes.  In  the  multinodular  bi- 
lateral goiter  subtotal  resection  at  least  is 
employed  on  both  sides,  frequently  one  side 
being  resected  in  toto  and  a small  residue 
of  thyroid  left  in  the  esophago-tracheal 
groove  on  the  contralateral  side.  In  instances 
where  there  have  been  palpable  cervical 
lymph  nodes  prior  to  surgery  these  are  biop- 
sied  at  the  same  time. 

Statistics 

A total  of  322  thyroid  procedures  done 
consecutively  on  private  patients  were  re- 
viewed. (Table  I)  Out  of  this  group  54 


Table  I 

Classification  of  Cases 

Toxic  (Diffuse  and  Nodular) 54 

Non-Toxic: 

Chronic  Thyroiditis: 

(Lymphoid,  Riedel's,  Granulomatous) ...  39 

Nodular: 

(Solitary  and  Multiple) 229 

322 


were  toxic  and  this  included  both  the  diffuse 
and  the  nodular  type.  Thirty-nine  patients 
had  thyroiditis  of  one  type  or  another.  The 
remaining  229  cases  represented  non-toxic 
nodular  goiter,  59.9%  being  diagnosed  pre- 
operatively  as  solitary  nodules  and  40.1% 
as  being  multinodular.  (Table  II)  In  the 
entire  non-toxic  nodular  goiter  group  30 
cases  (13.1%)  had  malignant  disease  at  the 
time  of  surgery.  Twenty  cases  or  14.5%  of 


the  solitary  nodules  were  found  to  be  malig- 
nant and  10.8%  of  the  multinodular  goiters 

Table  II 

Non-Toxic  Nodular  Goitre 

Number  Percent 

Solitary  Nodules 137  59.8 

Multiple  Nodules 92  40.2 

229  100  0 

had  carcinoma  at  the  time  of  surgery. 
(Table  III)  These  figures  demonstrate 

Table  III 


Number  op  Carcinomata  in  Series 


No.  Cases 

No 

. Carcinomas 

Toxic  (Diffuse  and  Nodular) 
Non-Toxic: 

54 

1 

( 1.85%) 

Chronic  Thyroiditis: 

(Lymphoid) 

39 

1 

( 2.56%) 

Nodular  Goitre: 

Solitary  Nodule 

137 

20 

(14.59%) 

Multiple  Nodules.. . 

92 

10 

(10.86%) 

13.1%  of  all  Non-Toxic  Nodular  Goitres  had  Carcinoma 


again  as  has  been  shown  by  countless  observ- 
ers the  highly  significant  aspects  of  nodular 
goiter  and  the  potential  dangers  of  a con- 
servative philosophy  regarding  it.  Out  of 
the  total  of  30  cases  of  carcinoma  detected 
in  this  group  of  cases,  two  have  died,  two 
are  dying,  and  one  has  recent  recurrence  of 
her  disease.  The  others  remain  free  of  can- 
cer as  detected  by  clinical  means  at  the 
moment.  Only  three  males  had  cancer  in 
this  group  but  it  is  of  significance  that  this 
represented  15.3%  of  the  entire  number  of 
males  operated-upon. 

The  age  of  those  with  cancer  varied  from 
20  to  75  years,  73%  being  under  60  years. 
Nine  cases  had  proven  lymph  node  metas- 
tasis and  subsequently  underwent  a radical 
neck  dissection.  A probable  diagnosis  of 
cancer  was  made  preoperatively  in  only 
seven  (23.3%). 

In  the  non-nodular  goiter  group  one  can- 
cer was  found  each  in  a diffuse  toxic  and  in 
a lymphoid  goiter.  These  are  not  included 
in  these  statistics. 

What  have  been  the  dangers  and  hazards 
of  surgery?  The  average  hospital  stay  has 
been  6.4  days.  This  is  misleading  because 
many  were  hospitalized  longer  for  other 
unrelated  diseases.  There  have  been  two 
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patients  who  developed  sufficient  bleeding 
with  hematoma  formation  to  require  re- 
opening of  the  neck  as  an  emergency  pro- 
cedure. Tracheostomy  was  necessary  in  one 
of  these.  There  have  been  four  cord  palsies 
but  two  of  these  were  noted  on  preoperative 
laryngoscopic  visualized  examination  mak- 
ing the  operative  incidence  two.  In  both  of 
these  the  operation  was  a secondary  one. 
Three  patients  exhibited  temporary  tetany 
but  there  were  no  examples  of  permanent 
hypoparathyroidism.  One  patient  showed 
complete  hysterical  aphonia  for  a period  of 
six  months,  this  ultimately  clearing  com- 
pletely, although  the  patient  has  required 
subsequent  psychiatric  treatment.  Approx- 
imately 12  patients  showed  delayed  suture 
extrusion,  these  being  treated  as  office  pa- 
tients. The  number  of  surgical  complica- 
tions should  therefore  not  militate  against 
a philosophy  of  uniform  excision  for  all 
thyroid  nodules.  This  seems  preferable  to 
the  risk  of  overlooking  a malignancy  as  fre- 
quent and  as  serious  as  that  of  the  thyroid 
gland. 

Summary 

A brief  review  of  the  fallacies  involved 
in  attempting  to  differentiate  between  be- 
nign and  malignant  masses  in  the  thyroid 
has  been  presented,  as  well  as  a brief  review 
of  the  pertinent  facts  on  which  the  basis  for 
surgical  excision  of  thyroid  masses  is  found. 
A survey  of  229  non-toxic  nodular  goiter 
patients,  including  30  carcinomata,  coming 
to  surgery  has  been  briefly  reviewed.  This 
has  agreed  essentially  with  the  findings  of 
others  as  to  the  high  incidence  of  thyroid 
cancer  in  nodular  goiter  whether  uni-  or 
multi-nodular,  as  well  as  the  inability  of  the 
clinician  to  make  preoperative  determina- 
tion of  either  actual  or  potential  malig- 
nancy. An  acceptable  morbidity  and  no 
mortality  has  been  shown  in  these  cases. 

Conclusion 

All  definite  nodular  goiters  require  sur- 
gical exploration  providing  there  are  no 
major  contraindications.  The  chance  of 


carcinoma  is  high,  there  is  no  acceptable 
method  of  differentiating  those  that  are 
benign  or  malignant,  and  the  surgical  results 
are  satisfactory  and  have  a low  morbidity. 
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Links  Brush  Rollers  to  Hair  Loss 


Bald  spots  occurring  in  13  women  were 
"circumstantially  related”  to  a method  of 
setting  the  hair  with  brush  rollers.  Dr.  Mor- 
ris J.  Lipnik,  Detroit,  writing  in  a scientific 
publication  of  the  American  Medical  Asso- 
ciation, said  the  1 3 women  came  to  him  with 
"peculiar  patches  of  baldness”. 

All  of  the  women  had  used  large  hair 
rollers  with  brushes  on  the  inside,  he  wrote 
in  the  September  Archives  of  Dermatology. 
The  bristles  protrude  through  such  rollers 
which  are  anchored  to  the  scalp  by  means 
of  large  plastic  pins. 

Some  of  the  patients  had  used  the  brush 
rollers  for  several  months  while  others  had 
used  them  for  as  long  as  two  years.  Some 


of  the  patients  told  him  that  they  were  the 
rollers  to  bed  at  night  and  that  they  some- 
times in;ured  their  scalps  when  inserting  the 
pins. 

There  were  patches  of  very  short  hairs 
surrounding  the  area  of  baldness,  and  it  is 
believed  this  indicated  the  pressure  applied 
by  the  rollers  caused  the  hair  to  break  off. 

When  use  of  the  rollers  was  discontinued, 
complete  hair  regrowth  occurred  in  three  to 
four  months  in  most  cases.  However,  in 
two  cases  scarring  of  the  scalp  prevented 
regrowth. 

Dr.  Lipnik  routinely  advises  women  pa- 
tients with  hair  problems  to  abandon  use  of 
brush  type  rollers. 
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Congenital  Absence  of  the  Vagina 
and  Its  Correction 


RANDOLPH  H.  HOGE,  M.D. 
Richmond,  Virginia 


When  nature  fails  to  provide  a 
vagina , men  will  attempt  to  create 
one.  An  account  of  some  of  the 
earlier  methods  is  given  as  well 
as  a successful  one  now  in  use. 


SOME  WOMEN  are  born  with  vaginas; 

some  without.  Adam  discovered  the  for- 
mer; Columbus  discovered  the  latter.  Not 
the  Columbus  you’re  thinking  of,  though. 
It  was  one  Realdus  Columbus;  he  reported 
his  discovery  in  the  century  after  Chris- 
topher made  his. 

Adam  did  something  about  his  discovery. 
It  is  not  recorded  that  Realdus  did  anything 
about  his.  But  another  famous  man,  Du- 
puytren,  did. 

Thus,  in  1817,  Dupuytren  made  one  of 
the  earliest  attempts  to  construct  a vagina. 
Here  was  a man  who  was,  even  then,  inter- 
ested in  space,  inner  space.  He  successfully 
created  one  between  the  bladder  and  rec- 
tum. Then  he  tried  to  keep  it  open.  No 
success.  Unlike  man,  nature  abhors  a vacu- 
um. "Natura  abhorret  vacuum.” 

Many  methods  have  been  tried,  all  of 
which,  by  the  very  nature  of  the  problem, 
involved  the  creation  of  a cavity.  The  chief 
points  of  difference  in  these  methods  lie  in 
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the  manner  of  lining  and/or  maintaining 
the  cavity,  or  attempting  to  do  so. 

What  is  perhaps  the  oldest  of  methods 
creates  the  cavity  and  lining  simultaneously, 
laboriously,  and  slowly.  It  may  have  been 
done,  after  a fashion,  by  unproclaimed  con- 
sorts before  and  since  the  recording  of  med- 
ical history.  It  is  in  essence  a non-surgical 
procedure,  consisting  of  repeated  local  pres- 
sure until  the  vestibule  recedes  to  the  desired 
depth.  This  method  using  test  tubes  and  no 
incision  was  advocated  by  Frank.  It  requires 
patient  patient  cooperation. 

The  first  surgeon  to  operate  by  incision 
of  the  urorectal  septum  appears  to  have 
been  one  de  Haen,  who  in  1761  operated  on 
a 24  year  old  woman  with  urgent  symptoms 
of  menstrual  retention.  He  reached  the 
bladder  instead  of  the  uterus  and  the  patient 
died  three  days  later.  In  the  days  to  follow, 
this  unhappy  outcome  (death)  was  a fre- 
quent result  of  the  infrequent  operations 
for  genital  atresia,  sepsis  being  the  usual 
cause. 

The  incisional  methods  fall  into  several 
groups.  One  is  simple  dissection  of  the  uro- 
rectal septum.  In  this  the  cavity  is  main- 
tained without  a lining  until  epithelization 
occurs  upward  from  the  vestibule  or  from 
cell  nests  in  the  urorectal  septum.  Dupuy- 
tren and  others  used  tampons  for  this  and 
it  failed.  Since  their  time  the  adoption  of 
rigid  molds  of  various  materials  to  hold  the 
space  open  has  resulted  in  some  successful 
operations  of  this  type,  but  the  process  is 
slow  and  contractions  may  occur. 

Other  methods  involve  the  use  of  tissue 
implantations  or  transplantations  so  that 
there  will  be  a lined  cavity  from  the  start. 

The  use  of  the  rectum  is  as  old  as  sodomy, 
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but  in  1904  Sneguireff  reported  a method 
of  reconstructing  the  rectum  to  form  a 
vagina.  He  incised  the  perineum  into  the 
anus,  transected  the  rectum,  and  made  a 
sacral  anus.  This  seems  to  have  been  a bona 
fide  Russian  first.  In  1911  Schubert  also 
rectified  the  anomaly  by  transplanting  the 
lower  part  of  the  rectum  anteriorly  to  form 
a vagina  and  bringing  the  upper  part  of  the 
rectum  through  an  intact  anal  sphincter. 
Popoff  preserved  the  anus  and  anastomosed 
the  upper  segment  of  the  rectum  with  it. 
Sigmoid  colon  transplantation  has  also  been 
tried.  However,  Baldwin,  an  American,  de- 
vised a method  of  transplanting  a segment 
of  ileum,  and  this  became  the  most  popular 
method  using  bowel  transplantation. 

For  various  reasons  the  methods  of  bowel 
transplantation  have  been  generally  aban- 
doned, but  as  late  as  1954  the  use  of  the 
ileum  for  this  purpose,  in  a patient  under- 
going pelvic  exenteration,  was  reported. 
There  seemed  to  be  a successful  take  of  the 
new  vagina,  but  the  patient  died  before 
realizing  any  advantage. 

In  one  case  of  apparent  vaginal  atresia  the 
bladder  was  irreparably  damaged  surgically 
and  later  successfully  converted  into  a 
vagina. 

Other  surgical  procedures  have  included 
the  transplantation  of  vaginal  mucosa  from 
a patient  operated  upon  for  uterine  pro- 
lapse, bowel  mucosa  from  another  patient, 
and  from  a rabbit;  and  the  use  of  peri- 
toneum, hernial  sacs,  amniotic  membranes, 
and  skin  from  a living  hen.  Some  of  the 
methods  are  said  to  have  met  with  "modest 
success”.  We  ourselves,  having  once  had  in 
the  hospital  simultaneously  a patient  with 
no  vagina  and  one  with  two,  had  wished 
that  we  could  have  transplanted  the  spare. 
Some  day,  perhaps. 

Methods  of  lining  the  cavity  with  skin 
grafts  are  numerous.  They  include  free 
transplants  of  full  thickness  or  of  split 
thickness  skin,  pedicle  grafts,  and  tubular 
grafts.  The  donor  sites  are  generally  the 
vulva  or  thigh.  Heppner  introduced  this 
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type  of  operation  in  1872  using  skin  flaps 
from  the  thigh. 

The  use  of  a split  thickness  graft,  held  in 
the  cavity  on  a mold  until  a take  occurs, 
is  the  method  we  employ.  A Foley  catheter 
is  inserted  into  the  bladder.  Then  a trans- 
verse incision  is  made  across  the  vestibule 
at  the  site  the  introitus  should  be.  A blunt 
dissection  is  then  carried  out  in  the  loose 
connective  tissue  between  the  rectum  and 
bladder,  separating  these  organs  and  extend- 
ing to  the  peritoneum.  On  completion  this 
space  should  be  large  enough  to  admit  three 
fingers  in  allowance  for  some  subsequent 
contraction. 

A split  thickness  skin  graft  is  then  taken 
from  the  medial  aspect  of  the  thigh  and 
applied,  raw  surface  outward,  to  a glass  test 
tube  four  centimeters  in  diameter.  The  tube 
is  then  inserted  into  the  cavity  and  strapped 
in  place.  After  approximately  two  weeks 
the  tube  is  removed,  the  graft  having  taken. 
The  patient  then  uses  the  tube  for  repeated 
dilatations  during  convalescence. 

The  operation  is  indicated  in  women  with 
vaginal  atresia  who  are  married  or  about  to 
be  married.  It  is  also  indicated  for  psycho- 
logical reasons  in  some  women  regardless  of 
the  proximity  of  marriage  or  intercourse, 
and  also  when  there  is  menstrual  retention 
in  the  rare  cases  associated  with  a function- 
ing uterus.  Furthermore,  it  has  been  wisely 
used  in  the  management  of  some  cases  of 
male  pseudohermaphroditism  when  the  indi- 
vidual has  been  reared  as  a female  and  has 
assumed  a female  gender  role. 

In  agenesis  of  the  vagina  the  uterus  is 
usually  absent  or  rudimentary.  The  condi- 
tion is  frequently  associated  with  anomalies 
elsewhere  in  the  body  especially  in  the  uri- 
nary tract. 

There  is  uncertainty  regarding  the  em- 
bryology involved  with  reference  to  the 
amount  of  vagina  formed  by  the  fused 
Muellerian  (paramesonephric)  ducts  (meso- 
derm) and  the  amount  formed  by  an  up- 
growth of  epithelium  from  the  urogenital 
sinus  (entoderm).  Though  it  has  been  gen- 
erally thought  that  the  urogenital  sinus  up- 
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growth  accounts  for  only  the  lower  one-  or 
two-thirds  of  the  vagina  there  is  some  evi- 
dence that  it  forms  all  of  the  vaginal  and 
even  the  cervical  epithelium.  So  it  is  not 
clear  whether  the  vaginal  anomaly  repre- 
sents a primary  defect  in  urogenital  sinus 
development  or  Muellerian  development,  or 
both. 

Be  that  as  it  may,  it  is  a condition  that 
can  be  improved  upon.  At  least  one  ancient, 
lacking  the  means  of  surgery  for  the  correc- 
tion of  an  inadequate  vagina,  bored  a hole 
through  a flat  piece  of  cork,  inserted  the 
penis  through  it,  and  in  effect  cut  this  organ 
down  to  size. 

There  are  many  ways  of  "skinning  a cat”. 
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Licenses  to  Practice  Medicine  Increased 


The  estimated  number  of  new  licenses  to 
practice  medicine  issued  in  the  United  States 
in  1960  showed  a slight  increase  for  the 
ninth  consecutive  year,  the  American  Med- 
ical Association  has  reported. 

There  were  approximately  16,211  physi- 
cians who  were  registered  during  the  year, 
compared  with  16,068  in  1959,  according  to 
an  annual  report  of  the  A.M.A.  Council  on 
Medical  Education  and  Hospitals. 

Among  these  were  8,030  physicians  who 
received  their  first  licenses,  a decline  of  239 
from  the  8,269  issued  in  1959.  Since  about 
3,700  physicians  died  during  1960,  there  was 
a net  gain  of  4,330  in  the  physician  popula- 
tion last  year.  This  was  a smaller  net  gain 
than  the  4,769  physician  increase  in  1959. 

New  York  issued  the  largest  number  of 
first  licenses  with  1,039  followed  by  Cali- 
fornia with  652  and  Pennsylvania  with  5 34. 

The  University  of  Michigan  had  the 
greatest  number  of  graduates  to  be  examined 
for  licensure  with  183. 

The  total  number  of  licenses  to  practice 
medicine  and  surgery  issued  in  1960  was 
16,102.  The  figure  includes  7,571  licenses 
granted  after  a successful  written  examina- 
tion and  8,5  31  granted  by  reciprocity  and 
endorsement  of  state  licenses  or  the  certifi- 
cate of  the  National  Board  of  Medical  Ex- 
aminers. 


Of  the  16,102  licenses,  California  issued 
the  largest  number  with  2,427.  New  York 
issued  1,572  while  more  than  5 00  each  were 
registered  in  Florida,  Illinois,  Michigan,  New 
Jersey,  Ohio,  Pennsylvania,  Texas,  and  Vir- 
ginia. 

There  were  8,873  applicants  examined  for 
licensure  by  state  medical  licensing  boards 
in  1960.  A total  of  1,193,  or  13.4  per  cent, 
failed.  This  compared  with  8,996  applicants 
and  12.9  per  cent  rate  of  failure  in  the 
previous  year. 

Only  3.3  per  cent  of  the  5,502  graduates 
of  approved  medical  schools  failed  to  pass 
their  examinations  in  1960.  A total  of  16 
approved  medical  schools  in  the  United 
States  and  3 in  Canada  had  no  failures 
among  their  graduates. 

The  report  also  included  results  of  six  ex- 
aminations given  in  1958,  1959,  and  1960 
by  the  Educational  Council  for  Foreign 
Medical  Graduates  to  foreign  students  to 
certify  that  their  medical  knowledge  is  com- 
parable to  that  expected  of  graduates  of 
approved  medical  schools  in  the  United 
States. 

As  of  December  31,  1960,  the  Council  has 
examined  17,828  foreign  medical  graduates 
and  qualified  12,588.  Approximately  30  per 
cent  failed  the  test. 
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Resistance  to  Immunization  in  Southwestern 
Virginia 


A study  of  119  families , selected 
at  random  in  three  counties  in 
southwestern  Virginia  concludes 
that  parents  who  resist  immuniza- 
tion are  of  lower  socioeconomic 
status,  have  more  children,  and 
are  limited  in  education , access  to 
communication  media,  and  per- 
sonal transportation. 

* I *HE  HIGH  LEVEL  of  resistance  to  im- 
munization  of  the  population  of  Wise 
County  was  observed  by  R.  W.  Jessee  in 
195  2,  who  found  that  67.4  percent  of  the 
one-year-old  infants  had  never  received  any 
immunizations.  In  1959,  he  found  5 6.7  per- 
cent of  one-year-old  infants  had  never  re- 
ceived immunizations  (unpublished  data). 

A study  to  determine  why  these  families 
and  the  population  of  the  neighboring 
counties  of  Russell  and  Dickenson  resisted 
immunization  was  undertaken  by  the  Wise 
County  Health  Department  with  the  co- 
operation of  the  stalf  of  the  Wise  Miners 
Memorial  Hospital. 

It  was  reasoned  that  if  we  can  understand 
why  our  present  methods  in  public  health 
education  motivate  some  parents  and  not 
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others,  perhaps  we  can  then  devise  more 
effective  techniques. 

Bases  for  Hypotheses  Tested 

Suggestions  in  the  literature  and  a pilot 
study  were  the  bases  for  the  hypotheses  se- 
lected for  testing  in  the  study.  Review  of 
the  literature  revealed  many  studies  of  the 
effect  of  attitudes  and  relationships  to  par- 
ticipation in  health  programs.  Certain  au- 
thors attempted  to  relate  the  actions  of  the 
study  group  to  their  educational  level, 
socioeconomic  status,  occupation,  methods 
of  communication,  age  and  other  factors. 

It  seemed,  therefore,  that  if  we  could 
investigate  these  factors  locally  and  deter- 
mine the  extent  of  their  applicability,  we 
would  have  some  solid  basis  for  further 
hypothesis  and  action. 

As  a preliminary  step  a pilot  study  was 
undertaken.  Sewell’s  socioeconomic  status 
(SES)  scale1  was  used  by  public  health 
nurses  to  evaluate  1 1 families,  and  some  in- 
formation was  obtained  from  parents  visit- 
ing the  Wise  Hospital.  The  results  of  the 
pilot  study  suggested  that  older  parents  of 
large  families  with  lower  SES  and  less  edu- 
cation comprise  the  majority  of  those  who 
do  not  cooperate  in  immunization  programs 
for  their  children. 

The  hypotheses  selected  for  testing,  on 
the  basis  of  the  literature  and  the  results 
of  the  pilot  study,  were:  uncooperative  par- 
ents are  (a)  of  lower  socioeconomic  status; 
(b)  have  less  education;  (c)  are  older;  (d) 
have  more  children;  (e)  have  less  access  to 
communication  media;  (f)  are  less  likely  to 
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own  an  automobile  or  a truck;  and  (g)  are 
less  likely  to  attend  church  regularly. 

Data  was  also  collected  on  where  or  to 
whom  the  parents  turn  for  advice,  favorite 
radio  and  television  programs  or  stations, 
and  religious  affiliation. 

Methodology 

Subjects  selected  for  study  were  119  fam- 
ilies, 54  families  from  Wise  County,  23 
from  Dickenson,  24  from  Russell,  and  18 
selected  at  random  from  patients  visiting 
Wise  Hospital.  The  number  of  families 
from  each  county  was  in  proportion  to  their 
respective  total  populations  in  the  urban- 
rural,  white-Negro  classifications  given  in 
the  most  recent  census  data.3  All  were  asked 
the  questions  listed  in  Belcher’s3  short  form 
of  the  Sewell  SES  Scale,  plus  other  relevant 
questions.  The  Public  Health  Nurses  visited 
the  homes  to  get  the  information;  the  Wise 
Hospital  staff  interviewed  subjects  in  the 
hospital. 

Non-parametric  statistics4  were  used  to 
evaluate  the  differences  found,  with  accept- 
ance of  the  0.05  point  for  differences  in  the 
hypothesized  direction  and  the  0.05  level  for 
acceptance  of  differences  in  secondary  data. 
Non-parametric  statistics  have  two  advan- 
tages in  a study  such  as  this  one.  There  is 
no  need  to  assume  normal  population  dis- 
tribution and  the  loss  in  efficiency  common 
to  non-parametric  statistics  helps  insure 
that  if  any  significant  differences  are  found, 
they  are  more  likely  to  be  real  differences. 

The  first  hypothesis  is  supported  by  the 
data  at  a highly  significant  point  (P  less 
than  .001).  Uncooperative  families  are 
clearly  of  lower  SES  than  are  cooperative 
families.  In  the  urban  group,  while  all  mean 
differences  are  in  the  predicted  direction, 
none  are  significant.  Differences  in  SES 
between  cooperative  and  uncooperative 
families  in  three  of  the  rural  groups  are 
significant,  while  the  fourth  approaches  sig- 
nificance. Sampling  variation  is  the  probable 
explanation. 

The  results  in  terms  of  education  are  not 
as  clear-cut  as  above.  In  all  four  groups, 


cooperative  husbands  and  wives  are  con- 
sistently better  educated  than  uncooperative 
husbands  and  wives.  In  two  groups  the 
cooperative  husbands  are  significantly  better 
educated  than  the  uncooperative  husbands, 
and  nearly  so  in  another  group.  In  one 
group  the  cooperative  wives  are  significantly 
better  educated  than  the  uncooperative 
wives,  and  nearly  so  in  another  group.  There 
are  no  significant  educational  differences 
between  cooperative  and  uncooperative  hus- 
bands and  wives  in  the  urban  subgroups, 
but  again  all  the  mean  differences  are  in  the 
predicted  direction.  Cooperative  rural  hus- 
bands from  two  groups  are  significantly  bet- 
ter educated  than  the  uncooperative  rural 
husbands,  and  the  difference  in  education 
approaches  significance  in  a third  group. 
Rural  cooperative  wives  are  significantly 
better  educated  than  rural  uncooperative 
wives  in  one  instance.  The  trend  is  quite 
clear,  but  probably  due  to  the  size  of  the 
samples,  the  differences  in  education  are  not 
consistently  significant,  though  the  proba- 
bility of  such  consistence  in  all  four  groups 
approaches  significance  (P — .06). 

None  of  the  differences  in  age  between 
cooperative  and  uncooperative  parents  are 
significant,  and  the  trend  of  the  difference 
is  neither  as  predicted  nor  consistent.  This 
apparently  random  variation  in  age  may 
well  be  a result  of  sample  variability,  but 
in  any  event,  the  age  differential  does  not 
appear  to  be  a real  one,  but  should  perhaps 
receive  some  further  attention. 

Uncooperative  families  on  the  average 
have  more  children  than  do  cooperative 
families;  the  differences  are  significant  in 
only  one  group  (P=.03) , but  in  two  groups 
the  differences  approach  signifiance  (P= 
.07).  The  differences  are  more  marked  in 
the  rural  group  than  in  the  urban  group. 
The  overall  probability  of  four  groups  with 
mean  differences  all  in  the  same  direction, 
with  their  respective  probabilities,  is  statis- 
tically significant  (P  less  than  .001),  but 
there  is  a question  about  how  real  the  dif- 
ference might  be.  Since  the  focus  of  our 
problem  is  the  child,  this  particular  varia- 
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ble  certainly  merits  further  investigation. 

Cooperative  parents  tend  to  report  more 
frequent  church  attendance  than  do  unco- 
operative parents,  but  the  differences  are 
significant  only  when  the  wives  are  com- 
pared. 

Communication  facilities  (radio,  TV, 
telephone,  newspaper)  are  significantly  less 
frequent  in  uncooperative  homes  than  in 
cooperative  homes.  Radio  is  by  far  the  most 
frequent  medium  for  both  groups.  Choice 
of  programs  is  quite  varied,  with  no  specific 
trends  noted. 

Automotive  transportation  is  also  signif- 
icantly less  frequent  in  uncooperative  than 
in  cooperative  homes.  The  frequency  in 
both  groups  is  rather  low,  and  again  the 
question  of  sample  variability  might  be 
raised. 

The  data  to  which  people  turn  for  ad- 
vice is  rather  incomplete,  but  it  is  suffi- 
cient to  allow  drawing  of  tentative  conclu- 
sions and  to  make  definite  suggestions  for 
further  study.  A wide  variety  of  categories 
of  people  were  listed,  ranging  from  minis- 
ters to,  in  at  least  one  instance,  a retired 
game  warden.  The  principal  categories  are 
ministers,  public  officials,  physicians,  fam- 
ily, friends,  and  neighbors.  Of  these,  the 
data  consistently  indicated  uncooperative 
parents  most  frequently  do  not  seek  advice, 
but  when  they  do,  are  most  likely  to  turn 
first  to  friends  and  neighbors,  second  to  rel- 
atives, third  to  public  officials,  fourth  to 
physicians,  and  least  often  to  ministers. 
Since  the  data  are  so  incomplete,  further 
statistical  analysis  would  be  more  likely  to 
be  misleading  rather  than  helpful,  but  it  is 
interesting  to  note  that  within  these  limits, 
uncooperative  parents  seek  advice  signifi- 
cantly less  than  do  cooperative  parents  in 
three  categories:  ministers,  physicians,  and 
family.  The  data  suggest  that  the  uncoop- 
erative group  may  be  reached  through 
friends  and  neighbors,  but  again,  we  do  not 
know  enough  about  the  sociometric  matrix 
of  the  various  communities  in  this  area. 
Further  study,  with  emphasis  on  details 


about  the  significant  people,  is  certainly 
indicated. 

Discussion 

The  practical  implications  of  the  results 
of  this  study  are  several.  First  and  foremost, 
in  southwestern  Virginia  and  similar  socio- 
economic areas  we  are  aiming  our  health 
education  efforts  at  people  with  little  edu- 
cation who  probably  have  little  interest  in 
or  facility  for  reading.  They  are  not  too 
likely  to  be  reached  through  church  mem- 
bership, but  might  be  more  reasonably  ap- 
proached through  religiously  oriented  radio 
programs.  Close  neighborhood  and  familial 
interdependence  apparently  handicaps 
spread  of  influence,  but  once  the  circle  is 
penetrated,  the  educational  influence  is  likely 
to  spread  to  the  whole  group,  and  as  such 
can  be  considered  an  asset. 

One  thing  is  clear,  the  whole  area  of  per- 
sonal influence  on  decision  making  and 
opinion  changing  certainly  needs  more  in- 
tensive investigation.  A suggested  approach 
is  a complete  sociometric  survey  of  some 
selected  area,  preferably  rural. 

While  concern  for  their  children’s  wel- 
fare is  evident,  the  problem  is  to  convince 
uncooperative  parents  to  channel  their  con- 
cern in  the  best  direction.  Professional, 
middle-class  people  tend  to  think  in  middle- 
class  terms  and  concepts,  but  this  approach 
will  not  reach  the  lower  socioeconomic 
group.  By  means  of  verbal  communication, 
personally  or  by  radio,  we  must  create  social 
pressures  or  use  existing  social  pressures  to 
motivate  parents  in  the  desired  direction. 
Perhaps  we  need  interviews  in  depth  to  fully 
understand  their  value  systems  and  goals  in 
life,  both  for  themselves  and  for  their  chil- 
dren. It  seems  likely  that  if  immunization 
could  be  made  a mark  of  social  status,  then 
this  might  improve  matters;  for  example, 
only  "no  account”  people  do  not  have  their 
children  immunized. 

Another  practical  implication  is  the  neces- 
sity of  teaching  health  education  in  the  first 
four  to  six  years  in  school;  waiting  until  the 
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eighth  or  ninth  year  is  too  late  for  the  group 
which  needs  it  most.  Here  too  the  idea  of 
increased  status  with  immunization  could 
be  encouraged,  with  rewards  and  praise  for 
those  immunized.  The  present  trend,  though 
not  clearly  indicated  by  the  data,  is  for  im- 
munized parents  also  to  have  their  children 
immunized;  having  the  next  generation’s 
parents  voluntarily  immunized  as  children 
might  well  help  their  children. 

In  general,  it  might  well  be  said  that  this 
study  raises  a good  many  more  questions 
than  it  answers,  but  it  does  seem  to  be 
oriented  in  what  could  prove  to  be  a fruit- 
ful direction. 

Summary 

In  summary,  this  study  involved  a strati- 
fied random  sample  of  1 19  white  and  Negro 
families  from  urban  and  rural  areas  in 
southwestern  Virginia,  differentiated  pri- 
marily by  their  demonstrated  cooperative  or 
uncooperative  attitude  toward  having  their 
children  receive  immunization  for  diphthe- 
ria, pertussis,  and  tetanus.  Significant  differ- 
ences in  socioeconomic  status,  amount  of 
education,  number  of  children,  church  at- 
tendance, access  to  communication  media, 
and  automobile  transportation  are  found. 
Uncooperative  families  in  this  study,  when 


compared  with  cooperative  families,  are 
found  to  be  of  lower  socioeconomic  status, 
to  have  less  education,  to  have  more  chil- 
dren, to  be  less  likely  to  attend  church  reg- 
ularly, to  have  less  access  to  communication 
media,  and  to  have  less  personal  transporta- 
tion. Family,  friends,  and  neighbors  appear 
to  be  the  main  groups  to  whom  the  uncoop- 
erative families  turn  for  advice,  when  they 
do  seek  it.  Suggestions  for  positive  action 
now,  on  the  basis  of  the  present  data,  and 
suggestions  for  further  inquiry  were  pre- 
sented. 
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Seat  Belts  in  Open-Top  Cars 


Seat  belts  should  be  used  in  open-top  as 
well  as  closed-top  cars,  according  to  a con- 
sultant for  the  Journal  of  the  American 
Medical  Association. 

Dr.  Robert  P.  Sim,  New  York  City,  writ- 
ing in  the  September  2nd  Journal,  said: 
"Persons  riding  in  open  cars  are  more  sus- 
ceptible to  injury  by  being  thrown  from  the 


car  than  by  being  held  securely  in  place. 
Remember  that  steel  tops  are  frequently  col- 
lapsed when  cars  turn  over.  That  is  why 
stock  cars  used  in  racing  are  equipped  with 
roll  bars.” 

There  are  no  contraindications  to  having 
seat  belts  installed  in  cars. 


652 


Virginia  Medical  Monthly 


Health  Careers  Program 


There  is  an  active  program  in  Vir- 
ginia for  bringing  young  people 
into  Health  CMreers. 

THE  SHORTAGES  in  the  world  of 
health  have  resulted  from  a variety  of 
reasons.  Our  total  population  is  increasing 
rapidly,  with  the  greatest  increase  among 
the  younger  and  older  age  groups  which 
require  the  most  health  services.  There  is 
an  increase  in  the  individual  use  of  medical 
services,  which  has  come  about  by  improve- 
ments in  living  standards,  more  education, 
widespread  use  of  health  insurance  and  ad- 
vances in  medical  knowledge.  Health  per- 
sonnel is  now  being  used  more  extensively 
in  industry,  research,  and  teaching,  as  well 
as  many  other  areas.  These  are  some  of  the 
factors  which  have  contributed  to  the 
shortage  of  manpower  in  the  health  field. 

Another  shortage  that  we  are  witnessing 
is  the  shortage  of  young  people.  The  num- 
ber of  young  people  available  in  the  past 
decade  for  career  training  of  all  kinds  was 
less  than  in  former  years  because  the  high 
school  graduates  of  the  195  0’s  were  born  in 
the  depression  period  when  the  nation’s 
birth  rate  was  at  its  lowest  ebb  since  1910. 
Now  in  1960,  there  is  the  beginning  trend 
of  the  increase  in  the  number  of  young 
people  but  the  benefit  of  the  increase  will 
not  be  felt  for  sometime. 

Warren,  Cynthia  N.,  R.N.,  Director,  Health 
Careers  Program  of  The  Virginia  Council  on  Health 
and  Medical  Care. 
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Today  people  are  getting  more  medical 
care  than  ever  before.  Thirty  years  ago  the 
average  person  saw  a doctor  two  or  three 
times  a year;  now  the  annual  average  is  five 
visits. 

Hospital  statistics  show  an  increase  of 
some  8 million  admissions  between  1946  and 
19  5 8 and  a rise  of  nearly  39  percent  in  the 
average  daily  census. 

There  is  every  indication  that  the  factors 
which  are  bringing  about  the  wider  use  of 
medical  services  will  continue  to  operate 
into  the  foreseeable  future,  and  the  demand 
for  medical  services  will  continue  to  grow. 

It  is  evident  that  the  American  people  do 
not  realize  just  how  dangerous  to  the  coun- 
try’s future  this  shortage  of  trained  health 
personnel  really  is.  They  know  of  the  need 
for  scientists  and  technicians  trained  in  the 
area  of  national  defense.  That  need  is  real, 
and  we  have  been  sharply  awakened  to  it. 
But  America’s  future  health  needs  are  just 
as  real  and  just  as  vital  to  the  long-term 
security  of  this  nation.  Once  this  is  realized, 
perhaps  we  will  not  have  millions  of  capable 
men  and  women  unemployed  while  thou- 
sands of  jobs  go  begging  in  the  health  field. 

There  is  perhaps  no  simple  answer  to  the 
many  faceted  shortage  problem.  Various 
measures  such  as  intensive  recruitment  pro- 
grams, increased  salaries,  improved  working 
conditions,  providing  scholarships,  financial 
assistance,  modified  training  programs,  more 
effective  utilization  of  personnel,  use  of 
part-time  workers,  and  refresher  courses  for 
inactive  personnel  are  being  tried  with  vary- 
ing degrees  of  success.  They  are  all  helping 
to  solve  the  problem. 

The  Virginia  Council  on  Health  and 
Medical  Care,  which  is  a voluntary  organi- 
zation with  the  principal  objectives  of  pro- 
moting better  health  and  medical  care  for 
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all  Virginians,  has  long  been  concerned  with 
the  health  manpower  shortage. 

In  1957,  a conference  was  held  on  this 
problem,  and  a committee  was  appointed  to 
develop  ways  that  would  assist  in  solving 
the  problem.  It  was  from  this  committee 
that  the  present  Health  Careers  Program 
was  developed. 

In  the  summer  of  195  8,  all  health  profes- 
sional organizations  were  called  together  to 
consider  forming  a joint  health  careers  re- 
cruitment program.  It  was  clearly  pointed 
out  that  this  type  of  program  would  not 
relieve  the  professions  of  their  responsibility 
of  recruiting,  but  would  be  designed  to  sup- 
plement current  recruitment  efforts.  The 
proposed  program  was  duly  endorsed  by  the 
health  professions,  a representative  was  ap- 
pointed, and  the  first  meeting  was  held  on 
December  18,  195  8.  At  this  meeting  objec- 
tives were  outlined  and  the  name  of  Health 
Careers  Recruitment  Committee  was  select- 
ed. This  committee  has  now  been  enlarged 
to  include  15  State-wide  organizations  hav- 
ing a major  interest  in  health  and  the 
following  health  professions:  Audiology  and 
Speech  Correction,  Dentistry,  Dietetics, 
Health  Education,  Hospital  Administration, 
Medical  Record  Library  Science,  Medical 
Technology,  Medicine,  Nursing,  Occupa- 
tional Therapy,  Pharmacy,  Physical  Ther- 
apy, Podiatry,  Public  Health  Sanitation, 
Social  Work,  Psychology,  Veterinary  Medi- 
cine and  X-ray  Technology. 

The  first  project  undertaken  by  the  com- 
mittee was  to  determine  what  material  on 
careers  in  health  was  then  available  in  the 
schools.  By  a questionnaire,  it  was  learned 
that  the  material  was  limited.  A Career  Kit 
containing  42  pamphlets  on  the  various 
careers  in  health  has  been  placed  in  all  pri- 
vate and  public  high  schools  in  Virginia. 
The  pamphlets  were  supplied  to  the  Council 
by  the  professional  organizations. 

The  need  was  evident  for  some  type  of 
health  career  promotional  material  that 
could  be  supplied  to  students  and  their  par- 
ents. So  the  committee  set  forth  to  develop 
the  needed  material.  Each  profession  pre- 


pared a fact  sheet  giving  information  as  to 
the  type  and  length  of  education,  tuition, 
scholarship,  and  the  opportunities  in  the 
profession.  A pamphlet  entitled  "Hey! 
About  to  Choose  a Profession?”  was  pre- 
pared and  it  gives  general  information  on 
careers  in  health.  This  three-fold  pamphlet 
is  designed  so  that  one  section  has  a listing 
of  the  18  health  careers  and  a place  for  the 
student  to  check  the  career  in  which  he  or 
she  is  interested.  This  section  is  mailed  to 
the  office  of  the  Virginia  Council.  The 
forms  are  received  at  the  rate  of  150  to  200 
each  month.  The  student  is  then  mailed 
material  on  the  profession  in  which  he  is 
interested,  and  the  name  and  address  of  the 
student  is  given  to  the  professional  repre- 
sentative who  in  turn  makes  a personal  con- 
tact with  the  student.  This  personal  follow- 
up helps  to  further  stimulate  the  original 
interest  of  the  student. 

A booklet  entitled  "Your  Future  in  a 
Health  Career”  has  been  most  popular  with 
students  and  counselors.  This  booklet  has 
a picture  and  a description  of  18  careers  in 
the  health  field  with  a list  of  approved 
schools  in  Virginia  for  each  of  the  profes- 
sions in  the  booklet. 

A poster  "Your  Future  in  the  Field  of 
Health”  has  been  prepared  and  placed  in 
the  schools.  The  poster  shows  two  young 
people  and  in  their  line  of  vision  are  the 
careers  in  health. 

A health  careers  information  chart  has 
been  placed  in  all  Virginia  high  schools. 
This  chart  is  for  bulletin  board  use  in  the 
schools  and  gives  information  on  the  18 
careers. 

A list  of  films  available  on  careers  in 
health  has  also  been  placed  in  the  schools. 
This  list  gives  a description  of  the  film  and 
the  source  of  availability. 

When  invited  to  participate  in  career  day 
programs,  an  exhibit  showing  the  various 
careers  in  the  health  field  is  used.  The  ex- 
hibit is  colorful  and  has  moving  parts.  The 
slogan  "Select  a Career  in  Health”  attracts 
the  attention  of  the  young  people.  The 


654 


Virginia  Medical  Monthly 


exhibit  will  be  placed  on  display  in  schools 
for  periods  of  three  to  five  days. 

With  the  belief  that  direct  approach  and 
personal  contact  would  bring  desirable  re- 
sults, a program  on  careers  in  health  was 
presented  in  75  schools  to  over  21,000  stu- 
dents during  the  1959-1960  school  year. 
The  program  consists  of  a 50-minute  period 
in  which  a film  "Helping  Hands  for  Julie” 
is  shown  and  the  remainder  of  the  time  is 
used  to  discuss  the  various  careers.  The 
program  is  designed  for  students  from  the 
8 th  through  the  12th  grades  and  has  also 
been  presented  in  a few  junior  colleges.  Fol- 
lowing the  presentation,  if  time  permits, 
individual  conferences  are  held  with  the 
students.  This  year  we  are  using  color  slides 
which  are  used  as  the  careers  are  discussed. 
These  slides  have  been  most  helpful  in  call- 
ing to  the  attention  of  the  student  the 
careers  that  are  open  in  the  field  of  health. 

There  is  perhaps  no  way  to  evaluate  the 
results  of  this  program.  As  in  selling  of 
any  kind — if  you  advertise  and  keep  your 
product  before  the  public,  you  will  attract 
some  buyers. 

Let  me  hasten  to  point  out  that  this  pro- 
gram is  by  no  means  the  full  answer  to  the 
health  manpower  shortage.  It  does,  how- 
ever, represent  the  first  unified  effort  in 
Virginia  to  solve  the  problem,  and  the  suc- 
cess of  the  program  is  greatly  due  to  the 
cooperation  of  the  professional  and  lay 
groups. 

Providing  skilled  health  personnel  that 
Virginia  needs  so  desperately  is  a tremendous 
task.  It  is  not  one  that  can  be  solved  in  the 
foreseeable  future.  But  by  working  together 


we  can  make  a beginning.  We  can  focus 
attention  on  the  fact  that  trained  men  and 
women  make  the  difference  in  good  health 
and  medical  care. 

During  the  1960-1961  school  year,  the 
Health  Careers  Program  was  presented  in 
90  schools  and  colleges  in  Virginia  to  over 
32,000  students  and  adults.  In  presenting 
the  program,  descriptive  comments  accom- 
pany a slide  showing  the  educational  re- 
quirements of  each  profession  and  five  ad- 
ditional slides  showing  what  the  professional 
person  does  on  the  job.  Students  are  advised 
that  they  may  write  the  Virginia  Council 
for  more  complete  information  on  those 
careers  which  interest  them. 

When  these  requests  are  received,  the  stu- 
dent is  forwarded  the  literature  supplied  by 
the  professional  organization.  At  the  end 
of  each  month,  each  professional  organiza- 
tion is  supplied  with  the  names  and  ad- 
dresses of  students  requesting  information 
on  that  particular  profession.  At  the  same 
time,  guidance  counselors  in  the  schools  are 
advised  as  to  which  of  their  students  re- 
quested information  on  what  profession. 

During  the  1960-1961  school  year,  re- 
quests were  received  from  2,702  students. 
Of  this  number,  177  requested  more  infor- 
mation on  the  profession  of  medicine. 

The  Virginia  Council  is  offering  the 
Health  Careers  Program  to  schools  and  col- 
leges during  the  1961-1962  school  year.  The 
success  of  the  program  is  indicated  by  the 
fact  that  as  of  this  date  there  are  no  open 
appointments  until  after  January  1,  1962. 

100  East  Franklin  Street 
Richmond,  Virginia 
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Coronary  Artery  Disease  and  Pregnancy 

Report  of  a Case 


C oronary  artery  disease  is  seldom 
seen  in  women  of  child  bearing 
age.  When  it  does  occur,  however, 
and  is  complicated  by  pregnancy, 
the  pregnancy  may  be  carried  to 
a successful  completion  after  care- 
ful evaluation. 


'T'HE  OCCURRENCE  and  successful 
completion  of  pregnancy  in  a patient 
with  coronary  artery  disease  is  sufficiently 
rare  to  be  worth  reporting. 

In  such  an  instance  a statement  of  the 
criteria  for  the  diagnosis  of  coronary  disease 
is  warranted.  They  are  as  follows: 

1.  The  presence  of  a clear-cut  "convinc- 
ing clinical  episode"  of  chest  pain. 

2.  Changes  in  the  electrocardiographic 
tracing  which  need  be  limited  only  to  T 
wave  changes  around  the  area  of  V3,  even 
in  the  absence  of  supporting  evidence  of 
tissue  destruction,  provided  such  changes 
persist  for  a prolonged  period  of  time. 

3.  The  absence  of  organic  or  functional 
disease  or  situation  which  could  give  rise 
to  such  cardiographic  changes. 

4.  The  eventual  return  to  normal  of  the 
T wave  changes. 

5 Similar  episodes  of  recurrent  pain  as- 
sociated with  the  return  of  T wave  nega- 
tivity for  prolonged  periods  of  time. 

These  criteria  are  in  keeping  with  the  studies 
of  Schlant  et  al.,1  Pruitt  et  al.,2  and  Levine3. 
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JOHN  G.  GRAZIANI,  M.D. 

WILLIAM  P.  TERRY,  M.D. 

Farmville,  Virginia 

Case  Report 

A housewife,  age  32,  gravida  IV,  abor- 
tions II,  para  II,  who  had  always  enjoyed 
good  health,  was  first  seen  because  of  chest 
pain  on  June  9,  1957.  There  had  been  an 
initial,  premonitory  pain  at  about  8:30  a.m. 
described  by  her  as,  "My  bra  is  too  tight, 
it  gets  tighter,  and  then  feels  like  a band 
pressing  on  my  chest.”  The  pain  was  re- 
referred to  the  lower  portion  of  the  sternum. 

At  1 1 a.m.  that  day,  while  riding  as  a 
passenger  in  her  car,  the  pain  recurred, 
radiated  to  both  shoulders,  and  was  accom- 
panied by  drenching  perspiration.  She  was 
seen  by  a nearby  physician  who  reported 
her  blood  pressure  at  105/68,  and  admin- 
istered 75  mg.  of  demerol,  Pantopon®  grains 
l/3  and  atropine  grains  1 / 1 5 0 over  a period 
of  one-half  hour.  There  was  only  moderate 
relief  of  pain. 

She  arrived  at  the  hospital  at  2:45  p.m. 
still  complaining  of  sternal  soreness.  Phys- 
ical examination  showed  moderate  psycho- 
motor retardation  due  to  the  drugs.  She 
was  rather  comfortable,  neither  cyanotic, 
orthopnoeic,  nor  dyspnoeic.  B.P.  130/70. 
Pulse  80.  Respirations  18  and  of  normal  ex- 
cursions. The  heart  was  not  enlarged.  The 
sounds  were  of  good  quality,  the  rhythm  was 
regular,  rate  80,  and  A2  equalled  P2.  There 
were  no  thrills  nor  murmurs. 

There  was  no  tenderness  to  palpation  of 
the  sternum,  no  pain  or  tenderness  on  move- 
ment of  the  shoulder  girdle,  no  tenderness 
of  the  spinous  processes,  and  no  pericardial 
friction  rub.  There  was  no  abdominal  ten- 
derness. Peripheral  arteries  were  palpable, 
soft,  compressible,  and  pulsating. 
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There  was  no  family  history  of  diabetes, 
hypertension,  or  coronary  thrombosis. 

Laboratory  work  done  that  day  showed 
a hemoglobin  of  14.6  grams,  RBC’s  of 
4,100,000  WBC’s  9,900  with  89%  neutro- 
philes  and  1 1 % lymphocytes.  The  follow- 
ing day  the  NPN  was  56  mg.,  blood  sugar 
88  mg.,  and  blood  amylase  14  Somogyi 
units.  On  the  third  hospital  day  the  WBC’s 
were  5,000  with  63%  neutrophiles,  4% 
eosinophiles,  and  33%  lymphocytes. 

Electrocardiographic  tracings  taken  on 
admission,  on  the  following  day  June  10th, 
June  20th,  June  26th,  and  July  2nd  are 
shown  in  figure  1.  A tracing  taken  on 
June  15  th  was  essentially  the  same  as  that 
taken  June  10th. 

A portable,  bedside,  roentgenogram  of 
the  chest  taken  June  10th  was  normal.  This 
was  confirmed  by  a postero-anterior  six  foot 
plate  of  the  chest  on  June  27th. 

Convincing  clinical  episodes  of  angina 
continued  to  recur  at  home.  To  rule  out 
other  conditions  which  might  simulate  or 
reflexly  induce  angina  pectoris,  x-ray  exam- 
inations of  the  gall  bladder  and  gastrointes- 
tinal tract  were  done  in  September  1957. 
They  revealed  a normally  functioning  gall 
bladder  with  no  evidence  of  cholelithiasis, 
a normal  esophagus  and  gastrointestinal 
tract  with  no  evidence  of  hiatal  hernia. 

Recurrent  episodes  of  epigastric  and  low- 
er sternal  squeezing  chest  pain  necessitating 
hospitalization  occurred  March  20,  195  8, 
and  May  10,  1958.  On  the  first  occasion 
strain  T wave  negativity  was  present  in  the 
chest  leads  with  gradual  evolution  toward  a 
more  normal  pattern.  On  the  second  occa- 
sion the  evolution  was  from  a normal  to  an 
inversion  strain  pattern.  In  both  instances, 
negativity  was  less  than  five  millimeters. 

The  white  count  on  the  admission  of 
March  20th  was  9,800  with  81%  neutro- 
philes and  on  the  admission  of  May  10th 
was  5,500  with  71%  neutrophiles.  Choles- 
terol levels  on  separate  occasions  were  158 
and  122  milligrams  per  cent. 

The  hospital  courses  were  afebrile. 

Meanwhile  with  repeated  advice,  expla- 
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nation,  and  manipulation  of  the  external 
environment,  the  patient  gradually  adjusted 
to  the  mode  of  life  imposed  by  angina  easily 
induced  by  emotion  and  moderate  effort. 

On  December  12,  1959,  the  patient  was 
seen  in  the  office  of  one  of  us  (W.P.T.) 
with  a history  of  having  last  menstruated 
October  15  th.  Examination  revealed  her  to 
be  approximately  six  weeks  pregnant.  Be- 
cause of  the  desire  for  a third  child  and 
because  of  religious  and  moral  scruples,  the 
patient  chose  to  continue  the  pregnancy. 
This  was  considered  justifiable  inasmuch  as 
her  previous  labors  had  not  been  difficult, 
her  angina  had  improved,  and  she  had 
learned  to  live  with  her  disability. 

The  gestation  period  was  relatively  un- 
eventful. Her  weight  gains  were  regular 
and  easily  controlled  with  a total  gain  of 
1 6/2  pounds  (135-151J4).  There  was  no 
edema.  The  blood  pressure  ranged  from  120 
to  160  systolic  and  from  70  to  80  diastolic. 
Anginal  pain,  and  a dyspnoea  greater  than 
just  the  "dyspnoea  of  pregnancy”,  limited 
her  activity.  Nitroglycerin  was  used  early 
in  episodes  of  pain,  on  an  average  of  five  to 
seven  tablets  a week.  This  need  gradually 
diminished  during  the  third  trimester.  Or- 
thopnoea,  insomnia,  and  fatigue  were  more 
noticeable  and  more  a complaint  than  with 
the  usual  pregnant  patient. 

On  July  16,  1960,  she  was  admitted  to 
the  hospital  and  induced  by  amniotomy  at 
12:45  p.m.,  the  cervix  being  well  effaced, 
four  centimeters  dilated,  and  the  vertex  well 
engaged.  At  1:30  p.m.  her  pains  were 
moderately  severe.  She  was  moved  to  the 
delivery  room  at  1:45  p.m.  and  delivered 


spontaneously  at  2:16  p.m.  under  nitrous 
oxide  and  cyclopropane  anesthesia. 

The  baby  cried  promptly.  There  were  no 
lacerations. 

During  the  puerperium  there  were  only 
three  episodes  of  angina,  one  associated  with 
exertion  and  the  other  two  episodes  with 
emotion.  They  were  all  promptly  relieved 
by  nitroglycerin.  She  was  discharged  home 
July  24th. 

Total  cholesterol  was  294  mg.  seven  days 
postpartum  and  233  mg.  nine  weeks  later. 
A representative  prepartum  and  a six  day 
postpartum  tracing  are  shown  in  figure  two. 

Conclusion 

We  have  presented  a case  report  of  a suc- 
cessful completion  of  pregnancy  in  the 
presence  of  coronary  artery  disease.  We  feel 
that  if  pregnancy  occurs  during  the  course 
of  coronary  artery  disease,  a careful  evalu- 
ation of  all  factors  may  justify  its  continu- 
ation. 
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Transient,  Unilateral  Sensory  and  Motor 
Changes  Following  Meprobamate  Overdosage 

RICHARD  M.  NEWTON,  M.D. 
Roanoke,  Virginia 


A case  of  meprobamate  overdos- 
age is  reported.  During  the  recov- 
ery phase  there  tvere  unilateral 
sensory  and  motor  changes. 


'"pHE  OCCURRENCE  of  severe  hypo- 
tension  and  coma  in  cases  of  mepro- 
bamate overdosage  has  been  emphasized. 1'2,3,4 
Neurologic  changes  reported  included  sym- 
metrical areflexia  and  pinpoint  pupils.  Few 
descriptions  of  sensory  aberrations  have 
been  reported.  The  following  case  report 
describes  unilateral  sensory  and  motor 
changes  that  were  detected  during  the  re- 
covery phase  from  semicoma  induced  by 
meprobamate. 

Case  Report 

A 23  year  old  white  female  was  admitted 
in  semicoma  following  the  ingestion  of  14 
grams  of  meprobamate  three  hours  previ- 
ously. The  blood  pressure  on  admission  was 
75/50  mm  Hg.  Intravenous  nor-epineph- 
rine  was  given  for  a two  hour  period  and, 
following  its  discontinuance,  the  blood  pres- 
sure remained  at  100/70  mm  Hg.  Deep 
tendon  reflexes  were  flaccid  but  there  were 
no  other  significant  findings  at  the  time  of 
admission.  Throughout  the  night  she  could 
be  aroused  by  forceful  conversation  for  only 
a few  seconds  at  a time. 

Examination  14  hours  after  admission 
and  17  hours  after  ingestion  of  the  mepro- 
bamate revealed  a well  developed  and  well 
nourished  woman  who  fell  asleep  quickly 
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during  lapses  in  conversation.  However, 
she  was  rational  and  oriented,  except  for 
some  confusion  about  the  date.  Pertinent 
findings  were  limited  to  the  neurologic  ex- 
amination. The  right  Achilles’  tendon  reflex 
was  absent,  while  the  left  one  was  1+.  The 
other  deep  tendon  reflexes  on  the  right  were 
present  but  were  considerably  more  dimin- 
ished than  the  corresponding  ones  on  the 
left.  There  was  a hemihypesthesia  for  pin- 
prick, temperature,  and  light  touch,  involv- 
ing the  right  side  of  the  body  and  face.  Deep 
pain  sensation  was  intact.  The  sensory  ex- 
amination was  carefully  repeated  several 
times  and  confirmed  the  veracity  of  these 
findings.  Seven  hours  later,  or  24  hours  after 
ingestion  of  the  14  grams  of  meprobamate, 
these  neurologic  changes  had  disappeared. 

Laboratory  examination  revealed  the 
values  for  the  following  to  be  within  normal 
limits:  non-protein  nitrogen,  sodium,  potas- 
sium, carbon  dioxide,  chlorides,  uric  acid, 
total  serum  proteins  and  A/G  ratio,  inor- 
ganic phosphorus,  creatinine,  thymol,  direct 
and  indirect  bilirubin,  and  alkaline  phos- 
phatase. The  VDRL  was  negative.  Hemo- 
globin level  was  11.6  gms.  and  the  white  cell 
count  was  11,500  with  49  neutrophils,  41 
lymphocytes,  7 monocytes,  1 eosinophil,  and 
2 basophils.  The  red  cell  count  was  4.21 
million  and  the  platelet  count  was  318,000. 
Hematocrit  was  39%  and  the  uncorrected 
sedimentation  rate  48  mm.  in  one  hour. 
Bleeding  and  coagulation  times  were  within 
normal  limits.  The  fasting  blood  sugar  was 
123  mgm.%.  Repeat  blood  count  one  day 
later  revealed  the  same  hemoglobin  and 
hematocrit  levels,  but  the  sedimentation  rate 
had  fallen  to  43  mm.  and  the  white  cell 
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count  had  fallen  to  9,100  with  63  neutro- 
phils, 3 5 lymphocytes,  and  2 esosinophils. 
Two  urinalyses  revealed  bacteria  and  leu- 
kocytes, but  there  was  no  albuminuria. 
Roentgenograms  of  the  chest,  skull,  spine 
and  pelvis  were  within  normal  limits. 

Discussion 

Examination  during  the  recovery  phase 
from  meprobamate  overdosage  disclosed  the 
right-sided  sensory  deficit,  hypotonic  ten- 
don reflexes,  and  absent  Achilles’  tendon  re- 
flex. These  changes  were  transient  and 
cleared  within  24  hours  after  ingestion  of 
the  meprobamate. 

In  contrast,  Belaval  and  Widen’  have  re- 
ported a case  of  peripheral  neuropathy  in- 
volving the  right  leg  that  developed  17 
days  following  coma  due  to  the  ingestion 
of  20  grams  of  meprobamate.  This  case 
demonstrated  a foot  drop,  hypesthesia  of 
the  right  foot,  sensory  loss  of  the  right  thigh 
area,  and  absent  Achilles’  tendon  reflex.  This 
neuropathy  gradually  subsided  over  a two 
week  period.  There  was  some  question  in 
regard  to  etiology,  since  drugs  other  than 
meprobamate  had  been  administered. 

Subjective  numbness  had  been  reported 
by  patients  receiving  meprobamate,  in  both 
legs  in  a woman  who  also  developed  a gen- 
eralized erythematous  dermatitis  two  hours 
after  the  ingestion  of  400  mgms.  of  mepro- 
bamate,'1 and  as  a "funny  and  numb”  gen- 
eralized sensation  in  a female  patient  five 
minutes  after  the  ingestion  of  12  grams  of 
meprobamate.1 

The  explanation  for  the  findings  of  the 
present  case  is  not  known.  Meprobamate 
does  exert  a selective  blocking  action  on  the 
interneuronal  circuits. s Theoretically,  in  the 
present  case,  there  may  have  been  a differ- 
ence in  affinity  for  the  meprobamate  be- 
tween symmetrical  areas  of  the  brain.  Or 
there  might  have  been  a selective  disappear- 
ance of  the  drug  from  the  brain,  suggesting 


a difference  in  the  metabolism  of  this  agent 
by  two  symmetrical  portions  of  the  central 
nervous  system.  Aside  from  this  specula- 
tion, one  may  conclude  that  meprobamate 
exerts  sensory  as  well  as  motor  influences  in 
the  human,  and  that  these  changes  may  at 
times  be  asymmetrical. 

Summary 

A 23  year  old  woman  developed  right- 
sided hypesthesia,  hypotonic  tendon  reflexes, 
and  absent  Achilles’  tendon  reflex  during  the 
recovery  phase  from  semicoma  induced  by 
the  ingestion  of  14  grams  of  meprobamate. 
These  changes  were  transient  and  disap- 
peared within  24  hours  after  ingestion  of 
the  drug.  Theoretical  explanations  for  this 
phenomenon  include  a difference  in  affinity 
for  meprobamate  between  symmetrical 
areas  of  the  brain  or  a difference  in  metabo- 
lism and  disappearance  of  meprobamate 
from  two  such  areas. 
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The  “Half-Way”  House  and  Its  Place  in 

Rehabilitating  the  Mentally  Handi- 
capped 

In  recent  years  the  halfway  house  has 
received  increasing  attention,  as  have  the 
transitional  facilities  to  and  from  the  mental 
hospital.  Statistics  in  1956  revealed  that  of 
the  200,000  mental  patients  discharged  dur- 
ing that  year,  90,000  were  readmitted  dur- 
ing the  same  year.  Thus,  a great  deal  of 
soul  searching  went  on  which  involved  an 
increasing  awareness  that  the  needs  of  the 
ex-patient  had  to  be  met  more  effectively  to 
reduce  the  readmissions. 

Halfway  houses  have  been  established,  but 
because  of  the  stigma  attached  to  the  word 
"halfway”,  they  are  given  individual  names 
such  as  "Portal”,  "Gateway”,  "Quarters”, 
and  "Rehabilitation  Home”.  This  stigma 
has  caused  some  communities  to  reject  the 
establishment  of  halfway  houses  with  them 
because  they  do  not  wish  the  mentally  han- 
dicapped, "those  crazy  people”,  to  endanger 
their  community.  Of  course,  the  answer  lies 
in  education  and  not  semantics,  but  for  the 
present,  this  stop  gap  attempt  must  be 
utilized. 

The  halfway  house  is  a vital  link  in  the 
rehabilitation  chain  from  sickness  to  health, 
dependence  to  independence,  hospital  to 
community  in  certain  instances  for  certain 
patients.  The  halfway  house  is  emphatically 
not  a cure-all  for  every  patient;  it  is  de- 
signed to  fill  a specific  need  for  certain 
patients. 

This  paper  will  review  the  definitions,  his- 
tory, types,  functions,  patients,  administra- 
tive advantages,  and  some  of  the  halfway 
houses. 

Charles  J.  Kilczweski,  M.S.,  Post  Graduate, 
Richmond  Professional  Institute,  School  of  Rehabili- 
tation Counseling. 

Approved  for  publication  by  Commissioner,  De- 
partment of  Mental  Hygiene  and  Hospitals. 


CHARLES  J.  KILCZWESKI,  M.S. 

In  order  to  care  for  the  vocational  prob- 
lems of  the  mental  hospital  patient,  shel- 
tered workshops  and  member-employee 
programs  have  been  set  up.  The  member- 
employee  program  is  established  within  the 
hospital  and  consists  of  the  payment  of  the 
patient  for  work  done  in  the  hospital  which 
is  outside  the  work  performed  by  the  reg- 
ular patients.  However,  since  the  vocational 
adjustment  is  the  last  area  which  is  affected 
by  emotional  disturbance,  it  is  even  more 
important  for  the  patient  to  develop  a good 
social  adjustment.  Social  adjustment  can  be 
facilitated  by  the  folowing  methods: 

( 1 ) Family  care  programs 

(2)  Ex-patient  clubs 

(3)  Day  and  night  hospitals 

(4)  Halfway  houses 

We  are  concerned  in  this  paper  with  the 
halfway  house,  which  is  a small  group  resi- 
dence set  up  as  a transition  point  between 
the  mental  hospital  and  the  community  and 
providing  some  professional  supervision  but 
requiring  increased  responsibility  and  free- 
dom for  its  members  than  the  previous  men- 
tal hospital. 

The  halfway  house  is  unique  from  the 
above  mentioned  methods  of  social  adjust- 
ment for  the  psychiatric  patient.  The  half- 
way house  is  a self-contained  unit  as  opposed 
to  the  ex-patient  club  and  day  or  night  hos- 
pital. The  halfway  house  is  for  a small  group 
of  residents  from  three  to  fifty,  whereas  the 
family  care  home  is  usually  for  one  to  four 
persons.  The  halfway  house  is  different  from 
a work  camp  in  that  residents  are  required 
to  work  away  from  the  house,  in  jobs  with- 
in the  community  and  in  a city  rather  than 
a rural  area. 

The  halfway  house  was  first  conceived  in 
Sixteenth  Century  England.  An  article  en- 
titled "A  Plea  for  Convalescent  Homes  in 
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Connection  with  Asylums  for  the  Insane 
Poor”  appeared  in  the  Journal  of  Mental 
Science,  which  led  to  the  organization  of 
the  British  Mental  Aftercare  Association,  a 
few  years  later,  to  set  up  their  homes. 

The  first  halfway  house  in  the  United 
States  was  established  in  Los  Angeles,  and 
was  called  Resthaven.  Resthaven  was  pre- 
ventive in  that  it  sheltered  those  who  were 
emotionally  disturbed  but  not  seriously 
enough  to  be  placed  in  a mental  hospital. 
Resthaven  was  not  dependent  upon  a hos- 
pital for  financial  support  since  it  is  financed 
by  the  community,  and  consequently  has  no 
ties  with  any  mental  hospital  and  can  orient 
its  program  independently. 

The  following  are  types  of  halfway 
houses: 

( 1 ) Halfway  houses  for  ex-patients 

(a)  Short  term  interim  facility 

(b)  Long  term  interim  facility 

(2)  Mixed  halfway  houses 

(3)  Preventive  halfway  houses 

The  short  term  interim  halfway  houses 
for  ex-patients  expect  the  patient  to  stay 
from  three  to  six  months.  The  patient  is 
usually  a younger  person  whose  job  oppor- 
tunities are  good  and  who  is  easily  readjusted 
to  the  social  atmosphere  existent  outside  of 
the  mental  hospital.  Seven  homes  of  this 
type  have  been  opened  in  the  United  States 
since  1954. 

The  long  term  interim  halfway  houses 
for  ex-patients  expect  the  patient  to  stay  a 
longer  period.  The  patient  is  older  and  has 
a harder  time  job  training  or  finding  a job, 
or  in  social  readjustment,  or  is  moving  on  to 
another  type  of  protected  environment  such 
as  family  care  or  family  care  homes,  or  needs 
professional  help  and/or  supervision  for  the 
rest  of  his  life. 

The  mixed  halfway  houses  accept  short 
term  and  long  term  and  preventative  clients. 

The  functions  of  the  halfway  house  in- 
clude the  house  or  shelter  function,  the 
transitional  function,  the  vocational  func- 
tion, the  ancillary  function,  and  the  sociali- 
zation and  resocialization  function.  The 


housing  and  transitional  functions  are  self- 
explanatory.  The  vocational  function  is 
basicly  counseling  and  job-finding.  The 
ancillary  function  is  usually  not  carried  on 
by  the  halfway  house  itself  but  in  the  hos- 
pital or  agency  with  which  the  house  is  affil- 
iated. The  ancillary  function  involves  taking 
of  drugs  and  various  forms  of  psychother- 
apy. The  socialization  and  resocialization 
function  consists  of  the  following: 

”1.  It  provides  the  resident  with  a group 
of  others  who  have  shared  his  previous  ex- 
perience of  hospitalization  for  mental  illness. 
With  the  exception  of  a resident  staff  mem- 
ber, the  group  is  composed  solely  of  the 
resident’s  peers. 

"2.  Within  this  peer  group  of  individuals 
with  common  problems  and  experiences, 
the  ex-patient  may  begin  to  interact  with 
other  persons.  Learning  that  others  have 
similar  problems  may  help  to  remove  the 
feeling  of  isolation  and  difference.  A re- 
establishment of  interpersonal  relations  may 
result. 

”3.  It  is  hoped  that  a sheltered  social 
environment  is  produced,  within  which 
there  is  a greater  tolerance  for  deviant  be- 
haviour. The  resident  may  be  freer  to  act 
within  the  sheltered  setting  than  in  the  gen- 
eral community.  This  relative  freedom  from 
the  usual  stresses  of  community  life  may 
enable  the  resident  to  try  out  new  roles 
without  exaggerated  fear  of  crippling  group 
sanctions. 

”4.  The  group,  however,  may  employ  a 
number  of  methods  of  controlling  disrup- 
tive individual  activity.  They  may  ignore 
or  reject  or  even  directly  punish  the  individ- 
ual who  does  not  conform  to  the  group’s 
expectations.  In  this  way,  the  individual 
learns  what  is  expected  of  him  in  this  group. 
It  is  hoped  that  the  learning  to  get  along 
with  other  persons  in  the  halfway  house  will 
be  later  generalized  by  the  resident  to  learn- 
ing to  interact  with  others  in  the  com- 
munity” 

The  halfway  house  is  used  in  the  follow- 
ing instances: 
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( 1 ) The  patient  still  has  somewhat  de- 
viant social  behavior  which  would  not  be 
accepted  sympathetically  or  tolerantly  by 
the  community  he  would  return  to. 

(2)  The  patient  is  no  longer  sick  enough 
to  need  the  mental  hospital  for  recovery 
("borderline  cases”). 

(3)  The  potential  patient  who  is  not  sick 
enough  to  need  the  mental  hospital,  but  no 
longer  is  able  to  adjust  completely  to  his 
community  (also  "borderline  cases”). 

(4)  The  patient  does  not  have  a family 
to  assist  his  adjustment. 

( 5 ) The  long  term  patient  has  social  and 
vocational  problems,  such  as  no  job  to  which 
to  return,  a changed  family  constellation 
(divorce  or  the  wife  filling  the  role  of  bread- 
winner) , or  deteriorated  social  behavior 
(how  to  eat  and  dress  properly) . 

The  advantages  of  the  halfway  house  for 
the  administrator  are  significant.  Readmis- 
sion rates  drop,  leaving  more  beds  available 
for  new  patients  in  the  "mental”  hospital. 
Cost  per  patient  day  is  about  the  same  in 
the  halfway  house  as  in  the  hospital.  More- 
over, the  patients  are  under  one  roof,  rather 
than  scattered  as  in  the  family  care  program, 
which  causes  less  travel  time  by  professionals, 
more  services  because  of  centralization;  pol- 
icy changes  can  be  facilitated  more  easily 
and  inspection  of  adequacy  of  facilities  and 
services  is  facilitated. 

The  Vermont  Division  of  Vocational  Re- 
habilitation has  established  and  sponsored 
three  halfway  houses.  The  residents  are  for- 
mer patients  of  the  Vermont  State  Mental 
Hospital  and  the  Brandon  School  for  mental 
defectives.  Two  of  these  houses  are  for 
women,  one  located  at  Montpelier  and  one 
in  Burlington.  A house  for  men  is  also  lo- 
cated in  Burlington.  This  is  the  only  current 
attempt  at  a coordinated  rehabilitation  pro- 
gram between  the  Division  of  Vocational 
Rehabilitation  and  a state  mental  hospital, 
except  for  pilot  studies  now  in  progress  in 
West  Virginia  and  Kentucky. 

Rutland  Corner  House  was  established  in 
Boston  in  1954  for  former  female  patients, 


but  it  is  not  directly  operated  by  any  one 
mental  hospital,  but  has  a close  relationship 
with  the  Massachusetts  Mental  Health  Cen- 
ter. 

In  195  5,  Portals  was  established  in  Cali- 
fornia by  staff  members  of  Brentwood  Vet- 
erans Administration  Hospital  and  other 
volunteers.  Portals  is  mainly  utilized  for 
male  patients  on  leave  from  the  hospital. 

In  195  6,  Quarters  was  established  in  San 
Jose,  California,  under  the  direction  of  the 
Agnews  State  Hospital. 

Woodby  House  in  Washington,  D.C.,  re- 
quires residents  to  be  under  psychotherapy. 
The  residents  may  be  private  patients  of 
psychiatrists.  The  routine  of  the  halfway 
house  is  kept  to  a minimum  for  the  residents. 
Most  of  the  resident’s  time  is  spent  away 
from  the  house  since  he  must  work  in  order 
to  pay  for  the  room  and  board,  and  since 
recreation  may  be  sought  outside  of  the 
house  by  individuals  or  groups  of  residents. 
Group  activities  carried  on  in  the  house  are 
not  compulsory.  Although  there  are  few 
rules  in  halfway  houses,  many  houses  do 
have  a curfew.  Finally,  the  patients  are 
given  certain  duties  and  responsibilities 
which  they  are  expected  to  carry  out,  such 
as  cleaning  their  rooms,  and  general  house- 
hold chores. 

Conclusion 

Although  the  halfway  house  is  not  a re- 
cent phenomenon  in  the  rehabilitation  of 
the  mentally  handicapped,  it  still  has  a great 
deal  of  acceptance  to  gain.  Basically,  this 
acceptance  seems  to  center  around  the  lack 
of  money  available  for  mental  health  and 
consequently  the  use  of  this  money  in  what 
are  considered  more  necessary  or  basic  ac- 
tivities. However,  with  the  growth  of  the 
concept  of  total  rehabilitation  of  the  "whole 
man”  and  the  rise  of  the  "team  approach”, 
there  has  been  a growing  awareness  on  the 
part  of  staffs  of  mental  hospitals  that  their 
responsibility  for  the  patient  does  not  end 
at  the  gates  of  the  institution.  Consequently, 
with  present  trends  as  indications,  we  can 
look  forward  to  the  growth  of  more  bridges 
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between  the  hospital  and  community  with 
the  halfway  house  serving  those  who  can 
best  benefit  by  its  particular  functions. 
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Polio  Immunity  During  Pregnancy 


The  fact  that  a mother  has  polio  during 
pregnancy  is  far  from  a guarantee  that  her 
child  will  have  lifelong  immunity  against 
the  disease,  according  to  a consultant  for 
the  Journal  of  the  American  Medical  As- 
sociation. 

The  mother  would  be  infected  by  only 
one  type  of  polio  and  immunity  to  the  other 
two  types  could  not  be  anticipated  in  the 


child,  Dr.  Thomas  Francis,  Jr.,  Ann  Arbor, 
Mich.,  said  in  the  September  2nd  Journal. 

In  addition,  there  is  no  evidence  that  the 
unborn  child  is  always  infected  when  the 
mother  is  infected  and  unless  this  happens 
the  child  could  not  be  expected  to  have 
active  immunity  against  even  one  type  of 
polio. 
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Oral  Poliomyelitis  Vaccine 

On  August  17,  1961,  Dr.  Luther  L.  Terry, 
Surgeon  General  of  the  Public  Health  Serv- 
ice, announced  the  granting  of  a license  to 
manufacture  poliovaccine,  live,  oral,  type  I, 
developed  by  Dr.  Albert  Sabin. 

In  making  the  announcement  Dr.  Terry 
said:  "I  want  to  emphasize  that  an  oral  vac- 
cine providing  protection  against  all  three 
types  of  poliomyelitis  will  not  be  available 
for  some  time.  The  vaccine  being  licensed 
today  produces  immunity  only  against  type 
I polio.  Therefore,  it  is  of  the  highest  im- 
portance that  vaccinations  continue  with 
the  Salk  vaccine  which  is  the  only  weapon 
we  have  today  to  provide  protection  against 
all  three  types  of  polio. 

"The  Public  Health  Service  will  continue 
its  efforts  to  promote  the  widest  possible  use 
of  the  Salk  vaccine.  When  the  full  series 
of  oral  vaccine  becomes  available,  we  will 
also  help  in  its  promotion.” 

The  physicians  and  the  public  of  this 
country  are  interested  in  the  control  of 
polio.  They  are  not  so  much  concerned  with 
the  accomplishment  of  this  through  a killed- 
virus  vaccine  or  by  means  of  a live-virus 
vaccine. 

There  have  been  many  statements  in  the 
past  several  years  that  a live-virus  vaccine 
may  induce  longer  lasting  immunity  than 
a killed-virus  vaccine.  It  has  also  been  stated 
that  a live-virus  vaccine  will  eradicate  not 
only  the  disease  but  the  virus  as  well,  which 
cannot  be  expected  to  be  done  by  a killed- 
virus  vaccine.  The  experimental  and  field 
experiences  with  a killed-virus  vaccine  for 
polio  have  been  successful,  which  proves  that 
the  killed-virus  vaccine  is  effective  in  the 
control  of  poliomyelitis.  Such  experiences 
have  shown  that  polio  has  been  virtually 
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eliminated  in  Sweden  and  Denmark  through 
the  use  of  the  killed-virus  vaccine. 

In  supporting  his  killed-virus  vaccine,  Dr. 
Jonas  Salk  has  pointed  out  that  official  fig- 
ures of  polio  incidence  provided  by  the  U.  S. 
Public  Health  Surveillance  Unit  of  the 
Communicable  Disease  Center,  Atlanta, 
Georgia,  show  that  the  effectiveness  of  the 
Salk  vaccine  is  95%  after  four  doses,  90% 
after  three  doses. 

It  has  been  stated  that  the  persistence  of 
immunity  which  is  brought  about  by  use 
of  the  live-virus  vaccine  "may  be  of  much 
longer  duration  than  in  the  case  with  the 
killed-virus  vaccine.”  To  this  Dr.  Salk  has 
replied  that  there  is  no  scientific  evidence 
to  support  this  conclusion.  Dr.  Salk  has 
followed  the  persistence  of  immunity  in 
certain  individuals  for  a period  of  six  years 
and  has  observed  the  persistence  of  the 
plateau-like  level  of  antibodies  which  ap- 
pears to  be  fixed  within  a year  after  decline 
of  the  over-abundance  produced  following 
the  last  dose,  whether  this  was  a booster  dose 
or  the  last  primary  dose.  He  explained  that 
this  persistence  of  immunity  could  not  be 
attributed  to  re-activation  of  virus  since  the 
killed-virus  vaccine  does  not  contain  infec- 
tious virus  and  scientific  evidence  proved 
that  it  could  not  be  due  to  natural  reinfec- 
tion. 

Use  of  the  killed-virus  vaccine  has  brought 
about  a marked  decline  in  the  incidence  of 
polio,  both  paralytic  and  nonparalytic.  Type 
II  virus  has  virtually  disappeared  from  the 
United  States  and  types  I and  III  have  di- 
minished to  the  point  that  a prompt  exten- 
sion of  vaccination  with  the  killed-virus 
vaccine  could  result  in  virtual  extinction  of 
poliovirus  even  before  the  entire  population 
has  been  vaccinated. 
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In  a paper1  on  the  "Effectiveness  of  Salk 
Vaccine”,  a group  in  Houston,  Texas,  re- 
ported on  viral  studies  which  they  carried 
out  in  almost  all  cases  of  acute  central  nerv- 
ous system  disease  which  were  severe  enough 
to  require  hospitalization  during  the  out- 
breaks of  195  8 and  1959  in  the  Houston 
area.  They  state  in  this  report  that  "the 
vaccine  (Salk  vaccine)  protected  not  only 
against  paralytic  poliomyelitis  but  also 
against  the  nonparalytic  or  aseptic  menin- 
gitis syndrome  due  to  poliovirus.  Cases  of 
aseptic  meningitis  necessitating  hospitaliza- 
tion that  occurred  in  adequately  vaccinated 
individuals  were  found  to  be  due  almost 
entirely  to  other  viruses  and  not  to  polio- 
virus.” 

This  group  further  stated:  "It  is  con- 

cluded that  poliomyelitis  continues  to  appear 
in  clinical  form  because  vaccine  is  not  ad- 
ministered to  susceptible  persons.  No  better 
results  can  be  expected  of  any  vaccine — 
either  the  inactivated  one  in  current  use,  or 
the  living  attenuated  one  now  under  con- 
sideration in  the  United  States — unless  it  is 
fully  utilized  in  the  susceptible  population.” 

Evidence  exists  that  a marked  shift  in  the 
ratio  by  type  has  occurred.  For  example,  in 
1959  almost  90%  of  diagnosed  and  verified 
cases  of  paralytic  polio  were  of  type  I and 
10%  were  of  type  III;  in  1960  approxi- 
mately 73%  were  type  I and  26%  were  type 
III.  Provisional  data  for  1961  indicate 
roughly  a 50%  distribution  for  each  of 
these  two  types.  Type  II  polio  has  always 
been  rare. 

Since  there  is  need  to  protect  against  all 
three  types  of  polio,  mass  use  of  oral  vaccine 
in  a community  would  not  afford  immunity 
against  polio  until  all  three  types  have  been 
taken.  As  the  oral  vaccine  is  given,  re- 
sistance results  only  for  the  type  given. 
Even  when  all  three  types  will  have  been 
released,  each  will  have  to  be  given  sep- 
arately at  intervals  and  a booster  dose  will 

Effectiveness  of  Salk  Vaccine.  J.  L.  Melnick, 
Ph.D.,  M.  Benyesh-Melnick,  M.D.,  Ramiro  Pena,  B.A., 
and  M.  Yow,  M.D.,  JAMA  175:  No.  13,  April  1, 
1961,  p.  1159. 


be  needed.  Therefore,  we  in  Public  Health 
could  not  expect  much  further  reduction 
of  polio  cases  in  an  area  that  has  already 
proved  indifferent  to  accepting  the  protec- 
tion offered  by  the  trivalent  formalin-killed 
(Salk)  vaccine. 

Even  when  all  three  types  of  the  Sabin 
live-virus  vaccine  become  available,  they 
will  not  be  given  in  one  dose  as  the  authori- 
ties say  that  it  is  necessary  to  give  them 
separately,  no  sooner  than  four  to  six  weeks 
apart,  to  bring  about  the  desired  immunity. 
Each  dose  creates  an  infection  in  the  intes- 
tines where  the  virus  multiplies  and  passes 
from  the  body  in  the  feces.  It  is  best  to  let 
this  subside  before  causing  a second  infec- 
tion, not  because  of  danger  but  because  the 
second  will  "take”  better  if  there  is  no  inter- 
ference. For  the  same  reason  there  is  a sim- 
ilar waiting  period  before  giving  the  third 
type.  It  is  not  necessary  to  give  these  vac- 
cines in  the  sequence  of  type  I,  type  II,  and 
type  III;  they  may  be  administered  in  any 
order  that  is  desired. 

It  has  been  stated  that  each  will  "take” 
better  if  there  is  no  interference.  This  ap- 
plies to  interference  by  other  enteric  viruses 
as  well  as  by  the  poliovirus.  Therefore,  it 
would  be  best  not  to  administer  the  oral, 
live-virus  polio  vaccine  during  a time  when 
viruses  such  as  the  ECHO  and  Coxsackie 
viruses  are  prevailing  in  higher  than  usual 
incidence. 

Another  point  to  weigh  carefully  is  the 
fact  that  the  virus  of  a live-virus  vaccine 
multiplies  in  the  intestinal  tract  and  passes 
out  in  the  feces.  This  means  that  this  virus 
will  spread  in  the  household  and  the  com- 
munity in  which  it  is  being  given  and  per- 
sons other  than  the  ones  to  whom  it  is  ad- 
ministered will  pick  it  up.  If  the  decision 
is  made  to  use  the  oral  vaccine,  it  should  be 
given  on  a community-wide  basis  and  ade- 
quate plans  should  be  made  for  community 
organization  and  medical  leadership  to  plan 
for  complete  coverage  of  the  population 
under  50  years  of  age.  This  plan  should  be 
developed  in  such  a way  that  full  publicity 
is  given  to  the  fact  that  the  vaccine  will  be 
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used;  that  all  persons  under  50  years  of  age 
will  be  expected  to  take  it.  Specific  notice 
of  the  times  and  places  it  will  be  given 
should  be  broadcast  through  all  news  media 
and  posted  throughout  the  area.  Plans  for 
volunteer  as  well  as  professional  helpers  will 
have  to  be  made  in  advance  and  these  per- 
sons will  have  to  be  properly  instructed. 
Civic  groups  to  serve  as  leaders  and  to  pro- 
vide transportation  must  be  sought.  It  in- 
volves much  thought,  time,  cooperation, 
and  coordination.  It  requires  serious  con- 
sideration before  the  decision  is  made  to  use 
the  oral,  live-virus  vaccine. 

It  must  be  remembered  that  today  only 
type  I oral  vaccine  has  been  licensed  and 
that  this  will  not  protect  against  all  three 
types  that  cause  poliomyelitis.  The  release 
of  type  II  is  to  follow  at  an  unknown  date; 
infection  with  type  II  poliovirus  is  rare.  No 
indication  has  been  given  of  a probable  date 
when  type  III  oral  vaccine  will  be  licensed; 
this  type  is  responsible  for  approximately 
50%  of  the  cases  in  1961. 

The  Public  Health  Service  has  placed  an 
order  for  900,000  doses  of  the  Sabin  oral, 
live-virus  vaccine  to  stockpile  in  a frozen 
state  at  CDC,  Atlanta  for  use  in  the  event 
of  an  epidemic  or  epidemic  threat  of  type  I 
polio  anywhere  in  the  United  States.  A local 
community  will  be  able  to  request  the  vac- 
cine through  the  State  Department  of 


Health  if  at  least  three  cases  of  polio  have 
occurred  in  the  community  within  a month 
and  if  at  least  two  have  been  confirmed  to 
be  type  I by  laboratory  analysis. 

Salk  vaccine,  which  includes  and  protects 
against  the  three  types  of  polio-virus,  is 
available  now.  If  the  same  effort  were  put 
into  the  administration  of  this  vaccine  to 
those  5 0 years  of  age  and  under  who  have 
not  received  the  three  primary  doses  and 
booster,  it  is  likely  that  the  results  would 
insure  the  protection  against  polio  of  many 
more  thousands  of  individuals. 

The  crux  of  the  problem  lies  in  the  need 
for  vaccination  of  those  who  have  not  yet 
received  the  vaccine.  Salk  vaccine  has  been 
available  since  195  5,  first  in  limited  quan- 
tities when  there  was  a stampede  to  get  it. 

There  has  been  a steady  decline  in  the 
number  of  polio  cases  reported  in  Virginia, 
as  well  as  in  the  rest  of  the  country,  since 
195  5,  when  336  cases  were  listed.  In  1960 
there  were  5 8 cases  of  poliomyelitis  in  the 
Commonwealth,  of  which  5 5 were  paralytic. 
More  than  half  of  these  had  received  no  Salk 
vaccine  and  the  great  majority  were  inade- 
quately vaccinated.  Let  us  protect  the  citi- 
zens of  Virginia  through  the  use  of  Salk 
vaccine  until  such  time  as  an  oral  vaccine 
that  will  prevent  all  three  types  of  polio 
becomes  available. 
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QahhsmL  QuAhswiAu 

This  issue  of  Current  Currents  is  being  used  to  report  some  of  the  more  important  ac- 
tions of  your  House  of  Delegates  during  the  recent  Annual  Meeting  at  Richmond. 


KERR-MILLS  IMPLEMENTATION:  The  Medical  Society  of  Virginia  was  placed 
on  record  as  encouraging  the  General  Assembly  to  enact,  or  modify,  legislation  for  the 
purpose  of  implementing  provisions  of  the  Kerr-Mills  law  in  this  State. 

PARTNERSHIP  ASSOCIATIONS:  Because  of  the  extreme  interest  surrounding  this 
subject,  the  following  resolution,  adopted  by  the  House,  is  offered  in  its  complete 
form: 

Whereas:  Reference  Committee  #2  instructed  a special  subcommittee  to  prepare 
and  present  to  the  House  of  Delegeates  a resolution  with  respect  to  the 
enactment  of  statutes  in  Virginia  permitting  the  formation  of  partner- 
ship associations  which  will  qualify  under  Federal  law  for  taxation  as  cor- 
porations and  thus  provide  the  privilege  of  pension  plans  and  other  tax 
advantages  for  the  partners  and  other  employees;  and 
Whereas:  The  House  of  Delegates  of  AM  A by  resolution  adopted  December  5,  1957, 
has  declared  that  it  is  within  the  limits  of  ethical  propriety  for  physi- 
cians to  join  together  as  partnerships  or  associations,  provided  that  the  own- 
ership and  management  of  the  affairs  thereof  remain  in  the  hands  of  li- 
censed physicians;  therefore  be  it 

Resolved:  that  The  Medical  Society  of  Virginia  take  whatever  steps  are  necessary 
toward  procuring  the  enactment  of  such  statutes  at  the  earliest  practical 
time. 

CONSOLIDATION  OF  BLUE  SHIELD  PLANS:  The  Medical  Service  Committee 
was  requested  to  further  explore  the  possible  merger  of  all  Blue  Shield  Plans  and  a sim- 
ilar merger  of  all  Blue  Cross  Plans  in  Virginia. 

GOOD  SAMA1TAN  LAW:  The  House  approved  a previous  action  by  the  Council 
endorsing  such  legislation. 


HOSPITAL  LIAISON  COMMITTEES:  It  was  recommended  that  all  hospitals  estab- 
lish a special  committee,  or  committees,  to  act  as  liaison  between  physicians  and  rep- 
resentatives of  Blue  Cross  and  Blue  Shield  Plans.  The  House  also  recommended  that 
all  component  societies  establish  appeal  committees.  A final  appeal  committee  would  be 
established  at  the  State  level. 

STERILIZATION:  Endorsement  was  given  to  a report  by  the  Virginia  Advisory 
Legislative  Council  recommending  certain  changes  in  the  sterilization  laws  of  Virginia. 
A bill  proposed  by  VALC  to  authorize  voluntary  sterilization  under  certain  conditions 
was  included  in  the  endorsement. 

POLITICAL  RESPONSIBILITY:  Members  of  The  Medical  Society  of  Virginia  were 
urged  to  become  more  politically  responsible  as  physicians  and  encouragement  was  given 
to  the  formation  of  local  independent  medical  political  committees.  Component  medi- 
cal societies  were  requested  to  further  this  program  at  the  local  level. 

FALL  OUT  SHELTERS:  A resolution  was  adopted  urging  immediate  legislation  at 
all  governmental  levels  which  would  provide  strong  economic  motivation  for  the  con- 
struction of  fall  out  shelters. 

SEAT  BELTS:  The  Association  of  Automobile  Manufacturers  was  commended  on  the 
installation  of  seat  belt  brackets  as  standard  equipment  on  1962  automobiles.  Regular 
usage  of  seat  belts  by  the  general  public  was  urged. 

SUPPORT  OF  AMA:  A resolution  was  adopted  putting  the  Society  on  record,  and 
urging  component  medical  societies  to  go  on  public  record,  as  stating  emphatically 
that  the  American  Medical  Association  does,  indeed,  represent  their  will  and  desire 
and  that  the  present  leadership  of  AMA  enjoys  the  complete  confidence  and  support 
of  the  entire  membership. 

HEALTH  CARE  FOR  AGED:  The  House  placed  itself  firmly  on  record  as  opposing 
any  pending  or  future  legislation  which  would  promote  socialized  medicine  by  propos- 
ing to  provide,  without  thought  or  regard  of  need,  medical  care  for  that  segment  of 
our  population  sixty-five  years  of  age  and  over,  and  which,  in  addition,  would  not 
clearly  provide  for  local  or  state  government  administration. 

POST  GRADUATE  MEDICAL  EDUCATION:  The  Society’s  Delegates  to  AMA 
were  requested  to  urge  that  Association  to  contemplate  the  differing  but  equal  im- 
portance of  the  university  teaching  hospitals  and  the  community  hospitals,  to  base  all 
policies  and  regulations  on  a realistic  appraisal  of  these  differences  and  to  make  the 
community  hospital  an  integral  part  of  the  post  graduate  medical  training  program 
rather  than  expect  the  community  hospital  to  compete  on  a full  and  equal  basis  with 
the  university  teaching  hospital. 


Cancer  Trends 


Perfusion  and  Intra-Arterial  Infusion 

with  Cancericidal  Drugs 

Early  diagnosis  of  cancer  and  prompt, 
adequate  operation  with  or  without  prophy- 
lactic radiation  have  resulted  in  five-  and 
ten-year  survival  periods  for  a significant 
number  of  patients.  However,  a great  deal 
is  yet  to  be  desired  and  there  is  a large  group 
of  patients  in  whom  palliative  therapy  of 
various  types  has  been  used.  Among  the 
new  methods  which  have  evolved  for  pallia- 
tion are  regional  perfusion  of  an  isolated 
area  with  a chemotherapeutic  drug,  and 
infusion  of  antimetabolites  intra-arterially 
through  a vessel  directly  providing  the  blood 
supply  to  an  area  involved  with  malignancy. 

Shortly  after  World  War  I,  the  adminis- 
tration of  nitrogen  mustard  was  found  to 
offer  profound  beneficial  effects  to  patients 
with  certain  lymphomas  and  other  tumors. 
Then  Klopp  conceived  the  idea  that  nitro- 
gen mustard  would  provide  more  benefit  if 
delivered  directly  into  the  tumor-bearing 
area  by  intra-arterial  infusion.  There  were 
some  encouraging  results  with  this  technic 
but,  for  the  most  part,  this  method  was  not 
more  effective  than  intravenous  injection. 
After  the  development  of  the  pump-oxy- 
genator which  opened  avenues  to  dramatic 
advances  in  cardiovascular  surgery,  Creech, 
in  1958,  undertook  the  delivery  of  canceri- 
cidal drugs  in  high  concentration  to  tumors 
by  isolated  perfusion  with  this  apparatus. 
The  successful  application  of  this  technic 
made  feasible  the  administration  of  chemo- 
therapeutic drugs  to  tumor-bearing  areas  in 
dosages  not  previously  possible  because  of 
their  harmful  effects  to  normal  tissue. 

Regional  administration  of  chemothera- 
peutic agents  is  accomplished  in  two  ways; 

From  the  Department  of  Surgery,  University  of 
Virginia  School  of  Medicine,  Charlottesville,  Vir- 
ginia. 


E.  MEREDITH  ALRICH,  M.D. 

i.e. , by  isolated  perfusion  of  an  area  with 
a pump-oxygenator,  the  drug  being  added 
to  the  perfusate,  or  by  continuous  intra- 
arterial infusion  of  an  area  with  a Sigma- 
motor  or  Barron  pump  for  a period  of  five 
to  seven  days,  the  antimetabolite  being  added 
to  a daily  infusion  volume  of  1200  to  2000 
cc.  Protection  of  normal  tissues  from  the 
toxic  effects  (hematopoetic  system  depres- 
sion) of  the  agent  used  for  isolated  perfu- 
sion is  dependent  upon  the  degree  of  isola- 
tion and  hypothermia  of  the  patient  exclu- 
sive of  the  area  of  perfusion.  With  contin- 
uous arterial  infusion,  protection  is  afforded 
by  the  simultaneous  systemic  administration 
of  the  appropriate  antagonist  to  the  chemo- 
therapeutic agent. 

Technics  have  been  described  and  devel- 
oped for  perfusion  of  almost  all  regions  of 
the  body,  but,  except  for  the  extremities, 
the  degree  of  isolation  of  a particular  area 
has  not  been  sufficient  to  insure  safe  admin- 
istration of  the  drugs  in  dosages  adequate  to 
effectively  destroy  tumor  cells.  The  drugs 
most  frequently  used  are  nitrogen  mustard 
and  phenylalanine  mustard,  and  many  types 
of  tumors  of  the  extremities  have  responded 
satisfactorily  to  this  therapy.  The  response 
of  melanoma  to  such  treatment,  however, 
has  been  dramatic  and,  because  of  the  re- 
gression of  this  tumor  with  regional  per- 
fusion, this  procedure  should  be  done  as  part 
of  the  initial  therapy  with  regional  node 
dissection  if  the  primary  site  is  an  extremity 
and  there  is  no  extension  of  the  tumor  to 
other  parts  of  the  body. 

Regional  perfusion  of  tumors  in  other 
areas,  such  as  the  pelvis,  may  provide  sig- 
nificant relief  of  pain.  To  accomplish  more 
than  this,  however,  more  effective  drugs 
must  be  sought  and  better  methods  of  isola- 
tion developed. 

Because  of  the  limitations  of  regional  per- 
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fusion,  cancers  arising  in  other  parts  of  the 
body  are  perhaps  best  treated  by  the  use 
of  antimetabolites  continuously  infused 
through  a catheter  placed  in  the  artery  or 
arterial  branch  which  provides  the  blood 
supply  to  the  tumor-bearing  area.  The 
antimetabolite  is  given  in  an  infusion  volume 
of  1200  and  2000  cc.  every  24  hours  for  five 
to  seven  days,  and  its  toxic  effects  are 
averted  by  intermittent  intramuscular  in- 
jection of  the  corresponding  metabolite.  The 
combination  of  drugs  used  more  frequently 
is  Methothrixate  and  Citrovorum  for  ex- 
perience has  shown  that,  with  these  drugs, 
there  is  less  risk  associated  with  the  pro- 
cedure itself  and  fewer  post-administration 
complications.  During  the  several  days  of 
infusion,  the  patients  are  ambulatory  and 
generally  can  care  for  themselves. 

Regional  perfusion  and  continuous  intra- 
arterial infusion  have  resulted  in  tumor  re- 


“Mild'*1  Coronary  a 

The  term  mild  coronary  is  "seriously  mis- 
leading,” according  to  three  Philadelphia 
physicians.  Although  the  symptoms  may  be 
relatively  mild,  the  underlying  cause  may  be 
serious,  Drs.  William  Likoff,  Sheldon  Ben- 
der and  Leonard  Dreifus  said  in  the  August 
26th  Journal  of  the  American  Medical  As- 
sociation. A coronary,  or  heart  attack,  is 
caused  by  a blood  clot  that  blocks  one  or 
both  of  the  two  coronary  arteries  that  nour- 
ish the  heart.  The  underlying  cause  is  hard- 
ening of  these  arteries. 

On  the  basis  of  a study  of  100  patients 
over  a five-year  period,  it  appears  that  a mild 
heart  attack  resulting  from  an  incomplete 
evalution  of  a major  attack  may  very  well 
recur  within  a short  time  and  exact  a more 
severe  penalty.  Mild  attacks  from  occlu- 


gression  and  palliation  in  many  patients  in 
whom  no  other  form  of  palliative  therapy 
was  possible.  The  marked  destructive  effects 
of  isolated  perfusion  with  phenylalanine 
mustard  on  melanoma  of  the  extremities 
have  led  to  the  acceptance  of  this  treatment 
as  part  of  the  primary  treatment.  Further 
evaluation  of  the  results  may  lead  to  the  use 
of  regional  perfusion  as  the  sole  and  pre- 
sumably curative  therapy  for  melanoma 
arising  in  an  extremity  without  evidence  of 
metastatic  extension  elsewhere. 

Continued  application  of  these  technics 
and  the  trial  of  new  drugs  and  development 
of  more  efficient  means  to  confine  the  per- 
fusate to  the  tumor-bearing  area  alone  to 
facilitate  eradication  or  palliation  is  one  line 
of  advancement  of  knowledge  which  will 
offer  control  of  cancer  heretofore  unrespon- 
sive to  treatment  afforded  by  conventional 
methods. 


Misleading  Term 

sions  of  very  small  arterial  branches  are  less 
significant. 

Of  the  total  number  of  patients,  48  per 
cent  suffered  a second  heart  attack  within 
five  years  after  recovering  from  the  initial 
attack.  Some  second  attacks  occurred  with- 
in 12  months.  The  death  rate  among  those 
stricken  a second  time  was  18  per  cent. 

In  terms  of  chronic  disability,  recurrences, 
and  ultimate  mortality,  the  fate  of  these 
patients  resembled  that  of  persons  with  sig- 
nificant, if  not  advanced,  hardening  of  the 
coronary  arteries. 

"The  study  strongly  implies  that  what- 
ever protective  measures  are  currently  avail- 
able should  be  applied  for  an  absolute  min- 
imum of  two  years  following  the  initial  at- 
tack, especially  when  the  symptoms  . . . 
persist.” 
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Pre-Paid  Medical  Care 


Action  of  the  Medical  Service  Committee 

I.  Insurance  Review  Procedure 

With  the  increase  in  major  medical  and 
comprehensive  forms  of  insurance,  ques- 
tions are  arising  as  to  the  benefits  payable. 
These  policies  do  not  include  fee  schedules 
but  agree  to  pay  on  the  basis  of  usual  and 
customary  charges  in  the  area  in  which  the 
service  is  rendered.  The  medical  societies  in 
several  states  have  established  Insurance  Re- 
view Committees  to  render  advice  on  such 
problems.  The  Medical  Service  Committee 
of  The  Medical  Society  of  Virginia  has  des- 
ignated its  Subcommittee  on  Prepaid  Hos- 


pital and  Medical  Insurance  as  a Review 
Committee  to  give  advice  to  inquiring  phy- 
sicians, insurance  companies  or  patients. 
This  subcommittee  will  not  serve  as  a griev- 
ance or  disciplinary  body  but  will  perform 
an  advisory  or  educational  function.  In  its 
relation  with  insurance  companies,  it  will 
coordinate  activities  with  the  Virginia  Com- 
mittee of  the  Health  Insurance  Council. 

If  committee  advice  is  desired,  informa- 
tion listed  on  the  summary  form  published 
below  should  be  submitted  to  Robert  I. 
Howard,  Executive  Secretary,  The  Medical 
Society  of  Virginia,  4205  Dover  Road, 
Richmond  21,  Virginia. 


INSURANCE  AND  PREPAYMENT  SUB-COMMITTEE 
Medical  Service  Committee 
The  Medical  Society  of  Virginia 

FACTS  FOR  ESSENTIAL  COMMITTEE  REVIEW 


1.  Patient:  Age  Sex  Occupation 

2.  Address  City 

3.  Income 

4.  Diagnosis 


5.  Care  rendered — (If  surgical  operation — describe) 


6.  Charges: 


7.  If  hospitalized: 

Name  of  hospital 
Duration  of  Stay 
Charges: 

Anaes.  & Op.  room 

8.  Benefits — Basic  medical 

Basic  surgical 
M.M.  Deductible 

9.  Information  desired  of  Committee: 


R&BPvt.  S.P.  Ward 

Co.  Inc.  % Max.  $ 


10.  Describe  adjustment  efforts  (If  made) 


11.  Insurance  Company 

12.  Additional  Comments 


13.  Date  19  ....  By  Title 

Submit  to: 

Robert  I.  Howard,  Executive  Secretary 
The  Medical  Society  of  Virginia 
420  5 Dover  Road 
Richmond  21,  Virginia 


Volume  88,  November,  1961 


671 


II.  Note  on  Benefit  Assignment 

Benefits  under  medical  and  surgical  in- 
surance are  payable  to  the  policyowner. 
However,  most  insurance  contracts  provide 
that  these  benefits  may  be  assigned  by  the 
insured  to  the  physician  rendering  service. 
Many  insurance  claim  blanks  include  a form 
for  this  purpose.  Some  physicians  have  their 
own  assignment  forms  that  the  patient  is 
asked  to  sign.  This  is  then  attached  to  the 
proofs  of  claim. 


The  Committee  suggests  that  physicians, 
who  have  secured  such  assignments,  mark 
the  claim  form  and  copies  of  their  bill  with 
the  notation  "BENEFITS  ASSIGNED”.  A 
rubber  stamp  is  very  satisfactory  for  this 
purpose.  This  procedure  will  alert  the  in- 
surance company  that  an  assignment  exists 
and  may  prevent  misunderstanding  if  the 
assignment  form  is  lost  or  reaches  the  in- 
surance company  after  the  claim  has  been 
paid. 


Test  Your  Child’s  Basic  Physical  Fitness 


Strength  is  tested  by  the  pull-up  for  boys; 
the  modified  pull-up  for  girls.  Find  some- 
thing to  use  for  a chinning  bar.  Boys  grasp 
the  bar  with  palms  forward.  Hang  with 
arms  and  legs  fully  extended  and  feet  free 
of  the  floor.  The  boy  pulls  himself  up 
until  his  chin  is  over  the  bar. 

Then  he  lowers  himself  slowly  until  the 
arms  are  fully  extended.  Then  up  again. 
Any  boy  should  be  able  to  do  one  pull-up. 
If  he’s  14,  the  minimum  is  two;  if  he’s  16 
the  minimum  is  three. 

For  girls,  adjust  the  bar  to  chest  level. 
Girls  extend  their  legs  under  the  bar  so  their 
arms  hang,  fully  extended,  straight  down 
from  the  bar.  The  girl  pulls  herself  up  until 
her  chest  touches  the  bar,  then  lowers  her- 
self until  the  arms  are  fully  extended.  Then 
up  again.  Girls  should  be  able  to  do  a min- 
imum of  eight  modified  pull-ups. 

Flexibility  (and  abdominal  strength)  is 
tested  by  the  sit-up  for  boys  and  girls.  The 
child  lies  on  his  back,  legs  extended  and  feet 
about  12  inches  apart.  The  hands  are  on 
the  back  of  the  neck  with  fingers  interlaced. 

Hold  his  ankles,  keeping  the  heels  on  the 
floor.  Now  he  sits  up,  twisting  the  trunk 


and  touching  the  right  ebows  to  the  left 
knee.  Then  he  goes  back  down  and  up 
again,  this  time  touching  the  left  elbow  to 
the  right  knee.  Boys  should  do  at  least  14 
of  these,  girls  at  least  10,  in  rapid  succession. 

Agility  is  tested  by  the  "squat  thrust”  for 
boys  and  girls.  Start  at  the  position  of  at- 
tention. Action  is  carried  out  in  four  move- 
ments. 

First,  bend  the  knees  and  place  hands  on 
the  floor  in  front  of  the  feet.  Arms  may 
be  between,  outside  of,  or  in  front  of  bent 
knees. 

In  one  movement,  thrust  the  legs  back- 
ward so  the  body  is  straight  from  shoulders 
to  heels  (the  normal  push-up  position). 
Now,  in  one  movement,  return  to  the  squat 
position,  and  in  the  final  movement  return 
to  erect  position. 

Time  this  test.  Boys  should  do  a minimum 
of  four  correct  squat  thrusts  in  10  seconds, 
girls  three.  Make  sure  the  child  returns  to 
a fully  erect  position  at  the  end  of  each 
squat  thrust. 

If  your  children  passed  these  tests,  they 
probably  could  pass  a more  elaborate  phys- 
ical achievement  test. 
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Correspondence . . . . 


Dependents’  Medical  Care 

To  Mr.  Robert  I.  Howard, 

Executive  Secretary 
The  Medical  Society  of  Virginia 
Richmond,  Virginia 

The  retention  of  certain  servicemen  be- 
yond their  normal  date  of  expiration  of  ac- 
tive duty  tours  is  essential  in  order  that  the 
augmentation  of  the  Uniformed  Services, 
called  for  by  the  President,  can  be  attained. 
Implementation  poses  many  problems. 
Among  them  is  the  valid  identification  of 
the  extendees’  dependents  who  will  remain 
eligible  for  certain  benefits  while  their  spon- 
sors remain  on  active  duty. 

The  extension  of  tours  of  duty  may  re- 
sult in  some  dependents  being  without  a 
valid  Identification  Card  for  some  time.  The 
basis  of  identification  of  dependents  is,  as 
you  know,  the  Uniformed  Services  Identi- 
fication and  Privilege  Card  (DD  Form 
1173).  Each  card  carries  an  expiration  date 
of  eligibility.  This  date,  in  the  case  of  de- 
pendents of  noncareer  personnel,  is  the  same 
as  the  expected  expiration  date  of  the  spon- 
sor’s tour  of  active  duty. 

In  the  past,  the  "expiration  date”  on  the 
ID  Card  has  been  the  governing  factor  in 
determining  that  eligibility  still  exists.  Since 
the  involuntary  extension  of  the  tours  of 
duty  of  many  servicemen  is  effective  almost 
immediately,  the  probability  exists  that  some 
still-eligible  dependent  wives  and  children 
may  apply  for  civilian  medical  care  to  which 
they  are  still  entitled.  They  may  not,  how- 
ever, have  in  their  possession  the  required 
proof  of  their  eligibility. 

No  change  is  contemplated  in  the  pro- 
vision of  our  contract  which  states  that 
claims  may  not  be  processed  for  payment 
until  the  dependents  have  proven  their  eli- 
gibility to  receive  care.  Service  personnel 
are  being  advised  that  it  is  their  responsi- 
bility to  take  necessary  action  to  "up-date” 


the  evidence  of  dependents’  eligibility. 

It  is  most  probable,  however,  that  some 
dependents  will  be  in  need  of  authorized 
medical  care  from  civilian  sources  prior  to 
the  time  this  action  has  been  completed.  In 
such  cases,  the  dependent  has  been  instructed 
to  explain  the  situation  to  the  physician  and 
hospital  authorities.  They  have  been  advised 
to  present,  if  available,  some  tangible  evi- 
dence such  as  allotment  checks,  official  or- 
ders, directives,  or  personal  letters  which 
state  the  pertinent  facts  to  the  physician  or 
hospital  to  help  support  the  dependent’s 
claim  of  continued  eligibility. 

This  office  is  not  empowered  to  broaden 
the  "good  faith”  aspect  of  our  contract.  The 
number  of  dependents  temporarily  "uniden- 
tified” who  require  medical  benefits  will  not 
be  large. 

In  view  of  the  situation  at  hand,  I would 
appreciate  your  assistance  in  encouraging 
physicians  and  hospitals  to  exercise  patience 
and  understanding  during  the  next  several 
months  when  their  services  are  requested  by 
dependents  of  these  extendees. 

I must  emphasize,  however,  that  no 
claims  may  be  processed  for  payment  unless 
the  dependent  has  provided  a valid  DD 
Form  1173  or  a statement  of  eligibility  as 
required  by  our  contract  and  as  outlined 
in  ODMC  Letter  No.  1-60. 

This  information  is  being  furnished  to 
all  contractors  and  to  the  editors  of  leading 
medical  and  hospital  journals.  We  would 
appreciate  it  if  you  could  publish  a copy 
of  this  letter,  or  an  extract  of  the  informa- 
tion in  the  next  copy  of  your  Medical  So- 
ciety journal  or  any  other  news  media  which 
is  circulated  to  your  membership. 

Sincerely, 

W.  D.  GRAHAM 
Brigadier  General,  MC,  USA 
Executive  Director 

26  September  1961 
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The  Medical  Society  of  Virginia  . . . . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical 
Society  of  Virginia  was  called  to  order  by 
Dr.  Guy  W.  Horsley,  President,  on  Septem- 
ber 13,  1961,  at  Society  Headquarters.  At- 
tending were:  Dr.  Russell  V.  Buxton,  Dr. 
Allen  Barker,  Dr.  Harry  J.  Warthen,  Dr. 
Mack  I.  Shanholtz,  Dr.  Fletcher  J.  Wright, 
Jr.,  Dr.  Paul  Hogg,  Dr.  K.  K.  Wallace,  Dr. 
Thomas  W.  Murrell,  Jr.,  Dr.  A.  Tyree  Finch, 
Dr.  William  N.  Thompson,  Dr.  Alexander 
McCausland,  Dr.  Dennis  P.  McCarty,  Dr. 
James  G.  Willis,  Dr.  W.  Fredric  Delp  and 
Dr.  Richard  E.  Palmer.  Also  in  attendance 
were:  Dr.  W.  Linwood  Ball,  Delegate  to 
AMA,  Dr.  Kinloch  Nelson,  Vice  Speaker  of 
the  House  of  Delegates,  and  Mr.  John  B. 
Duval,  attorney  for  the  Society.  Represent- 
ing the  Virginia  Medical  Service  Association 
were:  Dr.  William  Grossmann,  Dr.  George 
Cooper,  Jr.,  Dr.  Frank  Daniel,  Mr.  Robert 
C.  Denzler  and  Mr.  Roy  Battista. 

Dr.  Horsley  opened  the  meeting  by  re- 
questing each  District  Councilor  to  meet 
with  delegates  some  time  before  the  Annual 
Meeting.  This  has  been  done  in  the  First 
District  for  several  years,  and  has  proved 
most  helpful  to  the  delegates.  Such  meetings 
are  used  to  discuss  the  various  matters  which 
will,  in  all  probability,  be  considered  by  the 
House  in  October. 

Dr.  Grossmann  was  then  requested  to  ac- 
quaint Council  with  the  thinking  of  the 
Virginia  Medical  Service  Association  on  the 
question  of  whether  Blue  Shield  should  pay 
for  services  provided  by  doctors  of  podiatry, 
doctors  of  osteopathy  and  doctors  of  dental 
surgery.  Dr.  Daniel,  chairman  of  a special 
Blue  Shield  committee  studying  the  matter, 
stated  that  Blue  Shield  exists  to  serve  the 
community  rather  than  physicians.  He 
stated  that  it  is  difficult  for  many  to  under- 
stand why  they  are  not  covered  when  they 
go  to  practitioners  licensed  by  the  Board  of 
Medical  Examiners.  Brought  out  also  was 


the  fact  that  under  the  new  Blue  Shield 
contracts  for  government  employees,  such 
services  are  provided.  It  was  Dr.  Daniel’s 
hope  that  his  committee’s  recommendation 
to  pay  for  such  services  would  be  approved. 

During  the  ensuing  discussion  a number 
of  questions  were  raised  concerning  effective 
controls  and  anticipated  costs.  Less  than 
$5  0,000  has  been  paid  out  for  such  services 
over  a three  year  period — such  services  hav- 
ing been  provided  as  an  extra-contractual 
arrangement.  A question  was  also  raised  as 
to  whether  this  would,  in  effect,  put  the 
Society  in  the  position  of  approving  pro- 
fessional consultations  with  osteopaths. 

A motion  was  then  introduced  recom- 
mending that  the  previous  stand  of  Council 
be  reaffirmed  and  no  further  action  taken. 
During  the  discussion  period,  several  mem- 
bers indicated  a desire  to  first  obtain  an 
expression  from  their  colleagues  at  home. 
The  original  motion  was  then  withdrawn 
and  a new  motion  to  table  the  matter  until 
the  next  Council  meeting  on  October  8 was 
seconded  and  adopted. 

It  was  stated  that  those  members  of  the 
dental  profession  performing  oral  surgery 
were  currently  being  paid — the  question 
having  been  cleared  by  the  Blue  Shield  at- 
torney. It  was  also  mentioned  that  the 
Virginia  Medical  Service  Association  need 
have  no  fear  of  being  required  to  include 
chiropractors  and  naturopaths  in  its  con- 
tracts. It  was  further  explained  that  doctors 
of  osteopathy  and  podiatry  would  not  be- 
come participating  members  of  the  plan. 

Considered  next  was  a request  that 
Council  advise  the  Virginia  Medical  Service 
Association  whether  it  would  approve  a no- 
income-limit contract.  It  was  stated  that 
contracts  containing  income  limits  have  no 
wide  appeal,  and  that  no-income-limit  con- 
tracts would  be  good  from  both  a competi- 
tive and  public  relations  point  of  view.  It 
was  explained  that  while  Blue  Shield  was 
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originally  designed  to  afford  protection  to 
low  income  groups,  changing  conditions 
have  outmoded  this  concept.  The  feeling 
was  expressed  that  many  physicians  would 
hesitate  to  accept  a no-income-limit  con- 
tract and  thereby  give  up  their  last  pre- 
rogative in  the  matter  of  setting  fees. 

It  was  then  moved  and  seconded  that 
Council  take  no  action  on  the  matter  of 
no-income-limit  contracts  at  this  time.  The 
motion  carried. 

Dr.  Cooper  then  advised  Council  that  the 
question  of  whether  payments  should  be 
made  by  Blue  Shield  for  services  provided 
by  interns  and  residents  is  of  great  concern 
to  teaching  hospitals.  It  was  brought  out 
that  it  is  impossible  for  members  of  the 
teaching  staff  to  personally  perform  all  pro- 
cedures, and  that  the  various  departments 
are  actually  being  deprived  of  what  many 
consider  legitimate  fees.  It  was  also  stated 
that  there  are  many  patients  who  actually 
respond  better  to  clinical  treatment.  Also 
brought  out  was  the  fact  that  interns  and 
residents  are  permitted,  under  certain  con- 
ditions, to  practice  within  their  hospitals. 

Council  was  then  advised  that  the  Com- 
mittee on  Medical  Service  had  reviewed  this 
question  and  had  recommended  that  Blue 
Cross  and  Blue  Shield  continue  to  follow  the 
previously  established  policy  of  non-pay- 
ment of  fees  to  interns  and  residents.  A 
motion  to  accept  the  recommendation  of 
the  Medical  Service  Committee  was  seconded 
and  adopted. 

Next  on  the  agenda  was  a resolution  from 
the  Medical  Service  Committee  recommend- 
ing that  the  Society  seek  more  adequate 
representation  on  the  Boards  of  all  Blue 
Cross  and  Blue  Shield  plans  in  Virginia.  The 
Society  is  officially  represented  only  on  the 
Board  of  the  Virginia  Medical  Service  Asso- 
ciation (Richmond  Plan) — to  which  it  ap- 
points twelve  members  annually.  It  was 
brought  out,  however,  that  the  Society  is 
represented  indirectly  through  members  of 
component  societies  who  serve  on  the  various 
Boards.  It  was  generally  agreed  that  the 
Medical  Service  Committee  resolution  had 


much  to  commend  it,  and  it  was  moved  that 
it  be  approved.  The  motion  was  seconded 
and  carried. 

There  followed  considerable  discussion  as 
to  whether  the  Society  should  advocate  the 
co-insurance  principle  as  a deterrent  to  uti- 
lization. It  was  pointed  out  that  a manda- 
tory $50  deductible  contract  would  pose 
definite  hardships  on  Blue  Cross,  and  the 
thought  was  expressed  that  Council  should 
not  go  on  record  in  this  regard.  It  was  the 
consensus,  however,  that  it  would  be  all 
right  for  Council  to  endorse  the  co-insur- 
ance principle  as  merely  one  measure  to 
combat  over-utilization.  The  motion  was 
then  adopted  endorsing  co-insurance  in 
principle  only — leaving  the  degree  of  pro- 
motion to  Blue  Cross  Boards. 

Council  then  heard  a report  on  a sugges- 
tion by  Dr.  Graves  that  temporary  mem- 
bership be  granted  non-citizen  physicians. 
Dr.  Graves  had  earlier  in  the  year  pointed 
out  that  foreign  physicians  must  become 
citizens  within  seven  years  or  have  their 
licenses  revoked.  Thus,  the  Society  could 
have  some  members  not  licensed  to  practice 
in  the  State.  It  was  brought  out  that  licen- 
sure per  se  was  not  a requirement  for  mem- 
bership as  set  forth  in  the  Constitution  and 
By-Laws.  The  Society  currently  has  mem- 
bers who  hold  administrative  positions  and 
whose  licenses  to  practice  are  not  in  force. 

It  was  agreed  that,  unless  some  definite 
need  developed,  the  Constitution  and  By- 
Laws  should  remain  unchanged.  A motion 
to  this  effect  was  seconded  and  adopted. 

Council  then  considered  the  advisability 
of  seeking  a change  in  Virginia  law  which 
would  permit  physicians  to  form  medical 
corporations  for  the  purpose  of  obtaining 
tax  and  pension  benefits.  Dr.  McCausland 
read  a statement  which  had  been  prepared 
by  Dr.  John  A.  Martin,  Roanoke,  pointing 
out  why  such  action  should  be  taken.  Mr. 
Duval  stated  that  the  present  Medical  Prac- 
tice Act  represented  a formidable  barrier 
to  such  corporations,  and  that  the  General 
Assembly  would  probably  want  a VALC 
study  before  taking  any  definite  action. 
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There  was  some  question  as  to  whether  Vir- 
ginia’s lawyers  wanted  such  legislation.  Mr. 
Duval  went  on  to  say  that  although  such 
corporations  would  enjoy  certain  group  in- 
surance and  personal  liability  advantages, 
there  were  many  angles  to  consider.  A mo- 
tion was  offered  referring  the  matter  to  the 
Legislative  Committee,  but  then  withdrawn. 

Upon  being  informed  that  an  effort  was 
being  made  to  obtain  as  much  information 
as  possible  on  the  subject,  it  was  moved  that 
a special  ad  hoc  committee  be  appointed  by 
the  President  to  study  the  matter  and  report 
back  to  Council  next  year.  The  motion  was 
seconded  and  adopted. 

Dr.  Warthen  acquainted  Council  with  the 
special  Civil  War  Centennial  issue  of  the 
Virginia  Medical  Monthly  to  be  published 
in  October.  He  anticipated  a large  demand 
for  reprints,  and  requested  the  Society’s  as- 
sistance in  helping  defray  the  expense  in- 
volved. It  was  learned  that  the  first  1,000 
reprints  would  cost  $437  and  that  an  addi- 
tional 2,000  copies  would  run  the  total  cost 
to  $75  0.  It  was  Dr.  Warthen’s  suggestion 
that  the  Society  contribute  $500  for  this 
purpose  and  that  an  effort  would  be  made 
to  have  the  Confederate  Medical  Exhibit 
contribute  the  remaining  $250.  A motion 
to  this  effect  was  adopted. 

Dr.  Warthen  then  discussed  a request  by 
the  Virginia  Academy  of  General  Practice 
that  it  be  permitted  to  rent  the  other  front 
office  on  the  second  floor  of  the  Headquar- 
ters Building.  The  Academy  had  proposed 
a rate  of  $25  per  month.  It  was  mentioned 
that  Council  had  set  $3  per  square  foot  as 
the  basis  for  determining  rent  within  the 
building,  and  this  would  fix  the  rental  for 
the  office  at  just  under  $50.  The  Academy 
is  currently  paying  $75  per  month  for  one 
front  office  and  a workroom.  Dr.  Warthen 
felt  that  a total  of  $120  per  month  for  the 
three  rooms  would  be  fair.  No  rent  would 
be  charged  on  a small  entrance  area  which 
is  also  being  utilized  to  some  extent.  Every- 
one agreed  that  it  was  most  desirable  to  have 
the  Academy  in  the  Headquarters  Building 
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and  it  was  reported  that  the  two  staffs  work 
unusually  well  together. 

It  was  then  moved  that  a competent  au- 
thority be  consulted  concerning  a desirable 
rate,  and  that  the  House  Committee  then 
exercise  its  own  judgment.  The  motion  was 
seconded  and  adopted. 

Considered  next  was  a resolution  which 
would  increase  from  $10  to  $25  the  fee  paid 
medical  examiners  for  investigations  of 
deaths  subject  to  Medico-Legal  inquiries. 
The  resolution  was  being  brought  before 
Council  by  Dr.  Palmer  at  the  request  of 
Dr.  Geoffrey  Mann,  Chief  Medical  Exam- 
iner. It  was  learned  that  similar  legislation 
was  introduced  in  the  last  session  of  the 
legislature,  but  did  not  pass.  There  was  gen- 
eral agreement  that  the  fee  should  be  in- 
creased, and  a motion  to  adopt  the  resolution 
was  passed. 

Council’s  attention  was  directed  to  a re- 
quest from  the  Medic  Alert  Foundation  for 
approval.  This  Foundation  is  endeavoring 
to  establish  a universally  recognized  emblem 
showing  that  the  wearer  has  a medical  prob- 
lem that  must  be  recognized  in  an  emer- 
gency. Several  state  medical  societies  were 
reported  to  have  approved  the  Foundation’s 
work.  Although  feeling  that  it  is  perhaps  a 
bit  early  to  issue  a blanket  approval  of  any 
one  organization  in  the  field,  it  was  moved 
and  passed  that  the  work  of  the  Foundation 
be  fully  approved  in  principle. 

Council  then  gave  consideration  to  a reso- 
lution from  the  Committee  on  Mental 
Health  asking  that  careful  thought  be  given 
to  possible  disadvantages  arising  from  the 
use  of  public  funds  in  the  construction  of 
psychiatric  hospitals  which  would  permit 
treatment  of  private  patients.  A question 
was  raised  as  to  whether  the  same  thing  is 
not  being  done  in  connection  with  the  Hill- 
Burton  hospital  construction  program.  The 
feeling  was  expressed  that  more  information 
should  be  sought  from  the  Committee  be- 
fore taking  any  definite  action.  A motion 
to  refer  the  matter  back  to  the  Committee 
on  Mental  Health  was  adopted. 

Next  to  be  considered  was  a request  from 
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the  National  Society  for  Medical  Research 
for  increased  financial  support.  The  Society 
has  made  an  annual  contribution  of  $150 
for  many  years.  The  National  Society  for 
Medical  Research  leads  the  battle  against  the 
various  anti-vivisectionist  groups.  It  was 
moved  that  the  annual  contribution  of  $150 
be  continued  and  that  an  additional  $100 
be  contributed  during  fiscal  year  1961-62. 
The  motion  carried. 

Council  then  heard  a request  that  the 
Society  restate  its  position  on  legislation 
having  medical  implications.  This  would 
include  such  items  as  Kerr-Mills,  King-An- 
derson  and  social  security  coverage  for  phy- 
sicians. It  was  agreed  that  the  Society  should 
also  express  itself  on  non-medical  legislation 
which  would  greatly  influence  our  way  of 
life.  This  might  well  include  such  matters 
as  Federal  aid  to  education,  etc.  It  was 
moved  that  a series  of  resolutions  be  pre- 
pared for  consideration  by  Council  on  Oc- 
tober 8.  The  motion  carried. 

Next  on  the  agenda  was  a request  from  the 
Virginia  State  Chamber  of  Commerce  that 
$25  be  contributed  to  its  building  fund. 
The  Chamber  has  recently  contracted  to 
purchase  a new  headquarters  building  at  611 
East  Franklin  Street,  Richmond.  A motion 
to  contribute  $2  5 to  the  fund  was  adopted. 

A resolution  from  the  Patrick-Henry 
Medical  Society  was  read.  The  resolution 
would  have  the  Society  take  all  necessary 
steps  to  have  the  General  Assembly  adopt 
legislation  designed  to  implement  provisions 
of  the  Kerr-Mills  bill.  During  the  ensuing 
discussion,  it  was  suggested  that  perhaps  an 
article  which  appeared  in  Look  Magazine 
(A  Family  Doctor  Looks  at  Socialized  Med- 
icine) should  be  distributed  to  all  members 
of  the  General  Assembly.  It  was  then  pro- 
posed that  a legislative  booth  be  featured 
at  the  Annual  Meeting  and  that  all  available 
material  on  Kerr-Mills,  King-Anderson,  etc., 
be  available.  The  booth  would  be  manned 
by  Mr.  Richard  Nelson  of  AMA  and  mem- 
bers of  the  Society’s  Committee  on  National 
Legislation.  Suggested  letters  to  Congress- 
men would  also  be  available. 


A motion  directing  the  preparation  of 
such  a booth  was  adopted. 

Next  on  the  agenda  was  a request  by  the 
A.  H.  Robins  Company  that  Council  recon- 
sider the  proposal  to  sponsor  an  annual 
community  service  award  for  Virginia  phy- 
sicians. It  was  learned  that  the  award  is 
now  being  sponsored  by  several  state  socie- 
ties and  under  consideration  by  several 
others.  The  award  was  reported  to  be  free 
of  any  advertising  and  designed  to  assist  in 
re-establishing  the  doctor  in  his  rightful 
place  in  the  community.  The  thought  was 
advanced  that  it  might  be  well  to  contact 
the  Florida  Medical  Association,  and  perhaps 
one  other,  in  an  effort  to  learn  their  experi- 
ence with  the  award.  This  information 
would  then  be  presented  to  Council  on  Oc- 
tober 8.  A motion  to  this  effect  was  adopted. 

Council  was  then  advised  that  the  Vir- 
ginia State  Nurses  Association  had  sided 
with  the  American  Nurses  Association  in 
supporting  the  social  security  approach  to 
health  care  of  the  aged.  It  was  also  learned 
that  the  Nurses  Association  had  objected 
strenuously  to  a pamphlet  on  medical  as- 
sistants which  had  been  prepared  by  the 
Virginia  Council  on  Health  and  Medical 
Care  and  financed  by  The  Medical  Society 
of  Virginia.  The  pamphlet  had  been  pre- 
pared for  use  in  the  Council’s  recruitment 
program.  The  nurses  had  objected  to  a pic- 
ture showing  a medical  assistant  wearing  a 
cap  and  also  to  the  title  "The  Vital  Link”. 

It  was  moved  that  the  State  Nurses  Asso- 
ciation be  written  to  the  effect  that  Council 
noted  with  regret  that  the  Association  did 
not  see  fit  to  support  the  Society  in  its  oppo- 
sition to  the  King  bill.  The  motion  carried. 

It  was  also  moved  that  the  Virginia  Coun- 
cil on  Health  and  Medical  Care  be  asked  to 
reconsider  its  decision  not  to  distribute  the 
pamphlet  on  medical  assistants.  This  motion 
likewise  carried. 

In  an  effort  to  combat  rumors  in  Wash- 
ington that  AMA  policies  are  not  supported 
by  the  majority  of  American  physicians,  the 
Society  was  requested  to  adopt  a resolution 
voicing  support  of  AMA  by  its  members. 
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It  was  moved  and  passed  that  such  a resolu- 
tion be  prepared. 

A request  from  the  Norfolk  County 
Medical  Society  that  the  Society  seek  enact- 
ment of  a "Good  Samaritan”  law  was  con- 
sidered. It  was  stated  that  Dr.  Haddock  and 
Dr.  Hagood  had  introduced  such  a bill  in 
the  last  session  of  the  General  Assembly,  but 
it  was  not  reported  out  of  committee.  Such 
a law  would  relieve  a physician  of  liability 
for  civil  damages  as  a result  of  any  acts  or 
omissions  in  rendering  care  at  the  scene  of 
an  emergency. 

It  was  moved  that  the  Legislative  Com- 
mittee seek  enactment  of  such  a bill  in  the 
next  session  of  the  General  Assembly.  The 
motion  carried. 

Upon  being  informed  that  all  efforts  to 
contact  Danny  Kaye  in  connection  with  the 
Society’s  Medallion  of  Merit  had  failed,  the 
Executive  Secretary  was  directed  to  write 
Mr.  Kaye  that  the  award  would  not  be  made 
this  year. 

Council  was  then  advised  that  the  Presi- 
dential address  would  this  year  be  made  at 
the  opening  session  of  the  House  of  Dele- 
gates rather  than  during  the  annual  banquet. 

A request  was  made  that  the  Executive 
Secretary  obtain  as  much  information  as 
possible  on  a hospital  being  planned  for 
Tappahannock.  There  are  many  unanswered 
questions  concerning  this  hospital,  and  it  was 
believed  wise  to  seek  the  answers.  A motion 
approving  the  request  was  adopted. 

A question  was  then  raised  concerning 
whether,  in  the  opinion  of  Council,  the  Vir- 
ginia Council  on  Health  and  Medical  Care 
should  include  osteopaths  in  its  recruitment 
program.  The  distribution  of  certain  ob- 
jectionable literature  was  cited  as  a distinct 
possibility.  It  was  decided  that  the  matter 
should  be  taken  under  advisement. 

There  being  no  further  business,  the  meet- 
ing was  adjourned. 

Robert  I.  Howard,  Secretary 
APPROVED: 

Guy  W.  Horsley,  M.D.,  President 
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AMA  Institute 

The  theme  for  the  1961  AMA  Institute, 
held  at  the  Hotel  Drake,  August  31st  and 
September  1st,  was  "Medicine  in  Action”, 
and  believe  you  me,  this  program  lived  up 
to  its  title. 

It  was  officially  opened  by  Dr.  F.  J.  L. 
Blasingame,  Executive  Vice  President  of  the 
AMA,  who  talked  on  "ourselves”.  He  started 
off  by  explaining  that  the  change  in  name 
to  AMA  Institute  was  arrived  at  because 
it  was  felt  that  a broader  gauge  program 
than  just  public  relations,  would  be  more 
beneficial.  He  stressed  the  fact  that  AMA 
has  a unique  capacity  for  leadership  and 
liaison  in  all  health  and  medical  fields  and 
that  the  benefits  to  both  public  and  profes- 
sion are  countless  provided  that  AMA 
measures  up  to  these  opportunities  and  he 
assured  us  that  with  our  continuous  support 
and  cooperation,  such  would  be  the  case  of 
AMA. 

Dr.  Leonard  Larson,  President  of  the 
AMA,  Bismarck,  N.  D.,  discussed  AMA’s 
Greatest  Challenge”,  which  he  emphasized 
was  the  need  to  create  an  upsurge  in  leader- 
ship by  all  individual  physicians  and  a new 
crusade  for  the  best  possible  health  of  our 
people  and  concluded  with  the  remarks  that 
the  most  important  contribution  which 
physicians  and  lay  executives  can  give  to 
the  profession  is  "themselves”.  The  individ- 
ual physician  must  be  at  the  core  of  our 
medical  thought,  initiative  and  self-expres- 
sion that  now  must  be  exerted  if  the  medi- 
cal profession,  through  the  AMA,  is  to  be 
the  leader  in  a new  crusade  for  the  best 
possible  health  of  our  people. 

Leo  Brown,  Assistant  to  the  Executive 
Vice  President  of  the  AMA,  was  unable  to 
be  present  on  Thursday,  due  to  the  death  of 
his  Mother-in-Law.  However,  Mr.  Brown 
was  present  for  Friday’s  session  and  as  has 
been  the  case  in  the  past,  his  presence  and 
comments  added  greatly  to  the  effectiveness 
and  enjoyment  of  the  meeting. 

The  Rev.  Robert  Varley,  Rector  of  Salis- 
bury Parish,  Salisbury,  Maryland,  gave  a 
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most  inspiring  address  for  unity  against  so- 
cialized medicine.  We  were  all  cautioned 
that  whereas  the  theme  of  the  meeting  was 
"Medicine  in  Action”,  without  the  whole- 
hearted support  and  intensive  work  on  the 
part  of  everyone  concerned,  this  could  be 
turned  into,  "Medicine  Inactive”.  Rev.  Var- 
ley  stressed  the  point  that,  although  he  was 
not  a physician  or  a diagnostician,  he  felt 
probably  one  of  the  most  important  diseases 
to  which  the  medical  profession  was  afflicted 
was  the  "virus  of  apathy”,  and  informed  us 
that  men  must  be  free  to  choose  between 
"the  pull  of  heaven”  and  "the  tug  of  hell”. 
He  concluded  his  remarks  by  stating  that  the 
public  should  be  reminded  of  their  God-given 
obligation  of  working  with  their  own  hands, 
rather  than  to  have  their  hands  stretched 
out  to  receive  the  beneficent  crumbs  from  a 
super  government,  crumbs  for  which  they 
have  paid  twofold  through  taxes  hidden 
and  undefined.  He  asked  the  question,  "Is 
there  any  virtue  in  being  a physician  in  a 
state-controlled  medical  system?”  (The  an- 
swer is  written  in  the  empty  chairs  in  their 
medical  schools.)  "Is  there  any  virtue  in 
being  a clergyman?”  (In  England  only  10 
per  cent  of  the  population  attends  worship 
services)  Varley  concluded  by  saying  that 
medicine  can  win  the  battle  by  leading  the 
fight  "in  the  streets  where  people  live”. 
"Just  as  in  the  life  of  Jesus,  you  must  first 
lead  those  whom  you  seek  to  serve.” 

Dr.  William  DeMougeot,  Professor  of 
Speech,  North  Texas  State  University,  Den- 
ton, Texas,  delivered  a masterful  presenta- 
tion on  evaluating  the  case  against  socialized 
medicine.  He  stressed  the  importance  of  the 
medical  profession  using  more  logic  and  less 
emotion  in  its  arguments  against  socialized 
medicine.  He  offered  the  following  points 
as  standard  debating  principles:  (1)  Avoid 
exaggeration.  Do  not  use  figures  too  loosely 
or  claim  too  much  for  your  side.  (2)  Be 
careful  about  omissions.  In  debate  situations, 
the  opposition  may  use  your  omission  against 
you.  (3)  Watch  out  for  inconsistencies. 
Before  using  material  to  support  one  idea, 


be  sure  that  it  does  not  help  the  opposition 
with  another  argument.  (4)  Try  to  use 
only  those  arguments  that  have  logical  valid- 
ity. Dr.  DeMougeot  suggested  some  points 
for  physicians  to  consider  in  building  a more 
effective  case  against  socialized  medicine. 
( 1 ) When  discussing  costs  of  medical  care, 
keep  in  mind  that  the  public  readily  will 
get  their  TV  sets  repaired  but  they  have  a 
natural  resentment  towards  paying  for  a 
visit  to  the  doctor.  (2)  A "means  test”  is 
a lesser  evil  than  to  have  all  join  a plan  to 
save  embarrassment  for  a few.  (3)  Argu- 
ments based  on  fear  will  be  much  less  effec- 
tive if  the  needs  become  greater,  through 
rising  costs. or  a depression  that  reduces  in- 
come. (4)  A time  payment  system  such  as 
is  common  in  business,  would  take  the  sting 
out  of  large  medical  bills.  (6)  A broader 
definition  of  medical  indigence  to  make 
more  people  eligible  for  local  and  state  aid 
helps.  Dr.  DeMougeot  suggested  that  cam- 
paigns by  medical  societies  to  bring  physi- 
cians’ charges  more  in  line  with  insurance 
allowances  would  forestall  much  of  the  dis- 
satisfaction with  voluntary  health  insurance. 

After  a delightful  and  welcome  "coffee 
break”,  there  was  much  discussion  regard- 
ing "How  to  Counter  Criticism”.  This  was 
spearheaded  by  Jim  Reed,  New  Director  of 
AMA  Communications  Division.  As  you 
will  recall,  Jim  Reed  was  the  first  editor  of 
AMA  News. 

After  a very  delightful  luncheon,  we 
were  honored  with  the  presence  of  Mrs. 
Harlan  English,  President  of  the  Woman’s 
Auxiliary  of  the  AMA,  who  gave  a most 
inspiring  talk. 

The  afternoon  session  was  devoted  to  such 
subjects  as,  "When  Medical  Societies  Imple- 
ment AMA  Programs”  and  "Teamwork  in 
Community  Action”.  During  these  discus- 
sions, we  were  favored  by  an  inspiring  ad- 
dress by  Bob  Conger,  President  of  the  United 
States  Junior  Chamber  of  Commerce. 

At  5:30  P.M.,  we  were  all  favored  with 
a delightful  reception  in  the  Gold  Coast 
Room  after  which  we  were  left  on  our  own 


Volume  88,  November,  1961 


679 


to  go  out  and  partake  of  steaks  for  which 
Chicago  is  famous. 

On  Friday  morning,  Dr.  F.  J.  L.  Blasin- 
game,  Executive  Vice  President  of  the  AMA, 
gave  us  some  important  points  on  the 
"AMA — Today  and  Tomorrow”,  followed 
by  the  "AMA — Center  Stage”  and  the  "Ex- 
panding Scientific  Programs”,  which  was 
moderated  by  Mr.  Charles  Johnson,  AMA 
Field  Service  Division. 

At  mid-morning,  we  were  honored  with 
a Radio-TV  Roundtable  discussion  on  Medi- 
cine, moderated  by  the  one  and  only  Alex 
Dreier. 

In  case  you  have  not  had  the. privilege  or 
pleasure  of  hearing  Dr.  Hugh  Hussey, 
Chairman  of  the  AMA  Board  of  Trustees, 
you  have  missed  a real  treat.  Following  our 
luncheon,  Dr.  Hussey  made  some  remarks 
concerning  the  AMA  and  I regret  that  I 


cannot  adequately  convey  to  you  the  intent 
and  import  of  his  remarks. 

Following  the  luncheon,  there  was  the 
official  adjournment  but  during  the  after- 
noon, there  were  informal  roundtable  dis- 
cussions with  AMA  departments  on  specific 
programs  and  showing  of  films. 

I regret  that  this  report  has  been  rather 
sketchy  and  I assure  you  that  it  has  most 
inadequately  covered  such  an  important 
meeting.  In  closing,  I wish  to  again  urge 
the  President,  President-Elect  and  Chair- 
man of  the  Public  Relations  Committee  of 
all  State  and  local  medical  societies,  when- 
ever possible,  to  plan  to  attend  the  1962 
AMA  Institute  as  I assure  you  that  it  is  only 
by  personal  attendance  that  you  can  ade- 
quately realize  the  magnitude  of  the  duties, 
workings  and  accomplishments  of  our  AMA. 

John  Wyatt  Davis,  Jr.,  M.D. 

Chairman,  PR  Committee 


Better  Mental  Health 


American  physicians  are  preparing  to 
move  into  the  forefront  of  a concerted  cam- 
paign against  mental  illness  and  for  better 
mental  health  for  all.  One  of  the  major 
activities  of  the  new  campaign  will  be  the 
First  American  Medical  Association  Con- 
gress on  Mental  Health,  to  be  held  in  co- 
operation with  the  American  Psychiatric 
Association,  tentatively  set  for  June,  1962, 
in  Chicago. 

To  begin  talks  leading  toward  a program 
for  the  Congress,  a preliminary  planning 
conference  was  held  in  Chicago  Sept.  29- 
Oct.  1.  Some  150  key  individuals  interested 
in  and  knowledgeable  in  specific  areas  con- 
cerned with  mental  health  and  mental  illness 
attended  the  planning  conference. 


The  planning  conference  sought  to  iden- 
tify areas  and  methods  in  which  physicians 
and  the  A.M.A.  can  provide  additional  sup- 
port to  catalyze  the  development  of  pro- 
grams for  community  and  hospital  services, 
research  and  in  professional  and  lay  educa- 
tion. 

Suggestions  stemming  from  the  planning 
conference  will  be  presented  to  mental  health 
representatives  of  state  medical  associations 
at  a meeting  in  early  February,  1962,  for 
their  consideration. 

Leo  H.  Bartemeier,  M.D.,  of  Baltimore,  is 
chairman  of  the  A.M.A.’s  Council  on  Men- 
tal Health.  M.  Ralph  Kaufman,  M.D.,  of 
New  York  City,  is  chairman  of  the  planning 
committee. 
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Russell  von  Lehn  Buxton 

DR.  RUSSELL  von  LEHN  BUXTON  of  Newport  News,  Virginia, 
was  named  President-Elect  of  The  Medical  Society  of  Virginia  at 
the  113th  annual  meeting,  held  in  Richmond,  Virginia,  October  4,  1961. 

He  was  born  in  Newport  News,  June  13,  1908,  son  of  Helen  (von 
Lehn)  Buxton  and  Dr.  Joseph  Thomas  Buxton,  founder  of  the  Elizabeth 
Buxton  Hospital  and  School  of  Nursing.  It  was  in  this  same  hospital  that 
Dr.  Russell  Buxton  first  became  acquainted  with  and  interested  in  the 
old  and  honorable  profession  of  Medicine. 


Russell  von  Lehn  Buxton,  M.D.,  President 
The  Medical  Society  of  Virginia 


After  finishing  grammar  school  in  Newport  News,  he  attended  the 
Episcopal  High  School  in  Alexandria,  Virginia,  graduating  in  1925. 
From  there,  he  continued  his  education  through  four  years  at  Princeton 
and  began  medical  studies  at  the  University  of  Pennsylvania  in  1929, 
and  it  was  here  in  1933,  after  maintaining  a high  scholastic  rank  for 
four  years,  that  he  was  awarded  a degree  in  Medicine.  Immediately 
thereafter,  Dr.  Buxton  entered  into  three  years  of  service  at  the  Phila- 
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delphia  General  Hospital  where  he  became  Chief  Resident  in  Obstetrics 
and  Gynecology.  His  next  year  was  to  have  been  spent  at  the  Cleveland 
Clinic,  but  after  serving  only  ten  months  of  his  Fellowship,  his  father’s 
strength  failed  to  such  a degree  as  to  necessitate  the  son’s  return  home 
to  relieve  the  father  of  much  of  his  work  in  surgery  and  hospital  man- 
agement. From  1937  to  1940,  he  was  acting  Surgeon-in-Chief  at  Eliza- 
beth Buxton  Hospital  in  Newport  News  and  also  Assistant  Instructor 
in  Gynecology  at  the  Medical  College  of  Virginia  from  1939  to  1940. 
In  that  same  year,  following  the  death  of  his  father,  Dr.  Buxton  became 
the  Surgeon-in-Charge  at  Elizabeth  Buxton  Hospital,  a position  he  occu- 
pied until  this  institution  was  sold  to  the  Order  of  the  Bernardine  Sisters 
and  renamed,  "Mary  Immaculate  Hospital”.  It  was  at  this  time,  he 
became  associated  with  Dr.  Sandidge  Evans,  in  the  practice  of  Surgery 
and  Gynecology,  an  association  which  still  exists  at  the  present  date. 

When  his  career  permitted,  Dr.  Buxton  indulged  his  spare  time  sail- 
ing, a sport  he  found  to  be  an  enjoyable  and  invigorating  diversion  and 
he  served  two  terms  as  Commodore  of  the  Hampton  Yacht  Club.  His 
memberships  also  included  the  North  American  Yacht  Racing  Union, 
Chesapeake  Bay  Yacht  Racing  Association  and  the  James  River  Country 
Club. 

During  a busy  career  as  father,  teacher,  physician  and  community 
civic  leader,  Dr.  Buxton  has  closely  identified  himself  with  every  level 
of  organized  medicine.  His  contributions  to  medical  literature  consist 
of  more  than  a score  of  papers  and  other  articles  which  have  appeared 
in  many  medical  journals.  In  addition  to  being  an  active  member  in 
the  American  Medical  Association,  he  is  a past  president  (1949-195  0) 
of  the  Peninsula  Academy  of  Medicine;  Vice-president  of  The  Medical 
Society  of  Virginia  (1959-1960);  Vice-president  of  the  Virginia  Sur- 
gical Society  (1959-1960);  President  of  the  Tri-State  Medical  Associa- 
tion (1949-195  0)  ; President  of  the  Seaboard  Medical  Association  (1949- 
1950)  and  member  of  the  American  Board  of  Surgery,  International 
College  of  Surgeons  and  Fellow  American  College  X)f  Surgeons.  He  is 
also  an  active  member  in  good  standing  on  the  staffs  of  Riverside  and 
Mary  Immaculate  Hospitals  in  Newport  News,  and  Chief  of  Surgical 
Staff,  Dixie  Hospital,  Hampton,  Virginia. 

Dr.  Buxton  has  given  his  time,  energy  and  knowledge  unselfishly  to 
religious  and  civic  organizations,  among  which,  he  is  a member  of  the 
St.  Paul’s  Episcopal  Church,  past  president  of  the  Board  of  Trustees  of 
the  Hampton  Roads  Academy,  a member  of  the  National  Rehabilitation 
Association,  the  Peninsula  Rose  Society  and  the  City  Council  of  Newport 
News.  He  is  looked  upon  with  respect  and  fond  admiration  by  his 
professional  associates  and  has  distinguished  himself  as  a citizen  in  his 
community. 

The  Medical  Society  of  Virginia  honors  Dr.  Russell  von  Lehn  Buxton 
with  its  highest  office  and  the  inspiration  and  leadership  of  this  fine 
physician,  in  turn,  honors  The  Medical  Society  of  Virginia. 

A.  A.  Creecy,  M.D. 


Virginia  Medical  Monthly 


Society  Activities 


Southwest  Virginia  Medical  Society. 

At  the  fall  meeting  of  this  Society  held 
in  Radford  on  September  27th,  Dr.  Marcel- 
lus  A.  Johnson,  III,  Roanoke,  was  elected 
to  succeed  Dr.  James  A.  Soyars,  Saltville,  as 
president.  Other  officers  elected  are:  Dr. 

Fred  Delp,  Pulaski,  vice-president;  Dr. 
Thomas  Green,  Bristol,  re-elected  secretary- 
treasurer.  Dr.  William  Walton,  Pulaski,  and 
Dr.  Garrett  Dalton,  Radford,  were  elected 
to  the  Executive  Committee. 

At  the  afternoon  session,  Dr.  Eric  Schelin, 
Richmond,  conducted  a panel  discussion  on 
The  Common  Problems  of  Obstetrics  and 
Gynecology.  Other  participants  were  Dr. 
Davis  W.  Branch,  Roanoke,  and  Dr.  Theron 
Haas,  Radford.  Others  on  the  scientific 
program  were  Dr.  Richard  O.  Smith,  Pu- 
laski, who  spoke  on  The  Lay  Primer  of 
Ophthalmology;  Dr.  Kenneth  Graves,  Roa- 
noke, his  subject  being  Drug  Induced  An- 
gina; and  Dr.  James  G.  Snead,  Roanoke, 
who  discussed  Roentgen  Diagnosis  and  Le- 
sions of  the  Rectum. 

The  after-dinner  speaker  was  Dr.  Harry 
J.  Warthen,  Richmond,  who  talked  on  the 
Wounding  and  Death  of  Stonewall  Jackson. 

Augusta  County  Medical  Society. 

Dr.  William  G.  Painter,  Ft.  Defiance, 
was  elected  president  of  this  Society  at  its 
meeting  in  September. 

Dr.  Charles  Frankel,  University  of  Vir- 
ginia, was  guest  speaker,  his  subject  being 
Changing  Trends  in  Litigation. 

Norfolk  County  Medical  Society. 

Dr.  Mason  Andrews  has  been  installed  as 


president  of  this  Society,  succeeding  Dr. 
John  Franklin.  Other  officers  are:  president- 
elect, Dr.  John  Thiemeyer;  vice-president, 
Dr.  Alter  Laibstain;  treasurer,  Dr.  William 
Hotchkiss;  recording  secretary,  Dr.  Meyer 
I.  Krischer;  corresponding  secretary,  Dr. 
James  M.  Wolcott,  Jr.;  and  councillor,  Dr. 
Robert  Gahagan. 

Alleghany-Batli  Medical  Society. 

At  a meeting  of  this  Society  on  September 
20th,  Dr.  Armistead  Williams,  Clifton 
Forge,  was  elected  president;  Dr.  William  P. 
Fletcher,  Covington,  vice-president;  and 
Dr.  George  N.  Chucker,  Clifton  Forge,  re- 
elected secretary-treasurer. 

The  Medical  Association  of  the  Valley  of 
Virginia 

Held  its  annual  meeting  and  clinical  ses- 
sion September  16-17  at  The  Homestead, 
Hot  Springs,  under  the  presidency  of  Dr.  C. 
I.  Sease,  Jr.,  Harrisonburg. 

The  following  scientific  program  was 
presented:  Diagnosis  and  Treatment  of  Liver 
Diseases  by  Dr.  Charles  M.  Caravati,  Rich- 
mond; Varying  Insulin  Regimes  in  the  Diffi- 
cult Diabetic  by  Dr.  William  B.  Jordan, 
Richmond;  The  Treatment  of  Fractures  of 
the  Hip  by  Dr.  James  T.  Tucker,  Rich- 
mond; The  Use  of  Steroid  Drugs  in  Pediat- 
rics by  Dr.  Walter  E.  Bundy,  Richmond; 
Antibiotics  and  Their  Use  by  Dr.  Calvin  M. 
Kunin,  University  of  Virginia;  and  Differ- 
ential Diagnosis  of  Lunctional  and  Organic 
Diseases  by  Dr.  Perry  S.  MacNeal,  Univer- 
sity of  Pennsylvania  Medical  School. 


Volume  88,  November,  1961 


683 


News... 


New  Members. 

Since  the  list  published  in  the  October 
issue  of  the  Monthly,  the  following  new 
members  have  been  received  into  The  Medi- 
cal Society  of  Virginia: 

Rene  Altamirano,  M.D.,  Roanoke 
Douglas  E.  Andrews,  M.D., 
Tappahannock 

Jacques  E.  Botton,  M.D.,  Lynchburg 
Basil  Thomas  Harter,  M.D.,  Bristol 
Hans  J.  Klapproth,  M.D.,  Arlington 
John  Addison  Mathews,  M.D., 
Appomattox 

Jose  Navarrete,  M.D.,  Falls  Church 
William  King  Orr,  M.D.,  Fishersville 
Lee  John  Paul,  M.D.,  Abingdon 
Werner  Prinz,  M.D.,  Arlington 
Sam  N.  Rizkalla,  M.D.,  Hampton 
R.  Nito  Santiago,  M.D.,  Ivanhoe 
William  Shapiro,  M.D.,  Richmond 
Martin  Lawrence  Stoker,  M.D.,  Arlington 

Board  of  Medical  Examiners. 

The  next  meeting  of  the  Board  will  be 
held  at  the  Hotel  Richmond,  Richmond,  on 
December  4th  at  1:00  P.M.  The  examina- 
tions will  begin  on  December  5th  at  9:00 
A.M.,  at  the  Hotel  and  will  continue 
through  the  8 th. 

Doctor  Diplomats. 

Five  physicians  from  Tulsa,  Oklahoma, 
members  of  the  First  Presbyterian  Church, 
have  given  up  their  practices  for  six-week 
periods  to  serve  voluntarily  at  the  Miraj 
Medical  Center  in  Miraj,  India.  The  first 
of  the  group  of  volunteer  physicians  flew 
to  Miraj  in  mid-August  and  returned  the 
end  of  September,  when  the  next  doctor 
made  the  trip.  Funds  for  medical  equipment, 
transportation  and  other  expenses  were 
raised  through  church  and  public  contribu- 
tions. 
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Other  groups  of  American  physicians  are 
also  becoming  interested  in  the  possibility 
of  initiating  a similar  venture  in  their  own 
communities.  A large  number  of  doctors 
have  written  the  American  Medical  Asso- 
ciation demonstrating  their  interest  and 
willingness  to  serve  in  foreign  medical  fields 
on  a temporary  basis.  The  new  depart- 
ment of  International  Health  of  the  Asso- 
ciation administers  a program  approved  last 
June  by  the  House  of  Delegates  whereby 
members  of  the  A.M.A.  may  volunteer  for 
service  in  the  foreign  mission  fields  on  a 
temporary  basis  when  emergencies  arise. 
Cooperating  in  this  program  are  missionary 
agencies  representing  every  denomination 
sponsoring  American  medical  missionaries. 

Physicians  interested  in  volunteering  for 
such  service  are  asked  to  write  directly  to 
the  A.M.A.  Department  of  International 
Health,  53  5 North  Dearborn  Street,  Chi- 
cago 10,  Illinois. 

Dr.  A.  Ray  Dawson, 

Richmond,  has  been  elected  to  the  Board 
of  Directors  of  the  National  Rehabilitation 
Association.  He  was  named  at  the  close  of 
the  convention  in  San  Francisco  in  October. 
Dr.  Dawson  is  chief  of  physical  medicine 
and  rehabilitation  at  McGuire  Veterans  Ad- 
ministration Hospital. 

Dr.  William  Grossmann, 

Petersburg,  has  been  re-elected  president 
of  the  State  Amateur  Athletic  Union. 

Dr.  Leta  J.  White, 

Gaffney,  South  Carolina,  has  been  asked 
to  assist  in  a critical  emergency  in  the 
Southern  Baptist  Medical  Center  in  Ghana, 
West  Africa.  She  left  October  3rd  and  will 
be  working  in  that  center  for  six  months. 
Dr.  White  practiced  pediatrics  in  Petersburg 
until  1957,  when  she  left  for  a year  of  serv- 
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ice  in  the  Baptist  Hospitals  in  Nigeria,  West 
Africa.  Upon  her  return  to  the  States,  she 
opened  her  office  in  Gaffney. 

Sheltering  Arms  Hospital  Donation  Day. 

Donation  Day  for  Sheltering  Arms  Hos- 
pital, Richmond,  will  be  November  9th.  In 
order  to  meet  a $400,000  annual  operating 
budget,  the  Hospital  needs  $166,000  in  con- 
tributions. Since  1899,  Sheltering  Arms  has 
maintained  its  original  purpose  and  ideals: 
to  provide  hospital  care  for  those  unable  to 
pay  for  it,  and  to  make  its  patients  feel  they 
are  welcome  guests.  It  costs  over  a thousand 
dollars  a day  to  provide  care  for  the  ill  in 
this  hospital  that  serves  alike  patients  from 
all  over  the  State. 

Sheltering  Arms  is  Virginia’s  only  free 
general  hospital  and  it  is  dependent  upon  its 
friends  to  continue  its  operation.  A dona- 
tion should  be  sent  to  the  hospital  at  1008 
East  Clay  Street,  Richmond. 

Dr.  Paquin  Honored. 

Dr.  Albert  Paquin,  Jr.,  University  of  Vir- 
ginia, recently  took  up-to-date  information 
on  urology  to  a group  of  Colombian  special- 
ists. He  was  one  of  two  specialists  from  this 
country  conducting  a two-week  postgrad- 
uate course  in  urology  at  the  San  Juan  de 
Dios  Hospital  in  Bogota.  It  was  the  first 
postgraduate  course  ever  given  there  in  any 
specialty. 

Dr.  Paquin  was  presented  with  a large 
silver  tray  engraved  with  this  inscription: 
From  the  National  University  of  Colombia, 
Faculty  of  Medicine  in  Bogota  for  the  Post- 
graduate Course  in  Urology,  this  gift  is 
given  to  Senor  Dr.  Albert  J.  Paquin,  Jr., 
as  a testimony  of  appreciation,  admiration 
and  respect. 

The  Bureau  of  Narcotics 

Has  issued  the  following  information: 

"The  matter  of  permitting  wholesale  drug 
company  salesmen  to  obtain  order  forms  for 
narcotic  drugs  and  telephone  the  order  to 


the  company  has  given  the  Bureau  a great 
deal  of  concern. 

"Certainly  the  Bureau  does  not  want  to 
relax  control  measures  to  such  an  extent 
that  diversion  is  made  easy.  Neither  do  we 
wish  to  impose  controls  which  are  needless 
and  unduly  restrictive.  Perhaps  within  the 
limits  of  a city  where  the  salesman  reports 
into  the  company  at  the  end  of  a day  and 
turns  in  the  order  forms  for  which  the 
narcotic  drugs  were  delivered,  and  placing 
the  full  responsibility  for  the  proper  filling 
of  order  forms  on  the  registrant,  there  could 
be  no  valid  objection.  On  the  other  hand, 
if  wholesale  dealers  want  to  extend  the  priv- 
ilege to  their  salesmen  who  may  travel  sev- 
eral hundred  miles  away  from  the  company 
shipping  office,  we  think  there  is  a greater 
danger  for  conversion. 

"If  the  wholesale  dealers  are  willing  to 
accept  the  full  responsibility  attendant  upon 
the  filling  of  order  forms  before  they  have 
been  received  in  the  shipping  department, 
the  Bureau  will  interpose  no  objection.  We 
are  of  the  opinion  that  legally  it  is  not  a 
violation  of  the  federal  narcotic  law  or  reg- 
ulations for  the  salesmen  of  a wholesale 
dealer  to  obtain  the  order  form  of  a cus- 
tomer and  telephone  the  order  into  his  com- 
pany which  then  makes  delivery,  with  the 
company,  of  course,  being  held  fully  ac- 
countable for  compliance  otherwise  with 
the  federal  narcotic  law.” 

"The  representatives  of  a wholesale  drug 
and  biological  firm  are  inviting  each  local 
M.D.  that  they  call  on  in  a nearby  state  to 
fill  out  a narcotic  blank  for  100  phenaphen 
with  codeine  capsule.  These  orders  are  taken 
by  the  representatives  and  sent  to  their  com- 
pany. The  orders  are  then  filled  free  of 
charge.  The  representatives  are  playing  up 
the  'Phenaphen  with  codeine  for  your  bag’ 
bit  and  seem  to  be  doing  pretty  well  at  it. 
In  other  cases  the  representatives  are  asking 
the  doctors  to  write  a script  for  100  phena- 
phen plus,  having  the  script  filled  at  the  drug 
stores,  and  giving  them  to  the  doctors  at 
no  charge.” 
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Dr.  Maurice  Santurian, 

Pound,  has  been  commissioned  a Ken- 
tucky Colonel.  It  is  traditional  to  select 
people  who  have  given  many  hours  of  pub- 
lic service  to  the  community  to  be  presented 
with  this  commission.  Dr.  Santurian  was 
cited  for  his  work  with  the  people  of  East- 
ern Kentucky  as  well  as  in  the  Pound  area. 

Dr.  L.  O.  Fears, 

Front  Royal,  has  been  appointed  director 
of  the  Clarke-Frederick-Page-Rappahan- 
nock- Warren- Winchester  Health  Director. 
He  began  his  duties  on  the  1st  of  September. 

Cancer  Chemotherapy  Workshop. 

This  workshop,  sponsored  by  the  Univer- 
sity of  Virginia  School  of  Medicine  and  the 
American  Cancer  Society,  Virginia  Division, 
will  be  held  at  the  University,  November 
17th  and  18th. 

On  the  17th,  the  following  program,  be- 
ginning at  9:00  A.M.,  will  be  presented: 
Treatment  of  Fymphomas  by  Dr.  David  A. 
Karnofsky,  Associate  Professor  of  Surgery, 
Cornell  University  School  of  Medicine; 
Perfusion  for  Chemotherapeutic  Agents 
for  Tumors  of  the  Pelvis  and  Extremities 
by  Dr.  Robert  F.  Ryan,  Associate  Professor 
of  Surgery,  Tulane  University  School  of 
Medicine;  Infusion  Therapy  in  Cancer  of 
the  Head  and  Neck  by  Dr.  T.  Crandall 
Alford,  Associate  Professor  of  Surgery, 
George  Washington  University  School  of 
Medicine;  a Panel  Discussion  with  Dr.  Vin- 
cent Hollander,  Professor  of  Internal  Med- 
icine, University  of  Virginia,  as  moderator; 
Drug  Resistance  by  Dr.  Arnold  D.  Welch, 
Chairman,  Department  of  Pharmacology, 
Yale  University  School  of  Medicine;  The 
Use  of  Autogenous  Bone  Marrow  Trans- 
plants in  Conjunction  with  Systemic  Chem- 
otherapy in  the  Treatment  of  Cancer  by 
Dr.  David  M.  Hume,  Chairman,  Depart- 
ment of  Surgery,  University  of  Virginia; 
and  Adjuvant  Chemotherapy  in  Treatment 
of  Breast  Cancer  by  Dr.  Stephen  G.  Econo- 
mou,  Associate  Professor  of  Surgery,  Uni- 
versity of  Illinois  School  of  Medicine. 
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On  the  18  th,  those  persons  interested  in 
the  medical  aspects  of  Chemotherapy  will 
meet  in  the  Medical  School  Amphitheater 
where  a detailed  discussion  of  the  biochemi- 
cal functions  of  the  alkylating  agents  and 
related  compounds  will  be  conducted  in  in- 
formal fashion  by  Drs.  Welch,  Karnosky 
and  Hollander.  Those  interested  in  the  sur- 
gical application  will  meet  in  the  Tumor 
Clinic  Amphitheater  for  a series  of  discus- 
sions conducted  by  Drs.  Ryan,  Hume  and 
Economou. 

Doctor’s  House  Call 

Dr.  James  Rogers  Fox  is  the  author  and 
narrator  of  the  medical  series  "Doctor’s 
House  Call”  which  is  broadcast  each  week- 
day, Monday  through  Friday,  at  11:53  A.M., 
over  radio  station  WRVA,  Richmond.  Dr. 
Fox  is  a past  chairman  of  the  A.M.A.  Radio- 
TV  Committee  and  the  program  has  been 
endorsed  by  and  produced  in  cooperation 
with  the  American  Medical  Association  and 
has  the  approval  of  the  local  medical  society. 

Subjects  include  brief  discussions  of  com- 
mon medical  problems  and  the  program  is 
closed  with  the  advice  "Consult  your  physi- 
cian  . 

This  broadcast  is  being  sponsored  by  the 
Peoples  Drug  Stores. 

Office  Space  Available. 

For  rent  office  space  to  share  with  obste- 
trician-gynecologist in  beautiful  new,  air- 
conditioned  medical  building  in  Northern 
Virginia,  Annandale.  Excellent  opportunity 
for  general  practitioner,  ophthalmologist, 
ENT,  neurologist  or  psychiatrist.  These  spe- 
cialties are  not  represented  in  whole  area. 
New  Fairfax  Hospital  and  Arlington  Doc- 
tors Hospital  only  a few  minutes  away.  Tel- 
ephone Clearbrook  6-0900,  Annandale,  Vir- 
ginia. ( Adv .) 

For  Sale. 

Retiring  from  practice  and  have  the  fol- 
lowing office  equipment  for  sale:  Alcoe 
Steeline  treatment  table;  Alcoe  Steeline 
treatment  stand  sterilizer,  5x7x16;  Fight 
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cautery  outfit;  Procto-sigmoidoscope;  Ex- 
amining lamp;  Platform  scales;  Miscella- 
neous instruments;  and  Mahogany  glass- 
covered  desk  with  chair.  In  excellent  condi- 
tion. Contact  Dr.  P.  E.  Thornhill,  832  Gates 
Avenue,  Norfolk  17,  Virginia.  Phone  622- 
6711.  (Adv.) 

Opportunity  for  Training  in  Physical 

Medicine  and  Rehabilitation. 

Two  vacancies  exist  for  residents  in  Phys- 
ical Medicine  and  Rehabilitation  at  McGuire 
VA  Hospital,  Richmond,  Virginia.  All 
training  is  fully  integrated  with  Medical 
College  of  Virginia,  providing  formal  rota- 
tion through  MCV  Hospital  and  participa- 
tion in  specialty  clinics.  Salary  up  to 
$10,635  a year,  depending  on  qualifications. 
Excellent  fringe  benefits.  Write  or  call  Dr. 


Obituaries 

Dr.  William  Lett  Harris, 

Past  President  of  The  Medical  Society  of 
Virginia,  died  September  9th  at  his  home 
in  Norfolk.  He  was  a native  of  Brunswick 
County  and  ninety  years  of  age.  Dr.  Harris 
graduated  from  the  Medical  College  of  Vir- 
ginia in  1893  and  located  in  Norfolk  in 
1901,  where  he  was  one  of  two  pioneers  in 
pediatrics.  He  was  a co-founder  and  phy- 
sician in  charge  of  the  Virginia  Beach  In- 
fant Sanitarium  from  1895  to  1940. 

Dr.  Harris  had  been  an  active  member  of 
The  Medical  Society  of  Virginia  since  1896 
and  was  elected  president  in  1926.  He  was 
a member  and  past  president  of  the  Norfolk 
County  Medical  Society;  charter  member 
and  past  president  of  the  Seaboard  Medical 
Association;  and  a charter  member  of  the 
Southern  Medical  Association  and  the  Amer- 
ican Academy  of  Pediatrics. 

Dr.  Harris  was  a former  member  of  the 


A.  Ray  Dawson,  Chief,  Physical  Medicine 
and  Rehabilitation  Service,  VA  Hospital, 
Richmond,  Virginia.  (Adv.) 

Wanted. 

Obstetrician-Gynecologist  associate,  group 
practice.  Two  man  obstetrical-gynecological 
service.  Southwest  Virginia.  Very  progres- 
sive financial  scale.  Boards  not  required. 
Apply  to  #10,  care  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond  21, 
Virginia.  (Adv.) 

Situation  Wanted 

In  Doctor’s  office.  Bookkeeping,  machine 
dictation,  some  shorthand.  2^2  years  college. 
Good  appearance  and  personality.  Age  21. 
Prefer  city.  Contact  Kate  Henderson,  Nas- 
sawadox,  Virginia.  (Adv.) 


Board  of  Visitors  of  the  Medical  College  of 
Virginia.  He  also  served  as  a member  of  the 
State  Board  of  Medical  Examiners  and  was 
medical  director  of  the  Norfolk  Public 
Schools  for  fifteen  years. 

His  wife  survives  him. 

Dr.  Garland  Homes  Carter, 

Beloved  physician  of  Mecklenburg  Coun- 
ty, died  September  11th  after  a lingering  ill- 
ness. He  was  ninety  years  of  age  and  had 
practiced  at  Boydton  for  more  than  sixty 
years.  Dr.  Carter  graduated  from  the  Med- 
ical College  of  Virginia  in  1893  and  re- 
turned to  his  native  county  where  he  prac- 
ticed until  his  retirement  eight  years  ago. 
He  was  a staff  member  of  the  Community 
Memorial  Hospital  and  in  earlier  years  was 
affiliated  with  the  Old  Dominion  Hospital 
in  Richmond.  He  served  as  advisor  to  the 
Mecklenburg  County  Health  Department. 
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Dr.  Carter  had  been  a member  of  The 
Medical  Society  of  Virginia  for  sixty-four 
years. 

A daughter  and  two  sons  survive  him. 
One  son  is  Dr.  Garland  Norfleet  Carter,  also 
of  Boydton. 

Dr.  Noah  Hageman  Short, 

Prominent  Norton  physician,  died  Sep- 
tember 18th  after  a short  illness.  He  was 
seventy-one  years  of  age  and  a graduate  of 
the  University  of  Maryland,  School  of  Med- 
icine, in  1916.  Dr.  Short  built  the  Norton 
Clinic  in  1938  and  owned  and  operated  the 
Park  Avenue  Hospital  at  the  time  of  his 
death. 

Dr.  Short  was  a Shriner,  being  a member 
of  the  Cyrene  Commandery  of  Kazim  Tem- 
ple, and  he  also  belonged  to  the  Odd  Fel- 
lows. He  had  been  a member  of  The  Medical 
Society  of  Virginia  since  1916. 

His  wife  survives  him. 

Dr.  James  Van  Allen  Bickford,  Jr., 

Well-known  Norfolk  pediatrician,  died 
September  15  th,  at  the  age  of  fifty-seven. 
He  received  his  medical  degree  from  Johns 
Hopkins  University  in  1929  and  located  in 
Norfolk  in  1934.  He  served  as  chief  of 
pediatric  service  at  the  Norfolk  General 
Hospital  and  Leigh  Memorial  Hospital  until 
his  retirement  more  than  a year  ago  because 
of  ill  health.  Dr.  Bickford  was  a consultant 
to  the  public  school  administration  and  was 
on  the  advisory  board  of  the  Norfolk  Ju- 
venile and  Domestic  Relations  Court. 

Dr.  Bickford  has  been  a member  of  The 
Medical  Society  of  Virginia  for  thirty-one 
years. 

Two  sons  and  a daughter  survive  him. 

Dr.  John  Mason  Bishop, 

Roanoke,  died  September  11th.  He  was 
sixty-three  years  of  age  and  a graduate  of 
the  Medical  College  of  Virginia  in  1924.  Dr. 
Bishop  had  practiced  pediatrics  in  Roanoke 
for  thirty-one  years.  He  had  been  a member 


of  The  Medical  Society  of  Virginia  since 
1925. 

Dr.  Bishop  is  survived  by  his  wife,  a son 
and  a daughter. 

Dr.  Charles  Conrad  Freed, 

Retired  Waynesboro  physician,  died  Sep- 
tember 16th,  after  a long  illness.  He  was 
sixty-one  years  of  age  and  a graduate  of  the 
Medical  College  of  South  Carolina  in  1925. 
Dr.  Freed  specialized  in  diseases  of  the  eye, 
ear  and  nose.  He  was  a member  of  the  med- 
ical staff  of  the  Waynesboro  Community 
Hospital. 

Dr.  Freed  was  a Mason  and  a past  presi- 
dent of  the  Waynesboro  Rotary  Club.  He 
had  been  a member  of  The  Medical  Society 
of  Virginia  for  thirty  years. 

His  wife,  two  daughters  and  a son  survive 
him. 

Dr.  George  Edmund  Stone, 

Superintendent  of  Dejarnette  State  Sana- 
torium, Staunton,  died  September  27th.  He 
was  fifty-eight  years  of  age  and  received  his 
medical  degree  from  the  Medical  College  of 
Virginia  in  1930.  Dr.  Stone  joined  the  staff 
of  Western  State  Hospital  shortly  after  his 
graduation  and  was  transferred  to  Dejar- 
nette Hospital,  where  he  was  appointed  su- 
perintendent in  1951. 

Dr.  Stone  was  a past  president  of  the 
Augusta  County  Medical  Society  and  had 
been  a member  of  The  Medical  Society  of 
Virginia  since  1932. 

His  wife  and  a son  survive  him. 

Dr.  Adkerson. 

Whereas,  Dr.  Wilfred  Clyde  Adkerson,  a beloved 
member  of  the  Lynchburg  Academy  of  Medicine  de- 
parted this  life  on  July  5,  1961,  and 

Whereas,  we  feel  keenly  the  great  loss,  we  have 
suffered  in  his  passing  and  desire  to  pay  tribute  to 
his  memory,  we  unanimously  adopt  this  resolution: 

Dr.  Adkerson  was  born  June  1 5,  1889,  in  Appo- 
mattox County  and  received  his  education  in  the 
Lynchburg  schools,  Virginia  Polytechnic  Institute 
and  graduated  in  the  medical  class  of  1912  at  the 


688 


Virginia  Medical  Monthly 


Medical  College  of  Virginia.  For  many  years,  he  was 
a beloved  and  honored  member  of  the  Lynchburg 
Academy  of  Medicine  and  served  as  its  president. 
He  was  also  a member  of  The  Medical  Society  of 
Virginia,  the  American  Medical  Association,  the 
American  Academy  of  General  Practice,  Southern 
Medical  Association,  and  the  Virginia  Academy  of 
General  Practice.  He  was  also  a member  of  the  Elks’ 
Lodge,  the  Pythians,  Travelers  Protective  Association, 
United  Commercial  Travelers  and  the  Exchange 
Club  of  Lynchburg. 

Dr.  Adkerson  conducted  his  practice  on  the  high- 
est ethical  plane  and  placed  the  welfare  of  his  pa- 
tients above  all  other  consideration.  He  was  note- 
worthy for  his  interest  in  and  helpfulness  to  the 
younger  members  of  the  medical  profession.  He  en- 
joyed life  to  the  fullest  in  all  aspects  and  his  good 
fellowship  will  long  be  remembered  by  his  many 
close  friends.  He  was  an  ardent  worker  in  his  church, 
and  his  religious  life  and  example  were  tributes  to 
the  church  and  equaled  his  love  and  devotion  to  his 
family  and  to  the  welfare  of  his  patients. 

Whereas,  we,  his  associates,  in  the  Lynchburg 
Academy  of  Medicine  join  with  his  countless  friends 
in  sharing  with  his  family  his  passing,  and  shall 
greatly  miss  this  dedicated  physician,  true  gentleman, 
devoted  father,  and  sincere  Christian. 

Now,  therefore,  be  it  resolved,  by  the  Lynch- 
burg  Academy  of  Medicine  that  we  express  to  his 
family  our  sincere  sympathy,  and  to  those  who  may 
follow  after  us  the  high  regard  in  which  we  held 
him,  and  to  the  community  the  loss  we  share  with 
them. 

Be  it  further  resolved,  that  a copy  of  this  res- 
olution be  forwarded  to  his  family,  a copy  be  sent 
to  The  Medical  Society  of  Virginia,  and  a copy  be 
made  a part  of  the  permanent  records  of  this  Society. 

Holcombe  Hurt,  M.D. 

Porter  B.  Echols,  M.D. 

S.  E.  Oglesby,  M.D. 

Eugene  S.  Groseclose,  M.D. 

Dr.  Fletcher. 

On  July  14,  1961,  the  Richmond  Academy  of 
Medicine  sustained  a lamentable  loss  in  the  passing 
of  Dr.  Herman  S.  Fletcher.  A member  of  the  Acad- 
emy for  almost  thirty  years,  he  had  devoted  his  entire 
professional  career  to  his  practice  here  in  Richmond. 
Born  on  Church  Hill,  he  was  educated  at  Benedictine 
High  School  and  finished  his  premedical  work  at  the 
University  of  Richmond.  He  graduated  from  the 


Medical  College  of  Virginia  in  the  Class  of  1927. 
He  interned  at  the  Medical  College  Hospital  and 
entered  private  practice  with  his  brother,  Dr.  Fred 
P.  Fletcher,  with  whom  he  worked  for  five  years. 
On  April  4,  1934,  he  married  Miss  Helen  Overmann. 
About  this  time  he  opened  his  own  office  on  Church 
Hill,  where  he  practiced  until  his  untimely  death  at 
the  age  of  fifty-nine. 

For  twenty-five  years  he  was  attending  physician 
at  the  Little  Sisters  of  the  Poor  and  for  twenty  years 
at  St.  Joseph’s  Villa.  It  was  not  unusual  for  him 
to  complete  a hard  day’s  work  in  his  widespread  home 
and  office  practice  only  to  go  to  one  of  these  insti- 
tutions where  he  would  painstakingly  care  for  a host 
of  needy  ones.  He  was  never  happier  than  when 
treating  a patient  in  physical  and  financial  need. 
Many  for  whom  he  cared  were  able  to  repay  him 
only  with  their  fervent  prayers. 

Devoted  to  his  family  and  his  church,  he  was  a 
family  physician  of  the  highest  order.  Surviving  are 
his  wife,  three  sons,  two  daughters  and  his  brother, 
Dr.  Fred  Fletcher. 

Quoting  the  scriptures,  we  would  say,  "Well  done 
thou  good  and  faithful  servant:  enter  thou  into  the 
joy  of  thy  Lord.” 

We,  the  members  of  this  society  desire  to  pay 
tribute  to  the  memory  of  our  esteemed  and  beloved 
colleague. 

Therefore  be  it  resolved  that  this  expression 
of  our  feeling  be  recorded  in  the  minutes  of  the 
Richmond  Academy  of  Medicine. 

Be  it  further  resolved  to  send  a copy  of  this 
resolution  to  the  members  of  his  family  and  to  The 
Virginia  Medical  Monthly. 

William  H.  Harris,  Jr.,  M.D. 

Clarry  C.  Trice,  M.D. 

John  H.  Reed,  Jr.,  M.D.,  Chairman 

Dr.  Anderson. 

Dr.  Paul  Vernon  Anderson  died  at  his  home  in 
Richmond  on  July  3,  1961. 

He  was  born  at  Black  Creek,  North  Carolina,  on 
November  24,  1874.  He  was  an  academic  graduate 
of  Trinity  College,  now  Duke  University,  receiving 
his  B.A.  degree  in  1897  and  his  M.A.  degree  in  1901. 
In  the  interim  between  receiving  his  B.A.  and  M.A. 
degrees  he  was  principal  of  the  Graded  School,  Wil- 
son, North  Carolina,  and  instructor  of  English  in 
Trinity  Park  High  School  in  Durham.  He  graduated 
from  the  University  of  Virginia  School  of  Medicine 
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in  1904  and  served  an  internship  in  the  Polyclinic 
Hospital,  Philadelphia,  1904-06. 

From  1906  to  1911  he  was  a member  of  the  staff 
of  the  State  Hospital  at  Morganton,  North  Carolina. 
In  1911  he  was  co-founder  with  the  late  Dr.  James 
K.  Hall  of  Westbrook  Sanatorium  in  Richmond.  He 
was  president  of  that  Sanatorium  for  many  years 
prior  to  his  death.  He  was  Associate  Professor  of 
Neurology  and  Psychiatry  at  the  Medical  College  of 
Virginia  and  the  University  of  Virginia  from  1915 
to  1937. 

Dr.  Anderson  was  a member  of  The  Medical  So- 
ciety of  Virginia  for  fifty  years  and  of  the  Richmond 
Academy  of  Medicine  for  forty-seven  years.  He  was 
past  president  of  the  Tri-State  Medical  Society. 

Dr.  Anderson  was  a member  of  Phi  Beta  Kappa, 
Kappa  Sigma,  Phi  Chi  and  Alpha  Omega  Alpha  fra- 
ternities. He  was  listed  in  Who’s  Who  in  America 
1938-39.  He  was  also  listed  in  Who’s  Who  in  South- 
ern United  States  and  Who’s  Who  in  Medicine  of 
the  United  States. 

In  1917  Dr.  Anderson  was  commissioned  Captain 
in  the  Army  Medical  Corps.  During  World  War  I 
he  served  with  the  United  States  Army  Base  Hos- 
pital No.  45  in  France.  In  this  service  his  profes- 
sional skill  gave  comfort  to  many  disturbed  soldiers 
and  his  good  company  and  cheerful  disposition  im- 
proved the  morale  of  the  whole  organization. 

Dr.  Anderson  held  the  admiration  of  every  one 
who  knew  him,  especially  the  members  of  his  pro- 
fession. He  was  a pioneer  in  his  chosen  field  of  psy- 
chiatry in  the  State  of  Virginia.  Through  his  inter- 
est in  psychiatry  he  was  co-founder  of  Westbrook 
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Sanatorium,  one  of  the  first  private  psychiatric  hos- 
pitals in  the  State  of  Virginia.  Dr.  Anderson  was 
truly  dedicated  to  the  operation  of  this  hospital,  and 
by  living  to  be  86  years  of  age  he  had  the  privilege 
of  beholding  the  fruit  of  a labor  that  was  born  fifty 
years  ago.  One  does  not  know  the  depth  nor  the 
height  of  his  work  as  in  the  case  of  Dr.  Anderson. 
Only  eternity  will  reveal  the  number  of  hearts  that 
were  mended,  the  spirits  that  were  lifted,  the  families 
that  were  reunited,  and  above  all  the  minds  that 
were  healed  through  his  efforts. 

Dr.  Anderson  frequently  quoted  Rabbi  Ben  Ezra 
by  Robert  Browning: 

Grow  old  along  with  me! 

The  best  is  yet  to  be, 

The  last  of  life,  for  which  the  first  was  made: 

Our  times  are  in  his  hand 

Who  saith,  "A  whole  I planned, 

Youth  shows  but  half;  trust  God: 

See  all,  nor  be  afraid!” 

Therefore,  be  it  resolved  by  the  Richmond 
Academy  of  Medicine  that  we  express  our  sincere 
and  heart-felt  sympathy  to  the  bereaved  family  of 
our  departed  friend  and  colleague,  to  whom  this  me- 
morial shall  be  sent,  a copy  to  be  made  a part  of  the 
permanent  records  of  this  Academy  and  a copy  sub- 
mitted to  The  Medical  Society  of  Virginia. 

Rex  Blankinship,  M.D. 

Carrington  Williams,  Sr.,  M.D. 

J.  Morrison  Hutcheson,  M.D. 

J.  R.  Saunders,  M.D.,  Chairman 
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LOMOTIL 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

lowers  motility 

i controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-2483 


TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz  Dr.  Amelia  G.  Wood 
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MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 


I 

ST.  LUKE  S HOSPITAL 


McGUIRE  CLINIC 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Medicine 

HUNTER  H.  McGUIRE,  M.D. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR..  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER,  M.D. 
JAMES  B.  DALTON.  JR..  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES,  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JP..,  M.D. 
JOSEPH  W.  COXE  III.  M.D. 

H.  FAIRFAX  CONQUEST,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I-  DODSON.  JR..  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON,  M.D. 

Anesthesiology 
HETH  OWEN,  JR.,  M.D. 

WILLIAM  B.  MONCURE.  M.D. 
BEVERLY  JONES,  M.D. 


Treasurer:  RICHARD  J.  JONES,  B.S.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 
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• Understanding  Care  • 


Your  Patients  Get  the  Skilled  Care  They  Deserve 


Health  Approved 


— Intermediate  Care 


Inspection  Invited 


AGED  • TERMINAL  CASES  • CHRONICALLY  ILL 


• Round  the  Clock  Skilled  Care 

• Highest  Ethical  Operating  Standards 

• R.N.  Supervision  and  M.C.V.  Extern 

• Trained  Dietitian  • Male  Orderlies 

Bernard  Maslan 
Administrator 


Dial 


MIiton  3-2777 

Terrace  Hill  Nursing  Home 


Inc. 


67  Simmons  Hospital  Bed  Capacity 
Automatic  Litter-Size  Elevator 
Rates  Start  From  $60  Weekly 
Private  and  Multiple  Rooms — toilets 

2112  Monteiro  Ave. 
Richmond  22,  Va. 


— • Sprinkler  and  "Atmo"  System  Equipped  • 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 

Roanoke,  Virginia 


STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 

RESIDENT  STAFF 

Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 
Dr.  S.  A.  Milewski 

Lewis  M.  Simpson 
(Business  Manager) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  Facio-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 


The  Hospital  offers  a three  year  residency  in  Ophthalmology  to  a graduate  of  an  approved  medical  school, 
who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 

BUSINESS  MANAGER,  BOX  1789.  ROANOKE,  VIRGINIA 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 
Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 

Ophthalmology,  Otolaryngology: 
W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 

Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 


ST.  ELIZABETHS  HOSPITAL 


RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

C&O 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


RICHMOND 
EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 
THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JOHN  H.  TOBIN,  JR.,  Administrator 
408  North  12th  Street 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


Every  Virginia  Doctor  Should 
Hare  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 

Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 
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^PPflladjtatt  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 


lit 

Richmond 

Member  Federal  Depoeit  Insurance  Corp 


For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a compe- 
tent licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyright  7 955  H.N.  Alford,  Atlanta,  Ga. 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 
GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B. 


• • 


Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  ''hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 


REFER  TO 

PDR 

PAGE  643 


Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


McufuitulL,  i*tc. 


PHARMACEUTICALS 

1042  WESTSIDE  DRIVE 
GREENSBORO,  NORTH  CAROLINA 
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Day  and  night- 
less wheezing, 

coughing,  labored 
respiration  in 
chronic  bronchitis 
and  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HC1  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 

law 

ISUPREL 

compound 


LABORATORIES 
New  York  18,  N.Y. 

ISUPREL  ANO  LUMINAL,  TRADEMARKS  REO.  U.  S.  PAT.  OFF. 
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Why  Homer  Jackson’s  work  is  important  to  you 


Talking  on  the  radio-telephone  is 
Homer  “Bud”  Jackson,  both  a scientist 
and  a hard-working  buyer  for  a company 
processing  Florida  oranges  into  frozen 
juice  concentrate. 

He  has  just  made  a decision  that’s 
important  to  you.  He  has  analyzed  some 
sample  oranges  from  the  grove  in  the 
background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid. 


and  are  of  the  proper  texture.  (Testing 
for  vitamin  C comes  later.)  Homer 
Jackson  knows  that  these  oranges  are  of 
a quality  to  meet  the  exacting  regula- 
tions required  by  the  Florida  Citrus 
Commission. 

These  standards  for  quality  in  citrus 
products  are  the  highest  in  the  world. 
This  is  important  to  you  and  your  pa- 
tients because  juice  made  from  the  best 

©Florida  Citrus  Commission.  Lakeland.  Florida 


oranges  will  be  nutritionally  best  for 
your  patients.  It  will  contain  abundant 
amounts  of  vitamin  C and  rich,  natural 
fruit  sugars. 

It’s  good  nutrition  to  encourage  peo- 
ple to  drink  orange  juice.  It  makes  good 
sense  to  persuade  them  to  drink  orange 
juice  that  you  know  tastes  good,  has  the 
right  sugar-acid  ratio,  and  is  packed  full 
of  nutritionally  important  vitamin  C. 


because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  - and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  u General  Purpose ” and  u Special  Purpose ” Corticosteroid . . . 

Outstanding  for  Short-  and  Long-term  Therapy 


Triamcinolone  Lederle 


(Knee  Joint,  Left : distal  end  of  femur;  Right:  proximal  end  of  tibia) 


ARISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
disturbance  and  insomnia. 

ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 


o //^r  d y/rr, ,)/«// 

Virginia's  Largest  and  Finest 
Fifth  at  Franklin 


In  Richmond's  Growing  West  End 
Davis  Ave.  at  Broad 


Overlooking  Capitol  Square 
Ninth  at  Grace 


In  The  Center  of  Convenience 
Broad  at  Eighth 


Just  one  phone  call  or  letter  makes  your  reservations  in  Richmond’s  four  leading  hotels 
and  The  Chamberlin,  Fort  Monroe,  Virginia.  Twelve  hundred  tastefully  decorated  rooms 
in  Richmond  are  available  for  your  use  as  well  as  25  spacious  meeting  and  dining  rooms 
to  accommodate  groups  from  5 to  1000.  Whether  you  plan  to  visit  Richmond  or  Tide- 
water, Virginia  as  an  individual  or  in  a group  call  one  number,  one  time  for  central 
reservations — MILTON  4-4661  or  write  Central  Reservations,  Richmond  Hotels,  Inc., 
Richmond,  Virginia.  You  will  receive  prompt  and  efficient  service  from  our  specially 
trained  catering  and  room  reservation  personnel.  Our  catering  counseling  service  is 
yours  without  charge  in  planning  any  special  occasions. 

For  information  and  reservations  contact  Central  Reservations,  Dept , Richmond  Hotels,  Incorporated,  Richmond,  Va. 
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THE  HOTELS  THAT  HOSPITALITY  BUILT 

The  John  Marshall,  The  William  Byrd,  The 
King  Carter,  The  Richmond;  Richmond, 
Virginia  and  The  Chamberlin  Hotel,  Fort 
Monroe,  Virginia. 
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When  patients  are  older,  debilitated,  or  just  plain  finicky 

...give  them  a vitamin  tablet  they  can  swallow 


This  is  just  another  “plus”  when  you  specify  an 
Abbott  Vitamin.  The  Filmtab  coating  cuts  tablet 
size  as  much  as  30% . Bulky  sugar  coats  and  sub- 
coats aren’t  needed,  and  aren’t  used. 

It  isn’t  very  hard  to  prove  this  point  of  compact- 
ness. You  can  check  it  for  yourself  in  seconds  by 
comparing  the  Filmtab  coated  products  on  the  fol- 
lowing page  with  any  similar  sugar-coated  tablets. 


Perhaps  you  may  wonder  how  a coating  so  micro- 
scopically thin  can  protect  the  stability  of  a product. 
The  fact  is  that  stability  is  actually  enhanced.  Un- 
like sugar  coatings,  the  Filmtab  covering  is  ap- 
plied without  water.  There  is  virtually  no  chance  of 
moisture  degradation  to  nutrients.  In  short,  Filmtab 
coatings  help  make  tablets  better;  , 

make  tablets  better  for  each  patient. 

ABBOTT 

®FILMTAB— FILM-SEALED  TABLETS,  ABBOTT  107033 


That’s  one  thing  about  Abbott  vitamins.  People  like  taking  them.  They’re  smaller.  You 
don’t  smell  and  taste  the  vitamins.  And,  the  bottle  stays  right  on  the  table.  Easy  to  take. 


ACTUAL  SIZE 
OF  EACH 
FILMTAB® 


DAYALETS®  Abbott’s 
multivitamin  formula. 


maintenance 


DAYALETS-M®  Abbott’s  maintenance 
vitamin-mineral  formula. 


Ideal  for  the  nutritionally  run-down,  or 
as  prophylaxis  for  people  who  are  on 
restricted  diets. 


OPTILETS®  Abbott’s  therapeutic  mul- 
tivitamin formula. 

OPTILETS-M®  Abbott’s  therapeutic 
vitamin-mineral  formula. 


Excellent  for  use  when  bodily  stresses 
and  requirements  are  increased,  as  in 
periods  of  illness  or  infection. 


SURBEX-T™  Abbott’s  high-potency 
B-Complex  formula  with  500  mg.  of 
vitamin  C. 

SUR-BEX®  WITH  C Smaller  dosage 
of  the  essential  B-Complex  and  C. 


For  the  build-up  in  convalescence.  .. 
Therapeutic  replenishment  in  the  eas- 
iest manner  possible. 

Attractive  daily  - 
reminder  table  bottles 
at  no  extra  cost. 

Vitamins  by  Abbott 


FILMTAB  — FILM-SEALED  TABLETS,  ABBOTT. 


— TRADEMARK 


107034 


The  cigarette  that  made  the  Fitter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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How  to  help  your  patient 
geriatric  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 
Meat  is  as  important  for  the  old  as  for  the  young  — and 
every  bit  as  appealing.  Chops,  fish  steaks,  chicken  parts 
or  cutlets  can  be  bought  in  small  portions.  Chopped  or 
strained  vegetables  not  only  supply  the  patient  on  a 
geriatric  diet  with  needed  vitamins,  but  are  easy  to  chew. 
The  same  is  true  of  easy- to -make,  one -dish  casseroles. 
Patients  of  advanced  years  enjoy  salads  because  they  need 
no  cooking,  and  canned  fruits  are  an  extra  convenience 
for  the  elderly.  Fluid  intake  should  be  liberal,  of  course. 


stick  to  a 


A glass  of  beer 
can  add  zest  to  a 
patietit's  diet 

Sodium  17  mg. 
calories  104/8  oz.  glass 
(Average  of  American  Beers) 


Delicious  dishes  like  these  can  help  the  aged  enjoy  a better  balanced  diet. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  535  Fifth  Avenue,  N.Y.  17,  N.Y. 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored. ..readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CREMOSUXIDINE  is  available  to  physicians  on  request. 

@ MERCK  SHARP  & DOHME,  division  of  merck  & co„  Inc.,  west  point,  pa. 
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When  minor  aches  and  pains 
disturb  your  patients’  sleep... 

BAYER®  ASPIRIN 
DOESN’T  MAKE  THEM  SLEEP, 
IT  LETS  THEM  SLEEP, 


NATURALLY! 


AND  WITH  BAYER  ASPIRIN, 
THERE’S  NO 
"SEDATIVE  HANGOVER.” 


There  are,  of  course,  a great  many  instances  of 
sleeplessness  in  which  the  patient  should  be  directed  to 
take  a sedative  to  induce  sleep. 

But  there  are  also  many  instances  in  which  sleeplessness  is 
caused  by  nothing  more  serious  than  minor  aches  and  pains  which 
can  easily  be  relieved  by  one  or  two  tablets  of  Bayer  Aspirin. 

With  physical  discomforts  gone,  sleep  comes  naturally. 


And  when  Bayer  Aspirin  is  used  as  a sleeping  aid, 
patients  never  suffer  the  "sedative  hangover”  which  so 
often  follows  an  induced  sleep. 


So  remember,  when  minor  aches  and  pains 
disturb  your  patients’  sleep,  Bayer  Aspirin  doesn’t 
make  them  sleep;  it  lets 
them  sleep,  naturally,  with 
no  "sedative  hangover.” 


56 


Virginia  Medical  Monthly 


LOGICAL  NEW  DERMATOLOGICAL  HELPS 


solve  the  mystery  of 

Acne  Therapy 

Brasivol  has  a gentle  abrasive  action  that  attacks  the  acne  lesion  simply  and  directly.  A.  J 

It  maintains  the  mild  desquamation  so  essential  to  the  successful  acne  regime. 

Helps  open  plugged  pores,  reduce  pustules  and  blackheads, 
control  oiliness.  Helps  minimize  postacne  scars.  The  patient  simply  applies  Brasivol 
abrasive  cleanser  2 or  3 times  daily,  and  rinses.  Ritual  helps  relieve 
urge  to  squeeze  pimples.  Cooperation  is  enhanced 
because  results  are  readily  seen  and  felt.  Safety  and  success  are 
supported  in  over  10  years  of  clinical  studies  on 
thousands  of  acne  cases.  Brasivol  (pat.  pend.) 
contains  precisely  sized  abrasive  particles 
(fused  aluminum  oxide)  and  hexachlorophene  1%, 
in  a detergent  and  drying  base.  Compatible 
with  other  therapeutic  measures. 


IV rite  for  starter  samples  an<l  literature 


STiEFEL) 

LOGICAL  DERM  ATO  LOGIC  A LS — since  1X47 

® 1960  STIEFEL  LABORATORIES,  INC. 

Oak  Hill,  New  York 

CANADIAN  REPRESENTATIVE: 

WINLEY-MORRIS  CO.,  LTD.,  Montreal  29,  Quebec 


Brasivol  Fine 


Brasivol  Medium 


Brasivol  Rough 


Brasivol  is  supplied  in  3 abrasive  grades, 
permitting  gradual  intensification  of  abrasive 
action  as  the  acne  improves.  Also,  Brasivol 
Base  (abrasive  free)  now  available  for  acute 
inflammatory  cases. 

Jars  of  Brasivol  Base  5 oz. ; Brasivol  Fine 
5)4  oz.;  Brasivol  Medium  6)4  oz. ; Brasivol 
Rough  7 oz. 


ABRASION  THERAPY  FOR  ACNE 

in  certain  other  countries  Brasivol  is  available  as  DENCO-BRAS ™ 


REFERENCES: 

Saperstein,  R.  B.:  Treatment  of  Acne  with  Long  Term 
Continuous  Abrasion.  A.M.A.  Archives  of  Derm.  81:  601, 
April  1960. 

REES,  R.  B ; BENNETT,  J.  H.;  GREENLEE,  M.  R.:  Newer 
Drug  Treatment  in  Dermatology,  Cal.  Med.,  91:1,  July 
1959. 

Sulzberger,  m.  b.  ft  witten,  v.  H.:  The  Management  of 
Acne  Today.  Med.  Clinics  of  No.  America,  43:3,  May  1959. 


SPECIAL  COUGH  FORMULA 

for  Clruldrert 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 


5.0  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
1/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


LABORATORIES 

New  York  18,  N Y 


Neo-Synephrine®  hydrochloride  . . 2.5  mg. 
(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 
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Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
, -stops  pain , too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity— often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  dosage: 
1 TABLET  Q.I.D. 


0 (carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


POWERFUL  DIFFERENCE 


...motion- stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 


With  the  G-E  Patrician  “200”  diagnostic  x-ray 
package,  you  can  enjoy  savings  and  still  not 
sacrifice  needed  power.  This  is  important.  For, 
only  ample  x-ray  output  will  assure  you  ex- 
posure speed  sufficient  to  overcome  common 
motion-blurring  problems.  The  Patrician  com- 
bination provides  this  and.  more  in  every  detail 
for  radiography  and  fluoroscopy.  For  example: 
full-size  81"  tilting  table  . . . independent  tube- 
stand  . . . counterbalanced  (not  counterpoised) 
fluoroscopic  screen  or  spot-film  device  . . . fine 
focus  x-ray  tube  . . . fluoroscopic  shutter-limit- 
ing device  to  confine  radiation  to  screen  area 


. . . automatic  x-ray  tube  overload  protection. 

Ask  about  renting:  Through  the  G-E 
Maxiservice®  plan,  you  can  have  this  com- 
plete Patrician  “200,”  plus  maintenance,  parts, 
tubes,  insurance,  and  paid-up  local  taxes  — 
all  wrapped-up  by  a modest  monthly  fee. 
Details  available  from  your  G-E  x-ray  repre- 
sentative listed  below. 

Progress  Is  Our  Most  Important  Product 

GENERAL®  ELECTRIC 


DIRECT  FACTORY  BRANCHES 


BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 
NORFOLK 

Room  707,  Medical  Tower  Bldg.  • 400  Gresham  Drive 
MAdison  5-0561 

RICHMOND 

3425  W.  Leigh  St.  • ELgin  9-5059 


ROANOKE 

515  Norfolk  Ave.,  S.W.  • Diamond  3-6209 

WASHINGTON,  D.  C. 

Silver  Spring,  Md..  8710  Georgia  Ave.,  N.W. 
JUniper  9-4355 


60 


Virginia  Medical  Monthly 


coughed? 


MHMi 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 

HY  HE 

Syrup 

THE  COMPLETE  Rx  FOR  COUGH  CONTROL 


cough  sedative  [ antihistamine 
nasal  decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.T 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mgj 

Pyrilamine  Maleate • 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 

bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


12.5  mg. 


♦U.S.  Pat.  2,630,400 


I 


ORIGINAL  FORMULA 

The  ideal  cerebral  tonic  and  stimulant  for  the  aged. 
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NICOZOL  therapy  (the  original  formula)  affords 
prompt  relief  of  apathy.  Patients  generally  look 
better,  feel  better;  become  more  cooperative, 
cheerful  and  easier  to  manage. 

No  dangerous  side  effects. 


NICOZOL  contains  pentylenetetrazol 
and  nicotinic  acid 

For  relief  of  agitation  and  hostility: 
NICOZOL  with  reserpine  Tablets 

Supply:  Capsules  • Elixir 


Write  for  professional  sample  and  literature. 


Page  5S1 


DRUG-— 

WINSTON-SALEM  1,  NORTH  CAROLINA 

’ _ "■  „ „ m tt  rx^TTairr  mj  VC’7/’J  A \ 7 


DEDICATED  TO  SERVING  THE  SOUTHERN  PHYSICIAN 
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ii 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance : nutritionally  ^ metabolically  4*  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
B12  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HC1  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  KcSOQ,  5 
mg.  • Manganese  (as  MnOc),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS,  DOSAGE,  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 

Volume  88,  November,  1961 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because.. . it  contains  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

'Mysteclin’®,  ‘Sumycin’®  and  ‘Fungizone’®  are  Squibb  trademarks. 


Mysteclin-F 


For  full  information. 


Squibb  Phosphate-Potentiated  Tetracycline  (sumycin)  plus  Amphotericin  B (funcoonz) 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 
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A good  mixed  diet  will  ordinarily  supply 
enough  protein  and  most  other  essen- 
tials for  late  pregnancy  and  lactation. 
The  critical  deficiency  most  likely  to 
occur  is  calcium. 

INOBEX-CAL  tablets  supply  phospho- 
rus-free CALCIUM  — 0.6  Gm.  daily,  at 
the  suggested  dosage  rate.  In  addition, 
the  full  allowance  of  15  mg.  of  Iron 
is  provided  as  recommended  by  the 
National  Research  Council. 

ABUNDANT  CALCIUM 

(phosphorus-free) 

—to  protect  against  leg  cramps 

ADEQUATE  IRON 

—to  meet  the  increased  needs  of  gravida 
and  fetus 


ESSENTIAL  VITAMINS  - including 

pyridoxine— INOBEX-CAL  tablets  do  not 
burden  your  patients  with  extra  expense 
for  a long  list  of  vitamins  and  minerals 
usually  present  in  the  diet.  Additionally, 
they  provide  the  advantage  of  adequate 
pyridoxine  to  help  reduce  tooth  decay. 


inobex-cal  considers  your 
patient’s  needs-and  purse 


Each  INOBEX-CAL  tablet  supplies: 

Calcium— elemental  

(from  Calcium  Carbonate) 

. 200.0  mg. 

Iron— elemental  

(from  Ferrous  Sulfate) 

5.0  mg. 

0.3  mg. 

Vitamin  B2  

0.3  mg. 

Vitamin  B6  

2.0  mg. 

Niacinamide  

5.0  mg. 

Vitamin  C 

..  25.0  mg. 

Vitamin  D 133  USP  Units 

ECONOMICAL  —on  the  basis  of  calcium 
provision,  INOBEX-CAL  represents  a 12  to 
40  percent  saving  in  cost  to  your  patient. 

dosage:  One  tablet  t.i.d.  Adjust  upward 
if  the  patient’s  diet  is  deemed  especially 
deficient  in  calcium. 

Supplied:  As  sugar-coated,  capsule- 
shaped tablets,  in  bottles  of  100  and  1000. 

Write  for  samples  and  literature. 

inobexcol 


A DIVISION  OF  frxtronl  PHARMACEUTICALS.  INC. 


A 137  YEAR  OLD  TRADITION  TO  PROVIDE  THE  RELIABLE  PHARMACEUTICALS  MOST  USEFUL  IN  YOUR  PRACTICE  OF  MEDICINETODAY 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages  _ _ 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  - _ _ 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

16  Pages 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

11.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street  Richmond  19,  Virginia 


INDEX  TO  ADVERTISERS 
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for  vour  obstetric  patients  in  pain,  the  narcotic  of  clioice  is 

IVI 


For  dependable  pain  relief  in 
labor,  Demerol  is  unsurpassed 
in  effectiveness  and  safety 
for  both  mother  and  child. 

Usual  dosage  is  from  50  to 
100  mg.  subcutaneously  or 
intramuscularly  when  pains 
become  regular,  repeated  three 
or  four  times  at  intervals  of  from 
one  to  four  hours  as  needed. 


OCMLOkIDE 


Qyjj 


LABORATORIES 
NEW  YORK  18,  N.  Y. 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

sacrificing  quality? 

because  there  is  not  sufficient  policing  of 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 


Are  the  savings  worth  the  risk  of 

“.  . . it  is  unsafe  [to  prescribe  generically] 
our  standards.  . . .” 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.2  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  Va%,  Vi%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.3  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 


(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY  OF  URINE-SUGAR  QUANTITATION 


COLOR-CALIBRATED 

CLINITEST 


Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.  oisei 


AMES 


Now... two  new  products  to  supply 
the  iron  infants'  and  children  need 
at  the  ages  they  need  it 


TRI-VI-SOL 

VITAMIN  DROPS  WITH  IRON 


DECA-VI-SOL 

CHEWARLE  VITAMINS  WITH  IRON 


These  two  new  formulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
thereby  providing  the  choice  of  Tri-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  of  children. 

Tri-Vi-Sol  vitamin  drops  with  iron.  Each  0.6  cc.  daily  dose  supplies  10  mg. 
'elemental  iron  plus  safe,  rational  amounts  of  vitamins  C,  D and  A.  Supplied 
in  bottles  of  30  cc. 

„ Deca-Vi-Sol  chewable  vitamins  with  iron.  Each  chewable  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C,  D and  A plus  seven  significant 
15  vitamins.  Supplied  in  bottles  of  50  chewable  tablets. 

Bibliography:  (1)  Jacobs,  I.:  CP  27:93  (Jan.)  1960.  (2)  Shulman,  I.:  J.A.M.A.  775:118-123 
(Jan  14)  1961.  (3)  Moore,  C.  V.,  in  VVohl,  M.  G.,  and  Goodhart,  R.  S.:  Modern  Nutrition 
in  Health  and  Disease,  ed.  2,  Philadelphia,  Lea  &:  Febiger,  1960,  p.  243. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely  used  and  accepted 
pediatric  vitamin  products 

Mead  Johnson 
La  bo  rator  i e s 


Symbol  of  service  in  medicine 


460R6I 


when  urinary 
tract 

infections 
present 
a therapeutic 
challenge... 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1-2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes.3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  chloromytetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4*6 


Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References : (1)  Malone,  F.  J.,  Jr. : Mil.  Med.  125  :836,  1960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  Clin, 
34:187,  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W. ; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp . 108:48,  1961.  (5)  Jolliff,  C.  R.  ; 

Engelhard,  W.  E. ; Ohlsen,  J.  R.  ; Heidrick,  R J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11:392,  1960.  6896t 
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FORMULA:  Each  15  cc.  ( tablespoon ) contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ..  0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  V2  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 

EFFECTIVE 


ANTIDIARRHEAL 


New  York  18,  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop’s  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


SUPPLIED:  Bottles  of  16  fl.  oz.  (raspberry  flavor,  pink  color) 
Exempt  Narcotic.  Available  on  Prescription  Only. 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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NEW  UNEXCELLED  TASTE 


SYRUP  OF  CHLORAL  HYDRATE 


NEW  RALDRATE  NOW  SOLVES  THE  PROBLEM 
OF  TASTE  RESISTANCE  TO  CHLORAL-HYDRATE 

lO  Grains  (U.S.P.  Dose)  of  palatable  lime  flavored 
ch  loral-hyd  rate  syrup  in  each  teaspoonful 

RAPID  SEDATION  WITHOUT  HANGOVER 
JONES  and  VAUGHAN,  Inc.  RICHMOND  26.  VA. 


NEW.. made  from  100%  com  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  butter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Corn  Oil  Margarine  for  butter  or 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine: 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 

Meischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer’s  frozen  food  case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann’s 

Corn  Oil  Margarine  Will  Supply 

Corn  Oil— Liquid 

. 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . 

. 22.7  Gm. 

Iodine  Value 

. . 90-95 

Sodium  (dietetically  sodium-free)  . . 

. 6 Mgs. 

Linoleic  Acid 

. 13.6  Gm. 

Vitamin  A (Adult's  Need) 

• • 47% 

Vitamin  A (Child’s  Need) 

. . . 62% 

Vitamin  D (Adult’s  and  Child’s  Need) 

. . . 62% 

ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 
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Graham,  Sotto  and  Paloucek — Cancer  of  the  Cervix 

Cf  9lcw  ttoaQ'.-  anti  aulKotilulitV  coOtitujc  ctfiOttaf  caicutoma 


This  authoritative  new  monograph,  from  the 
world-famous  Roswell  Park  Memorial  Insti- 
tute, brings  you  today’s  latest  information  on 
the  diagnosis  and  management  of  cervical 
cancer.  The  authors  begin  with  an  interest- 
ing discussion  of  the  frequency,  etiology  and 
pathology  of  such  lesions.  There  are  exten- 
sive sections  on  diagnosis  and  therapy — in- 
cluding complications  affecting  management 
such  as  pregnancy,  prolapse  of  the  uterus, 
carcinoma  of  a cervical  stump,  and  fever. 


You’ll  find  fully  illustrated  coverage  of  tech- 
niques of  obtaining  material  for  Papani- 
colaou smears  and  performing  cervical  biopsy. 
Both  irradiation  and  operative  techniques 
are  explained  and  illustrated  in  detail. 

By  John  B.  Graham,  M.D.,  Chief  Gynecologist;  Luciano 
S.  J.  Sotto,  M.D.,  formerly  Attending  Gynecologist;  and 
Frank  P.  Paloucek,  M.D.,  Attending  Gynecologist.  All 
of  the  Roswell  Park  Memorial  Institute,  Buffalo,  New 
York.  About  544  pages,  6I/2//x9%,,»  with  157  illustrations. 
About  $15.00.  New — Ready  in  January ! 


Hogan  and  Zimmerman — Ophthalmic  Pathology 

Olew?  Edition  ! -- CT  Attpetii  affaA  and  texi&aafz  on  file  and  ifa  diAaodcTA 


In  a straightforward  and  visually  superb  man- 
ner, this  book  clearly  sets  forth  the  morpho- 
logic pathology  of  the  eye  and  the  physiologic 
processes  affecting  ocular  change.  The  authors 
first  cover  principles  of  general  pathology, 
pathologic  entities  affecting  the  entire  eye, 
and  a general  discussion  of  ocular  injuries. 
Anatomy,  histology,  congenital  and  develop- 
mental anomalies,  inflammations,  metabolic 
disorders,  neoplasms  are  then  carefully  con- 
sidered for  all  the  various  regions  of  the  eye: 


the  lids  and  lacrimal  drainage  apparatus,  the 
cornea  and  sclera,  the  uveal  tract,  retina,  op- 
tic nerves,  vitreous,  and  the  orbit.  Many  beau- 
tiful new  illustrations  have  been  incorporated. 

Edited  by  Michael  J.  Hogan,  M.D.,  Professor  and  Chair- 
man, Department  of  Ophthalmology,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco;  and  Lorenz  E. 
Zimmerman,  M.D.,  Chief,  Ophthalmic  Pathology  Branch 
and  Registrar,  Registry  of  Ophthalmic  Pathology,  Armed 
Forces  Institute  of  Pathology,  Washington,  D.C.;  with 
15  Contributors.  797  pages,  71/2/,xll",  with  703  figures, 
some  in  color.  About  $30.00.  New  (2nd)  Edition! 


Owen — Hospital  Administration 


a fB  00  &i~Q  com  pf«t«  and  tnucli  needed  Aoutcc  (jaofc  on  mana^um  tadcujA  Ito^pifafs 


The  place  of  the  hospital  in  the  community 
and  the  interrelationships  between  depart- 
ments of  the  hospital  are  clearly  set  forth  in 
this  new  day-to-day  reference  source.  Here  you 
will  find  hundreds  of  valuable  ideas  to  help 
increase  efficiency  in  the  construction,  organ- 
ization and  administration  of  today’s  hospi- 
tals. Every  aspect  of  administration  is  carefully 
detailed  from  Planning  and  Organizing  the 
Hospital  to  Hospital  Law.  There  is  valuable 
coverage  of:  Financial  Management  — Laun- 


dry and  Linen  Service  — Maintenance  of 
Building  and  Grounds — Organizing  the  Med- 
ical Staff — Surgical  Services — Medical  Record 
Library  — Chaplaincy  Service  — Public  Rela- 
tions— Research — Trusteeship. 

Edited  by  Joseph  Karlton  Owen,  B.S.,  M.S.,  Ph.D., 
Specialist  in  Hospital  Administration,  Louis  Block  and 
Associates,  Inc.,  Silver  Spring,  Md.;  with  the  Coordina- 
tive  Assistance  of  Robert  K.  Eisleben,  B.A.,  M.A.,  As- 
sistant Administrator  of  Little  Company  of  Mary  Hospital, 
Torrance,  Calif.  About  960  pages,  o^//x9%//,  with  186  il- 
lustrations. About  $16.00.  New — Ready  in  January! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 


West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  books  and  bill  me: 

□ Graham,  Sotto  & Paloucek’s  Cancer  of  the  Cervix,  about  $15.00 

□ Hogan  & Zimmerman's  Ophthalmic  Pathology,  about  $30.00 

□ Owen's  Hospital  Administration,  about  $16.00 


| Name. . 
J Address 
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COUGH  FORMULA 

for  Children 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red , pleasant  tasting , 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


LABORATORIES 

New  York  18.  N Y 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


ORIGINAL  FORMULA 


YYjerea/vec  S/o-ncc  Y/Ytw luYwnY 


NICOZOL  COMPLEX  is  a cerebral  stimulant-tonic  and  dietary 
supplement  intended  for  geriatric  use.  Improves  mental  and 
physical  well-being.  Improves  protein  and  calcium  metabolism. 
Indicated  during  convalescence,  also  as  a preventive  agent  in 
common  degenerative  changes. 


1 teaspoonful  (5  cc)  3 times  a day, 
preferably  before  meals.  Female  pa- 
tients should  follow  each  21-day 
course  with  a 7-day  rest  interval. 


NICOZOL  COMPLEX  is  avail- 
able as  a pleasant-tasting 
elixir.  Popularly  priced. 
Bottles  of  1 pint  and  1 gallon. 


Write  for  professional  sample  and  literature. 


DRUG-^ 

) WINSTON-SALEM  1,  NORT 

- — - 1 NC’ Dedicated  to  Serving:  the  Southern 


Each  15  cc  (3  teaspoonfuls)  contains: 

Pentylenetetrazol  150  mg. 

Niacin  75  mg. 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thiamine  Hydrochloride  6 mg. 

Riboflavin  3 mg. 

Pyridoxine  Hydrochloride  6 mg. 

Vitamin  B-12  2 meg. 

Folic  Acid  0.33  mg. 

Panthenol  5 mg. 

Choline  Bitartrate  20  mg. 

Inositol  15  mg. 

1-Lysine  Monohydrochloride  ..  100  mg. 

Vitamin  E (a-Tocopherol 

Acetate) 3 mg. 

Iron  (as  Ferric  Pyrophosphate)  15  mg. 

Trace  Minerals  as:  Iodine  0.05  mg., 
Magnesium  2 mg.,  Manganese  1 mg., 
Cobalt  0.1  mg.,  Zinc  1 mg. 

Contains  15%  Alcohol 
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A vine,  someone  said,  is  like  the 
human  mind -always  reaching  out 
for  new  things  to  grasp. 


• Service  marks 
reg.  by  Blue  Shield 
Med*ce«  Care  Plans 


' 


- 


fe?.  i 


One  way  or  another  people  will  seek 
out  new  ways  to  cope  with  old  prob- 
lems. Yet  progress  must  be  wisely 
guided.  One  doctor  says:  “The  desire 
of  the  public  to  have  prepayment 
medical  protection  is  so  urgent 
that  it  will  buy  this  protection  from 
whatever  plan  seems  most  enticing. 
Whether  you  like  it  or  not,  prepay- 
ment medical  care  is  here  to  stay.  Let 
us  support  the  system  which  is  vol- 
untary and  over  which  we  have  ade- 
quate control.”  BLUE  SHIELD . 


The  program  guided  by  doctors 


VIRGINIA  MEDICAL  SERVICE  ASSOCIATION 

4 OJjO  WEST  BROAD  STREET  £ RICHMOND  30,  VIRGINIA 

bt  aP^if  / 
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Physicians’  flavor-perfect  Mixed-Sulfas  Suspension 


Honey-Trisulfas  contains  one  grain  of  the  triple  sulfapyrimidines  in  each 
cc.  of  suspension  (5  grains  per  teaspoonful) , providing  the  therapeutic  efficacy  and 
safety  of  the  mixed  sulfas.  The  safety  of  this  product  is  further  enhanced  by  the 
inclusion  of  alkalizing  agents,  sodium  citrate  and  sodium  lactate,  making  it  an 
ideal  choice  for  sulfa  therapy,  particularly  in  younger  children,  where  the  main- 
tenance of  high  fluid  intake  is  often  extremely  difficult.  The  popularity  of  Honey- 
Trisulfas  over  a period  of  years  bears  out  the  findings  of  investigators  who  report 
unequivocally  more  successful  results  with  sulfonamide  mixtures  than  with  single 
sulfa  drugs.1 


In  Honey-Trisulfas*,  as  in  the  unique  companion  products,  H.T.S.  Sus- 


pension* and  Honey-Diazine*,  the  microcrystalline  sulfonamides  are  employed  to 
provide  a smooth,  free-flowing  suspension  in  which  settling  is  minimal  and  can  be 


easily  shaken. 

1.  Shore,  P.D.,  Flippin,  H.F.,  and  Reinhold,  J.G.,  Am.  J.  M.  Sc„  218:80  (July)  1949. 
• Federal  law  prohibits  dispensing  without  prescription. 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 


NOW  ON  WRVA  Richmond  1140  on  your  dial 

DAILY  MONDAY  THRU  FRIDAY  AT  11:53  A.M. 

WTAR  Norfolk  790  ON  YOUR  DIAL 

DAILY  MONDAY  THRU  FRIDAY  AT  9:55  A.M. 

WDBJ  Roanoke  960  on  your  dial 
DAILY  MONDAY  THRU  FRIDAY  AT  12:15  P.M. 


Radio’s  Most  Instructive 
Health  Education  Program 


“DOCTORS 
HOUSE  CALL” 


FEA  TURING  DR.  JAMES  ROGERS  FOX  IN 
AN  INTERESTING  AND  INFORMATIVE 
RADIO  PROGRAM  THAT  WILL  HELP  TO 
CREATE  A BETTER  UNDERSTANDING  BY 
THE  PUBLIC  AND  A BETTER  INFORMED 
APPRECIATION  OF  THE  IMPORTANCE 
OF  EARL  Y DISCOVERY  AND  ADEQUA  TE 
TREATMENT  OF  THEIR  HEALTH  PROB- 
LEMS BY  THEIR  PHYSICIAN.  DR.  FOX 
IS  PRESENTED  IN  COOPERA  TION  WITH  THE  AMERICAN  MEDICAL 
ASSOCIATION  AND  YOUR  LOCAL  MEDICAL  SOCIETY.  THE  MED- 
ICAL CONTENT  OF  THIS  PROGRAM  HAS  BEEN  AUTHENTICATED 
BY  THE  AMA  S PHYSICIANS  ADVISORY  COMMITTEE  FOR  RADIO. 


Each  of  these  programs 
ends  with  Dr.  Fox’s  advice — 

“ Consult  Your  Physician” 


PEOPLES  SERVICE  DRUG  STORES 
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Calms  the  Tense,  Nervous  Patient 


in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  tvith  which 
Mil  town  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosagetOne  or  two  400  mg.  tablets  t.i.d. 
Supplied : 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

WALLACE  LABORATORIES 

Xi ir»  Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


1 

2 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 

Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


3 Does  not  muddle 
the  mind  or  affect 
normal  behavior 


CM-5644 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion^ 


biliary  dysfunction  and  NEOCHDLAN 


CONSIDER 


NEOCHOLAN® 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides : Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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Q>upeJi-OihL 

Oilatum  Soap 

hypoallergenic  cleanser  * 

fj(yi  tmcl&L,  Aw&utwz  Abut. 

. Super-oiled  (not  super  fatted)  to  minimize  “drying” 

. 600%  higher  content  of  unsaturated  oils 
than  other  cleansers 

. Rich,  oil-laden  lather,  even  in  hard  water 
. Ideal  for  pediatric  and  geriatric  use 
. Available  scented  or  unscented 


npis  aAijtsras 
JO&PJOJ 

a3JA;osM 

<iN2nA*u.s.vio4  hijA) 

ursaiQ 

iCEZubi 


? 


STIEFEL 


LABORATORIES,  INC. 

Oak  Hill,  New  York 
Canada:  Wlnley  Morris,  Montreal 

Logical  Dermatologicals-Since  1847 


TREATMENT 

Oilatum  Cream 

(new  improved  formula) 

An  oil-in-water  emulsion  buffered  to  pH  5.5 

. . . Leaves  “the  film  that  breathes”... 
retards  moisture  loss 

. . . Contains  highly  unsaturated  vegetable  oils... 
no  lanolin  or  mineral  oil 

. . . Cosmetically  pleasant...  scented  or  unscented 

You  can  recommend  STIEFEL  Oilatum  Cream  with 
confidence  for  symptomatic  therapy  of  dry,  ten- 
der or  sensitive  skin,  lanolin  or  alkali-sensitivity, 
ichthyosis,  winter  itch,  wind  burn  and  similar 
etiologic  entities. 


Samples  & literature  of  Oilatum  Soap  & Oilatum  Cream  sent  on  request. 
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The  cigarette  that  made  the  Filter  Famous! 


KENT 

CIGARETTE  S 


--King  size:::;— % 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P LORILLARD  CO. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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feel  the  edge  of 


this  page.. 


Like  this  page,  a Filmtab  coating  is  about  l/250th  of  an  inch  thick. 
That’s  the  depth  of  the  Filmtab  which  seals  the  active  ingredients  into 
Abbott  vitamin  tablets. 

Why  do  we  make  it  paper-thin? 

Filmtab  coatings  replace  sugar  coatings.  This  means  that  our  vitamin 
tablets  are  quite  a bit  smaller  than  most — sometimes  by  as  much  as 
30%.  This  makes  them  easier  to  swallow.  And,  because  there’s  no  bulk 
(not  even  sub-seals  are  needed)  the  nutrients  are  readily  available.  Yet, 
patients  remain  protected  from  vitamin  odors  and  after-tastes. 

The  greatest  advantage,  however,  is  in  stability. 

Filmtab  coatings  don’t  require  water.  Consequently,  there  is  virtually 
no  chance  of  moisture  degradation.  The  potency  your  patient  pays 
for  stays  in  the  tablet.  Without  sugar,  we’ve  even  been  able  to  eliminate 
much  of  the  brittleness.  So,  tablets  are  less  apt  to  chip  or  break. 

Small  reasons,  perhaps,  yet  no  refinement  is  too  subtle  if  it  adds  to 
a product’s  performance,  or  your  patient’s  convenience. 


Filmtab  coatings  protect  these  Abbott  nutritionals: 

DAYALETS®  OPTILETS®  SURBEX-T" 

DAYALETS-M®  OPTILETS-M®  SUR-BEX®  WITH  C 

Maintenance  Formulas  Therapeutic  Formulas  B-complex  with  C Formulas 


and 
you’ll 
know 
how 
thin 
a 

FILMTAB 

coating 

can 

be! 


TM— Trademark 


Filmtab— Film-sealed  tablets,  Abbott 


112069 


Her  position  on  nutrition 
Is  taught  in  all  the  schools. 

3 3 

She’s  an  oracle  for  others, 

s 

Yet,  the  first  to  break  the  rules. 
While  a mine  of  diet  knowledge 
(And,  each  lecture  is  a gem) 

Poor  Ramona  from  Pomona  needs 
some  DAYALETS  with  M. 


(H  oup> 

■ (loop) 


•ppi«.  («•  tma*uN»-»U*> 
MUM,  ram  « «•«*•«"*  »•*•* 
cantaloups  1%) 

«rapa»'W‘t  <V%  %—**•» 
oranpa,  r*«  <maa.um*<tal 
p •*<•-»»,  ram  (marfiwm  *««•> 
pppr,  im  fmPPJum  *!*•> 
pmaappta,  csnnad  0 »»*«• 
Frutt  Juiosa 
^apafru'i,  ()cup> 

vianga,  ♦»•*)»  (I  Cup) 
ptAMPpI*,  opa«*d  (lcup) 
lumata,  oppnad  (I  Cup) 
Mast,  Fish  and  Sultry 
p*af,  »»kua  »l**k  <3 04 ) 
lamb  chop  ()M  I 
port  chop  <304  > 
bam  lias  ) 


Likes,  dislikes,  and  time  schedules  never  interfere  with  her  lectures, 


DAYALETS-H 

(l&trott 


vtffl 


doctor,  just  her  diet.  She  could  live  in  a grocery  store  and  still  eat  poorly.  While 
Dayalets-M  can’t  replace  self-discipline,  it  can  help  insure  optimal  nutrition. 
Tablets  are  tiny,  potent,  and  Filmtab-coated.  Patients  like  taking  them. 

Filmtab®  DAYALETS-M®. ..essential  vitamins  plus  8 
minerals  in  the  most  compact  tablet  of  its  kind 


112070 


Filmtab— Film-sealed  tablets,  Abbott 


How  to  help  your  patient  stick  to  a 
full-liquid  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

With  a blender  and  a little  imagination,  it's  relatively  easy 
to  prepare  appetizing  foods  for  a full-liquid  diet.  Strained 
chicken  or  shrimp  blended  with  milk  makes  a good 
"bisque"  — in  tomato  juice  it's  "creole."  Many  patients  like 
cottage  cheese  beaten  into  chocolate  milk  flavored  with 
mint.  Strained  carrots  go  well  in  milk  or  broth,  while 
strained  fruits  in  fruit  juice  — garnished  with  mint  or  a 
lemon  wedge  — are  an  appealing  and  satisfying  dessert. 

Liquids  should  be  served  in  colorful  mugs  or  pretty  glasses. 


It  takes  no  time  to  “whip  up"  dinner  in  a blender 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  636  Fifth  Avenue,  N.Y.  17,  N.Y. 
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Doctor . . . 

•What  would  paying  a bill  like! this 
do  to  your  personal  finances? 


•And  what  about  additional  bills  for  you 
continuing  Office  Expenses  — if  YOU 
had  been  the  patient  ? 


—AS  A PRACTICING  PHYSICIAN  ...  

. . . knowing  that  today's  hospital  confinements  mean 
BIG  bills,  you  should  be  the  first  to  own  "catastrophic” 
hospital-nurse  insurance  for  yourself  and  your  family's 
assured  protection. 


r— AS  A PRACTICAL  BUSINESSMAN  . . . — 

. . . knowing  that  today  it  costs  BIG  money  to  operate 
your  office  — even  when  you  are  sick  or  injured  and 
can’t  be  'on  duty’  — it’s  only  good  business  to  obtain 
Overhead  Expense  protection. 


PLAN  1 

Major  Hospital-Nurse  Expense 

PAYS  100%  of  Hospital  Room  & Board  Charges  and 
Hospital  Miscellaneous  Expense  PLUS  75%  of  in- 
hospital  Nurse  Fees  — after  the  selected  Deductible 
Amount  has  been  applied  — up  to  a $10,000  overall 
Limit  of  Payment  for  expenses  incurred  within  3 years 
of  any  one  accident  or  sickness.  Applies  to  each 
insured  Member,  Spouse  or  Dependent  Child. 


PLAN  2 

Professional  Overhead  Expense 

PAYS  covered  Office  Expenses  — Rent,  Employees' 
Salaries,  Heat,  etc.  — when  you  are  continuously 
disabled  by  injury  or  sickness  for  14  days  or  more. 
Payments  are  made  directly  to  you,  and  can  continue 
for  as  long  as  1 year  if  you  are  totally  disabled  that 
length  of  time. 


You  have  a choice  of  3 deductible  amounts,  assuring 
the  ’right’  protection  at  the  ’right’  cost  for  YOU! 


You  select  only  the  protection  you  need  — from  $200 
up  to  $1,000  a month  — based  on  actual  operating 
expenses.  And  initial  low  cost  eventually  is  even 
lower  because  premiums  are  tax-deductible! 


HAVE  YOUR  NURSE  PHONE  US  COLLECT  — DIAMOND  4-5000  — for  complete  details  about  this  much-needed  pro 
tection  for  which  hundreds  of  Virginia  doctors  have  already  enrolled.  We  will  gladly  supply  additional  information  or  ar 
enrollment  application.  There  is  no  obligation  and  no  solicitor  will  call.  MAY  WE  HEAR  FROM  YOU  TODAY? 


PABALATE 


mutually  potentiating  nonsteroid  antirheumatics 


"superior  to  aspirin”2  and  with  a "higher  'therapeutic  index’”1 

When  sodium  should  he  avoided — 

PABALATE- SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated — 

PABALATE-HC 

Pabalate  with  Hydrocortisone 


1.  Barden,  F.  W.,  et  al.:  J.  Maine  M.  A.  46:99,  1955. 
2.  Ford,  R.A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


once  again, 
an  active 
hand  in 
” doing”- 


In  each  yelloio  enteric-coated 
Pabalate  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  enteric-coated 
PABALATE-HC  tablet: 

Same  formula  as  PABALATE- 
SODIUM  FREE,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


Making  today’s  medicines  with 
integrity . . .seeking  tomorrow’s 
with  persistence. 


blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”1)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents2'8 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide9;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 

Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  & Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  ei_aj.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickell,  J.:  Ant.  Med.  &.  Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 

(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 


SALUTENSIN 


mm 

Hg. 

190 

180 

170 

160 

150 

140 

130 

120 

110 

100 

90 


(thiazide 

thiazide  protoveratrine  A 

thiazide  protoveratrine  A reserpine) 


JAN.  FEB.  MARCH 

12  19  27  3 10  17  24  2 9 17  23  30 


3V2  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  USING  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 

Mean  Blood  Pressures-Systolic  (S)  and  Diastolic  (D) 


mm 
Hg. 

190 
180 
170 
160 
150 
140 
130 
120 
110 
100 
90 
80 
70 
60 
50 

In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co., Syracuse, N.Y. 
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Placebo  Followed  by  Salutensin 
(22  patients) 


Salutensin  Followed  by  Placebo 
(23  patients) 


Placebo 
Before  After 


Salutensin 
Before  After 


Salutensin 
Before  After 


Placebo 
Before  After 
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. . . you  have  all  the  advantages  and  conven- 
iences of  these  two  diagnostic  facilities  at  your 
fingertips.  Immediate  availability  of  data, 
firsthand  knowledge  and  control  of  conditions 
at  the  time  of  the  test,  and  time  saved  because 
“outside  arrangements”  needn’t  be  made,  are 
but  a few  of  the  advantages  of  owning  your 
own  electrocardiograph  and  metabolism  tester. 

Popular  with  a great  many  of  your  colleagues 
the  world  over  are  two  Sanborn®instruments 
that  can  give  you  these  diagnostic  facilities 
“in  the  next  room”:  the  100M  “Mobile  Viso®” 
cardiograph  and  the  “Metabulator”  metab- 
olism tester.  The  “Mobile  Viso”  offers  three 
recording  sensitivities,  two  chart  speeds,  pro- 


vision for  recording  and  monitoring  other 
phenomena,  and  the  dependability  and 
ruggedness  of  modern  electronic  design.  The 
“Metabulator”  also  exemplifies  simplicity  of 
operation,  with  “one-level”  controls,  easily 
changed  charts  and  CO  2 absorbent,  and  quick 
BMR  calculation.  Both  instruments  have  the 
proof  of  years  of  service  and  satisfaction  to 
thousands  of  doctors. 

Call  your  nearest  Branch  Office  or  Service 
Agency  — or  write  Manager,  Clinical  Instru- 
ment Sales,  at  the  main  office  in  Waltham  — 
about  the  special  combination  offer  on  these 
two  instruments. 


Sanborn  Service  lasts  long  after  the  sale  . . . from  people 
who  know  your  instrument  and  value  your  satisfaction. 


MEDICAL  DIVISION 

AN  BORN  COMPANY 

175  Wyman  St.,  Waltham  54,  Mass. 


Bethesda  Branch  Office  8118  Woodmont  Ave. 
Oliver  6-5170  and  6-5171 


Richmond  Resident  Representative  301  E.  Franklin  St.,  Milton  9-1108 
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against  relapse-uP  to  6 days’  activity  on  4 days’  dosage 
against  secondary  infection-sustained  high  activity  levels 
against  “problem”  pathogens-positive  broad-spectrum  antibiosis 
CAPSULES,  150  mg.,  75  mg.  - PEDIATRIC  DROPS,  60  mg./cc.  - SYRUP,  75  mg./5  cc. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  *3BS> 
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CONTINUOUS 

PROTECTION  IN 

ANGINA 

PECTORIS 

ANTORA... 

PROVIDES  10-12  HOURS 

GRADUAL  RELEASE  . . . 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  ...  a clinically  proven 
dosage  form.  For  assured  24  hour  control,  administer 
one  Antora  capsule  before  breakfast  and  one  before 
evening  meal.  ANTORA  REDUCES  NITROGLYCERIN  RE- 
QUIREMENTS . . . IMPROVES  EKG  TRACINGS  . . . 
PROVIDES  BETTER  EXERCISE  TOLERANCE  . . . REDUCES 
NUMBER  AND  SEVERITY  OF  ATTACKS.  Administer  with 
caution  in  glaucoma. 


FOR  THE  UNDULY 
APPREHENSIVE  PATIENT  . . . 


ANTORA-B... 

Timed  Disintegration  Capsules,  containing  30  mg. 
Pentaerythritol  Tetranitrate  plus  50  mg.  Secobarituric 
Acid.  Medication  is  released  over  10  to  12  hours  with 
fewer  side  effects  and  less  "hangover”  than  the  long- 
er acting  barbiturates.  As  with  Antora,  capsules  are 
administered  only  twice  daily  instead  of  the  usual 
8 to  12  tablets.  Administer  with  caution  in  glaucoma. 
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Supplied:  Bottles  of  60  and  250. 
Literature  and  clinical  samples 
available. 


J\ncuf/vandf  inc. 


PHARMACEUTICALS 
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THESE  63,000 
PEOPLE  IN 
VIRGINIA  NEED 
MEDICAL  HELP 


1 Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Virginia  there  are  at  least  63,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 


LIBRIUM®  Hydrochloride  — 7 -ch  loro-2  -methy  la  mi  Ha- 
s'phenyl  *3H-1 ,4- benzodiazepine  4-oxide  hydrochloride 


laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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■ See 

both  blood  picture 
and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBG  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral)* 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg.  f 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  \j/Z  N.F.  units  of  APA  potency.) 

Iron,  Elemental 220  mg. 

(as  Ferrous  Sulfate) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 

‘Potency  established  prior  to  mixture  with  other  ingredients, 
tObtained  from  extractives  of  suitable  microbial  organisms  and  liver 
and  determined  microbiologically  against  vitamin  B12  standard;  the 
total  amount,  including  that  contained  in  the  Vitamin  B,2  with  Intrinsic 
Factor  Concentrate,  N.F.,  is  30  micrograms. 

Product  brochure  available; 

write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Guest  Editorial . . . . 


On  Repetition 

"O  EPETITION,  except  where  it  is  used  for  emphasis,  is  very  tiresome 
except  to  lovers  and  idiots.  Our  medical  journals  are  becoming  more 
and  more  replete  with  articles  dealing  with  the  same  and  similar  subjects. 
This  fact  is  all  too  evident  to  anyone  who  tries  to  keep  abreast  of  the 
current  literature,  and  at  times  the  repetition  imposes  so  onerous  a task 
on  the  individual  that  he  may  become  quite  discouraged  in  his  efforts. 

Recently  we  had  occasion  to  review  the  presently  prevailing  thoughts 
on  vagotomy  and  noted  with  considerable  annoyance  that  two  of  our 
leading  surgical  journals  had  exactly  similar  articles  by  the  same  author. 
There  was  a slight  difference  in  the  titles,  but  the  remainder  of  the 
articles  were  exact  copies.  This  practice  is,  in  our  opinion,  a gross  viola- 
tion of  the  expressed  and  implied  responsibilities  of  the  essayist  to  any 
publication.  The  editors  of  the  journals  involved  were  made  aware  of 
this  and  reported  that  this  practice  was  a recognized  difficulty  that  beset 
all  editors.  One  of  the  editors  referred  to  above  had  this  to  say.  "There 
are  some  men  who  write  one  paper  and  then  write  two  others  using  the 
same  material,  starting  at  each  end  and  at  the  middle  for  a third.”  When 
the  main  objective  for  writing  becomes  so  obviously  a gratification  of 
the  ego,  then  certainly  intellectual  and  scientific  honesty  must  be  of 
secondary  importance. 

To  quote  from  a recent  letter  in  the  Journal  of  the  American  Medical 
Association,  "A  tremendous  increase  in  useless,  unoriginal,  and  non- 
contributing medical  literature  has  been  noted  recently  in  this  country. 
If  this  continues  we  will  soon  need  a special  evaluating  agency  which 
will  list  papers  according  to  their  value  and  thus  save  our  time.”  We 
have  no  special  "cure”  for  this  particular  ill,  but  have  the  temerity  to 


suggest  that  the  editorial  boards  must,  of  necessity,  become  more  selec- 
tive in  their  acceptance  of  articles.  This  is  not  to  be  construed  primarily 
as  a criticism  of  the  editorial  boards  since  their  task  is  difficult  and  they 
are  deserving  of  our  praise,  but  the  real  fault  lies  within  ourselves  as 
members  of  the  profession. 

Repetition  is  also  inherent  in  the  accepted  form  of  presentation  that 
we  encounter  in  all  of  our  journals.  The  introduction  is  frequently  a 
boring  historical  review  that  may  have  little  or  no  scientific  worth,  and 
is  often  not  germane  to  the  main  theme  of  the  article.  Shakespeare  has 
said,  "Brevity  is  the  soul  of  wit,”  and  this  truism  is  as  applicable  today 
as  it  was  when  first  propounded.  In  writing  as  well  as  public  speaking 
it  is  well  to  realize  that  the  span  of  human  attention  is  quite  brief,  and 
beyond  this  facts  are  not  readily  assimilated. 

A report  of  a single  case  is  sometimes  of  value,  but  more  often  is  of  no 
great  scientific  worth  and  simply  clutters  up  the  literature.  Unless  the 
single  case  brings  into  sharp  focus  some  very  worthwhile  truth  or  reve- 
lation, then  it  is  best  relegated  to  the  limbus  of  good  intentions.  Oppo- 
nents of  this  concept  will  sharply  disagree  and  maintain  that  some  great 
truth  or  undreamed  of  design  will  be  made  evident  because  of  repeated 
association.  To  this  we  say  that  the  end  would  hardly  justify  the  means. 

Practically  all  editors  and  most  readers  recognize  this  "padding”  of 
the  literature  as  a problem.  Maybe  a "repetition”  of  the  problem  may 
ultimately  bear  fruit. 

John  L.  Smoot,  M.D. 

1200  Prince  Edward  Street 
Fredericksburg,  Virginia 
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Medical  Challenges  in  the  Sixties 


V/l"  Y FIRST  PLEASANT  DUTY  is  to 

■*“  thank  the  members  of  The  Medical 
Society  of  Virginia  for  their  expression  of 
confidence  in  me  by  electing  me  to  the  pres- 
idency of  this  society.  I feel  that  this  recog- 
nition by  one’s  fellows  is  an  expression  of 
their  approval  of  his  way  of  life,  "For  a 
good  name  is  rather  to  be  sought  after  than 
much  gold.”  I can  only  say  again,  as  I said 
last  year,  I thank  you. 

This  year  I am  presenting  my  talk  and 
report  to  you,  the  Ffouse  of  Delegates,  at 
your  Sunday  night  session  rather  than  at 
the  annual  banquet  of  the  Society.  It  is  my 
opinion  that  the  President  should  give  a 
"state  of  the  nation”  report  to  the  Medical 
Society,  bringing  to  the  medical  profession 
of  the  State  of  Virginia  some  of  the  prob- 
lems that  face  us  in  the  future  practice  of 
medicine.  This  should  be  presented  to  the 
House  of  Delegates,  for  it  is  this  body  which 
decides  the  policy  to  be  followed  by  the 
doctors  of  the  State  of  Virginia.  You  are 
the  ones  who  should  deliberate  and  decide 
the  future  course  of  medicine  within  our 
State. 

As  all  of  you  know,  you  have  an  excel- 
lent administrative  staff,  and  no  society 
could  have,  or  for  that  matter  has,  a staff 
that  can  compare  with  ours.  They  are  ded- 
icated, efficient,  proficient,  and  pleasant.  It 
is  really  a joy  to  work  with  them.  Your 
committees  have  met,  deliberated,  and  pro- 
duced thoughtful  and  efficient  reports  which 
warrant  your  careful  consideration.  I sin- 
cerely hope  all  of  you  have  not  only  read, 
but  have  studied,  these  reports. 

We  are  in  the  midst  of  a changing  medi- 
cal world.  It  is  what  we  do  now  and  in  the 
near  future  that  will  determine  our  way  of 

Presidential  address  given  before  The  Medical  So- 
ciety of  Virginia,  Richmond,  October  8,  1961. 


GUY  W.  HORSLEY,  M.D. 

Richmond,  Virginia 

life  and  the  practice  of  medicine.  We  have 
two  big  problems  before  us.  First,  the  so- 
cialization of  medicine  which  is  being 
brought  on  and  encouraged  by  the  large 
labor  unions  and  the  federal  government, 
and  the  second  is  the  swing  away  from  ade- 
quate teaching  of  the  art  of  the  practice 
of  medicine.  We  can  no  longer  just  say  we 
are  against  socialized  or  state  medicine.  We 
cannot  be  negative.  We  must  be  "for”. 
We  must  have  positive  ideas  and  put  these 
ideas  into  action.  Every  other  nation  in  this 
world  of  ours  has  some  type  of  state  or  so- 
cialized medicine,  and  it  is  a known  fact 
that  there  is  no  point  of  return  from  social- 
ized medicine  once  it  has  its  foot  in  the 
door.  We  must  produce  medical  care  for 
all  individuals — care  that  is  not  as  good  as, 
but  superior  to,  any  governmental  medicine 
and  at  the  same  time  have  the  medical  care 
within  the  financial  reach  of  all  and  avail- 
able to  all.  This  has  been  and  still  is  possible. 
At  one  time  the  best  of  all  medical  care  was 
received  by  the  ward  patient,  with  the  com- 
munity furnishing  the  hospital  facilities  and 
the  doctors  furnishing  the  professional  serv- 
ices. This  is  still  true  in  many  places,  but 
because  the  cost  of  medical  care  has,  as  have 
all  other  costs,  become  so  high,  many  of  our 
communities  have  neglected  to  provide  suf- 
ficient funds  and  facilities  for  their  sick.  I 
know  of  no  doctor  who  will  not  willingly 
give  his  services  free  to  charity  cases,  but 
charity  cases  need  medicines,  hospitalization, 
and  nursing  care,  and  these  cost  money. 
Here  is  the  lack,  and  here  is  our  vulnerable 
point.  It  is  here  that  the  government  and 
social  workers  see  that  present  medical  care 
is  falling  short,  and  to  overcome  this  need 
federal  aid  from  the  central  government  is 
being  advocated.  There  is  only  one  way  to 
prevent  federal  medicine,  and  that  is  to  take 
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care  of  our  local  problems  on  a local  level. 

Dr.  Amos  R.  Koontz1  of  Baltimore  in  a 
recent  address  said:  "It  is  hardly  necessary 
for  me  to  dwell  on  the  dangers  that  beset 
us  in  the  medical  practice.  The  question  is 
what  to  do  about  it.  The  time  certainly 
calls  for  action  on  all  parts  and  time  for 
talking  it  over.  The  time  for  action  is  here 
now.  War  has  been  declared — war  against 
all  that  we  have  always  held  dear  and  con- 
sidered worthwhile.  We  all  know  that  so- 
cialized medicine  has  not  proven  to  be  better 
medical  care  in  other  countries  and  that  the 
cost  in  taxes  has  been  many  times  higher 
than  the  cost  of  private  medicine.  We  have 
learned  by  bitter  experience  that  independ- 
ence is  not  a stable  thing  but  something  that 
has  to  be  continually  fought  for  if  it  is  to 
be  preserved.  We  are  now  engaged  in  a 
second  war  of  independence,  and  if  we  do 
not  get  out  and  fight  as  did  the  patriots  in 
1776,  we  will  certainly  lose  it.  Our  op- 
ponents are  ever  vigilant.  They  work  over 
weekends  and  holidays  in  order  to  catch  us 
napping.  They  try  to  destroy  the  principles 
of  local  self  government,  which  is  the  fun- 
damental stone  of  democracy,  and  to  con- 
centrate all  the  powers  in  Washington.  Some 
people  ask  me  about  why  I get  so  excited 
about  socialized  medicine.  We  need  to  be 
excited  to  the  point  that  our  determination 
is  so  stiffened  as  to  give  us  the  will  and  char- 
acter to  preserve  the  independence  and  free 
America  for  our  children  and  children’s 
children  instead  of  allowing  them  to  be 
vassals  of  a socialistic  or  communistic  state. 
This  will  require  fighting  continuously  and 
in  the  most  unexpected  places  for  some  years 
to  come.” 

Our  only  hope  to  ward  off  socialized 
medicine  is  to  provide  at  the  local  level 
complete  medical  care  that  is  within  the 
reach  of  all.  This  can  be  done  by  support- 
ing volunteer  prepaid  medical  and  hospital 
care  through  either  or  both  commercial 
insurance  and  Blue  Cross-Blue  Shield  for  the 
non-indigent  and  medical  care  for  the  med- 
ically indigent  from  local  taxes.  This  will 
be  a very  unpopular  proposition  for  the  local 


city  councils  and  county  supervisors  for, 
namely,  it  will  require  raising  local  taxes, 
but  if  we  do  not  do  this  in  our  communi- 
ties, it  will  be  done  for  us  by  the  central 
government  with  a higher  rise  in  taxes  and 
a much  more  ineffectual  program. 

We  doctors  must  support  wholeheartedly 
our  voluntary  health  insurance  and  see  to 
it  that  our  local  government  provides  ade- 
quate revenue  to  furnish  medical  care  for 
the  indigent  medical  patients.  We  feel  that 
this  can  best  be  done  by  supporting  the 
Kerr-Mills  Bill  which  has  already  been  passed 
by  Congress.  In  the  State  of  Virginia,  un- 
fortunately, this  bill  cannot  be  utilized  until 
some  enabling  legislation  is  passed  by  our 
Virginia  State  Legislature.  It  is  proposed 
that  our  Society  support  legislation  which 
will  enable  the  State  of  Virginia  to  imple- 
ment the  Kerr-Mills  Bill.  After  this  has 
been  accomplished,  it  is  then  up  to  each 
individual  doctor  to  encourage  and  to  de- 
mand that  his  community  provide  funds  to 
match  the  federal  grants  which  will  be  nec- 
essary to  give  medical  care  to  all  those  who 
are  unable  to  obtain  it  on  a voluntary  sys- 
tem. If  this  is  done,  then  all  the  "wind  will 
be  taken  out  of  the  sails”  of  those  who 
support  the  Social  Security  Medical  Care 
Bill.  Let  me  reiterate.  It  is  our  responsi- 
bility to  see  that  voluntary  prepaid  health 
insurance,  for  both  professional  and  hospital 
bills,  is  supported  and  protected.  Merely 
because  a patient  has  insurance  is  no  valid 
reason  why  he  should  be  unnecessarily  ad- 
mitted to  the  hospital  or  any  reason  why 
his  laboratory  procedures  or  other  services 
should  be  increased.  Frequently  we  will 
have  patients  come  to  us  and  say,  "Doctor, 
I have  had  this  insurance  for  ten  years  and 
have  never  used  it.  Therefore,  I would  like 
to  be  admitted  to  the  hospital  and  have  these 
x-rays  and  laboratory  studies  done,”  when 
they  learn  that  if  they  are  not  hospitalized, 
they  themselves  may  have  to  pay  for  these 
studies  and  examinations.  Any  doctor  who 
admits  a patient  to  the  hospital  in  order  that 
the  patient  can  collect  insurance  fees,  there- 
by being  in  collusion  with  the  patient,  is 
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guilty  of  malpractice  and  is  dishonest.  The 
utilization  of  hospital  insurance  in  the  State 
of  Virginia  is  as  high  or  higher  than  any  of 
our  surrounding  states,  and  it  is  up  to  us 
doctors  to  police  and  correct  this  abuse. 

Tonight  several  different  proposals  will  be 
brought  to  you  from  the  Blue  Shield  Board. 
One  of  them  is  that  Blue  Shield  shall  pay 
the  interns  and  residents  of  the  large  teach- 
ing hospitals,  for  only  in  this  way  can  these 
hospitals  obtain  fees  to  carry  on  their  pro- 
grams, and  only  in  this  way  will  there  be 
sufficient  number  of  patients  to  teach  the 
students  and  house  staff.  The  medical  schools 
are  the  ones  who  are  backing  this  proposi- 
tion. While  it  may  have  some  merit,  I think 
it  might  be  wise  to  say  to  these  medical 
schools  that  they  are  trying  "to  have  their 
cake  and  eat  it  too”.  The  number  of  house 
staff  officers  in  these  institutions  is  very 
large,  and  the  proportion  of  patients  per 
house  staff  officer  is  quite  small.  Rather  than 
trying  to  maintain  such  a tremendous  house 
staff,  it  would  seem  to  me  more  logical  and 
practical  if  the  medical  schools  would  co- 
operate with  the  surrounding  efficient  and 
approved  hospitals  and  farm  out  some  of 
their  house  officers  to  these  institutions.  In 
this  way  these  young  doctors  would  then 
have  adequate  patients  on  which  to  practice 
and  learn.  They  could  observe  how  prac- 
tice is  done  in  communities  other  than  a 
medical  center,  and  they  would  be  taught 
in  the  ways  of  actual  clinical  medicine  from 
the  clinician’s  standpoint,  and  not  from  the 
research  and  investigative  standpoint.  I be- 
lieve that  the  average  young  man  who  comes 
out  of  the  large  teaching  institution  would 
be  greatly  benefited  by  such  a coordinated 
program.  It  would  certainly  help  medicine 
in  the  State  of  Virginia  and  the  communi- 
ties. It  is  my  opinion  that  the  medical 
schools  should  spend  more  time  preparing 
young  doctors  to  be  clinicians  rather  than 
teaching  all  of  them  to  be  purely  research 
fellows  and  professors.  Members  of  the 
medical  profession  who  are  inclined  to  ac- 
cept or  promote  socialization  of  medicine 
will  be  found  most  frequently  in  the  medi- 


cal schools  and  the  teaching  institutions,  and 
frequently  the  young  doctors  come  away 
and  begin  practice  with  these  ideas  deeply 
instilled  in  them.  Association  with  the 
practicing  physicians  away  from  these  in- 
stitutions sometime  during  their  medical 
education  would  give  them  a clearer  insight 
into  the  practical  side  of  medicine  and 
better  prepare  them  for  their  future  role  as 
an  individual  practitioner.  I believe  it  would 
be  worth  our  while  to  appoint  a special 
committee  which  would  meet  with  the  au- 
thorities of  our  medical  schools  to  promote 
more  integration  of  the  medical  schools 
with  their  surrounding  hospitals  and  medi- 
cal profession. 

It  should  be  our  duty  to  stimulate  the 
younger  men  to  the  full  realization  of  the 
importance  of  devotion  to  duty  and  intel- 
lectual integrity.  In  training  our  young 
men,  we  should  not  only  instill  scientific 
knowledge,  but  we  should  also  stress  and 
teach  the  necessity  of  their  becoming  an 
integral  part  of  the  community  in  which 
they  live  and  practice.  We  should  not  lose 
sight  of  the  fact  that  what  really  counts  in 
life  is  not  how  a man  started,2  but  how  he 
finishes.  A splendid  training  imposes  great 
obligations,  but  if  it  merely  brings  a smug 
satisfaction  of  being  superior,  the  training 
has  failed.  It  has  been  said,  "As  a man  think- 
eth,  so  is  he.”  His  constant  thoughts  and 
his  earnest  desires  constitute  his  ideals.  Un- 
less a physician  strives  to  do  justly,  to  love 
mercy,  and  to  walk  humbly  with  his  pa- 
tients as  well  as  with  his  fellowman,  his  skill 
and  his  learning  are  as  a sounding  brass  and 
a tinkling  cymbal.  Efficiency  without  char- 
acter is  a poor  staff  upon  which  to  lean. 
We  must  learn  to  work  and  cooperate  with 
our  fellow  practitioners.  There  is  no  greater 
waster  of  time  nor  consumer  of  energy  than 
hatreds,  vengeance,  or  a desire  to  get  even 
for  a real  or  fancied  wrong.  If  the  doctor’s 
ideals  are  high,  and  he  manfully  tries  to 
maintain  them,  these  vices  are  kept  under 
increasingly  better  control.  It  is  a solemn 
thought  that  we  do  not  stand  still  in  build- 
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ing  our  characters.  We  will  either  make 
them  better  or  worse. 

The  art  of  the  practice  of  medicine  is 
being  overtaken  or  crowded  out  by  the 
scientific  research  practice  of  medicine.  We 
must  not  sacrifice  the  practice  of  medicine 
on  the  altar  of  research,  chemistry,  and  the 
ultramicroscope.  I suppose  many  of  you 
have  heard  of  the  comic  recording  made  by 
medical  students  of  the  University  of  North 
Carolina  several  years  ago  called  "Exsan- 
guination  Blues”  in  which  the  young  doctor 
draws  blood  from  the  patient  for  tests  until 
the  patient  is  completely  exsanguinated,  and 
the  "big  wheels”  cannot  understand  why 
the  patient  died,  but  they  have  the  satisfac- 
tion of  knowing  that  he  "died  in  balance”, 
that  is,  electrolytic  balance. 

A quotation  from  the  presidential  address 
given  before  this  Medical  Society  in  Octo- 
ber 1927  by  Dr.  J.  Shelton  Horsley3  is  still 
appropriate.  "Times  are  changing.  The  in- 
tensely personal  relationship  which  existed 
between  doctors  and  their  patients  is  waning. 
Many  of  the  older  conditions  and  customs 
are  passing,  and  new  things  are  appearing. 
Whether  or  not  we  approve,  we  cannot 
ignore  this  situation.  We  must  meet  it  as 
best  we  can.  It  is  expected  of  us  that  we 
shall  not  fail  in  this  trust,  that  we  shall  hold 
untarnished  above  the  changes  the  real  pur- 
pose of  the  medical  profession,  that  is,  the 
conquest  of  suffering  and  disease  and  the 
saving  and  prolongation  of  human  life.  So 
long  as  this  ideal  is  in  the  forefront  and  so 
long  as  doctors  keep  other  things  secondary 
and  subsidiary,  no  real  harm  can  come  to 
the  medical  profession.” 

"As  Dan  Elkin  has  said,  it  is  in  a broad  ed- 
ucation in  the  social  sciences  and  humanities 
that  a prospective  medical  student  has  an 
opportunity  to  discover  the  importance  of 
moral,  spiritual  and  scholarly  values.  Hu- 
maneness, integrity,  sympathy,  and  toler- 
ance of  fellowmen  in  all  their  strength, 
weakness,  joys  and  sorrows  are  qualities  so 
important  in  the  practice  of  medicine 
which  are  either  inherent,  or  are  capable  of 
being  developed.”  4 So  frequently  what  the 
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student  has  been  taught  in  the  laboratory 
sciences  has  no  immediate  bearing  on  80% 
of  the  countless  minor  ailments  with  which 
he  will  have  to  deal  in  the  practice  of  medi- 
cine— the  baby  with  convulsions,  the  in- 
jured finger,  the  mother  with  numerous 
children  and  a backache  and  an  ulcer  of  her 
leg,  the  truck  driver  with  a gluteal  abscess. 
These  and  many  others,  if  improperly 
treated,  may  end  the  wage-earning  days  of 
these  individuals.  These  seem  to  be  trifles 
compared  to  the  stress  syndrome  and  the 
electrolytic  imbalance,  but  to  these  patients 
they  are  of  tremendous  importance  and 
concern,  and  these  are  the  persons  who  seek 
and  request  help  and  aid  from  the  practic- 
ing physician. 

I believe  the  medical  schools  of  today  in 
admitting  their  students  are  putting  too 
much  emphasis  on  scholastic  standing.  I 
dare  say  that  many  of  us  here  in  this  room 
would  not  be  practicing  physicians  now  if 
we  had  been  admitted  solely  on  our  scho- 
lastic records.  Much  more  attention  should 
be  given  to  the  student’s  physical,  person- 
ality, moral,  and  ethical  values.  In  the  med- 
ical schools  and  in  the  house  residency 
training,  more  emphasis  should  be  placed  on 
the  art  of  the  practice  of  medicine  which  is 
now  so  sorely  neglected.  This  includes  the 
ability  to  decide  what  is  best  to  be  done,  the 
kindness  and  confidence  in  reassuring  pa- 
tients, and  in  fact  the  old,  often  neglected, 
kindly  bedside  manner.  These  will  fre- 
quently mean  much  more  to  a critically  ill 
patient  than  repeated  S.G.O.T.’s  or  other 
laboratory  studies.  There  is  an  old  proverb 
which  says,  "Through  wisdom  is  a house 
built,  and  by  understanding  it  is  established, 
and  by  knowledge  shall  the  chambers  be 
filled  with  all  precious  and  pleasant  riches.” 

To  return  to  my  first  point,  I should  like 
to  quote  from  the  report  of  our  Executive 
Secretary,  Mr.  Robert  I.  Howard.3  "Per- 
haps it  would  be  well  for  us  to  reflect  just 
a moment  on  the  role  of  a state  medical 
society  and  its  contributions  to  the  profes- 
sion, the  public  and  the  individual  physi- 
cian. Although  medical  societies  have  existed 
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for  years  (The  Medical  Society  of  Virginia 
was  founded  in  1820)  it  has  only  been  in 
the  last  fifteen  years  that  they  have  actually 
come  into  their  own  as  specialized  vehicles 
for  carrying  on  needed  activities  in  the  fields 
of  legislation,  public  relations  and  medical 
service.  Increased  activity  by  the  socialist 
bloc  has  necessitated  a comparable  increase 
in  activity  on  the  part  of  medical  societies. 
Twelve  years  ago,  the  profession  was  con- 
tent to  resort  to  defensive  measures  to  pro- 
tect the  traditional  free  practice  of  medicine. 
Now  it  is  clear  that  a passive  resistance  is 
not  enough.  The  battle  must  be  carried  to 
the  opposition — an  affirmative,  aggressive 
stand  must  be  taken.  It  is  through  state 
medical  societies  that  physicians  can  organ- 
ize, plan  and  act. 

"Since  the  Congress  has  become  the  bat- 
tleground where  eventually  will  be  decided 
the  issue  of  'socialized  medicine’,  it  is  of 
paramount  importance  that  we  know,  at  all 
times,  where  our  Virginia  delegation  stands. 
Virginia,  a traditionally  conservative  State, 
has  for  years  been  blessed  with  staunch  and 
courageous  representatives  in  the  Congress. 
This  year  is  no  exception. 

"At  the  present  time  both  Senators  can 
be  confidently  described  as  being  in  basic 
agreement  with  medicine’s  viewpoint.  In 
the  House  of  Representatives,  we  find  vir- 
tually the  same  condition  existing.  Should 
a vote  be  taken  today,  the  board  would 
record  nine  Congressmen  sharing  medicine’s 
views  and  one  probably  opposed.  No  other 
State  can  make  such  claims  for  its  Congres- 
sional representatives.” 

This  has  been  brought  about,  I believe, 
in  large  part  by  our  excellent  National  Leg- 
islative Committee  headed  by  Dr.  Vincent 
Archer  who  has  kept  Congressional  repre- 
sentatives cognizant  of  our  viewpoints  and 
have  let  them  know  how  important  it  is 
that  if  we  are  to  maintain  our  present 
method  of  practice  of  medicine,  we  must 
oppose  all  socialistic  tendencies.  However, 


on  the  other  hand,  our  representatives  tell 
us  that  we  must  not  be  just  against,  but 
we  must  take  a positive  attitude  and  pro- 
vide means  by  which  health  care,  medicine, 
and  hospitalization  will  be  within  reach  of 
all  of  our  population.  The  most  important 
thing  we  can  do  at  present  is  to  implement 
the  Kerr-Mills  Bill  by  seeing  that  proper 
legislation  is  passed  in  our  coming  session  of 
the  State  legislature  and  then  be  sure  that 
our  local  governing  bodies  will  provide 
matching  funds  so  that  those  who  need 
medical  care  will  have  it  provided  at  the 
local  level  and  not  through  the  federal  gov- 
ernment. 

In  conclusion  we  should: 

1.  Support  prepaid  voluntary  hospital 
and  medical  care  and  supervise  their 
utilization. 

2.  Implement  the  Kerr-Mills  Bill  and 
provide  matching  funds  so  that  care 
for  the  medically  indigent  will  be 
realistic. 

3.  Provide  a coordination  committee  be- 
tween the  medical  schools  and  The 
Medical  Society  of  Virginia  to  study 
better  utilization  of  patients  for  teach- 
ing and  better  staffing  of  other  hos- 
pitals with  interns  and  resident  doc- 
tors. 
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Cerebral  Angiography 

Its  Role  and  Complications 

J.  E.  BOTTON,  M.D. 
Lynchburg,  Virginia 
I.  P.  RINALDI,  M.D. 
Newport  News,  Virginia 


This  valuable  diagnostic  proce- 
dure is  widely  used.  As  the  tech- 
nique has  become  refined , dan- 
gerous complications  have  become 
infrequent. 

TN  1927,  Egas  Moniz  introduced  cerebral 

angiography  as  a new  diagnostic  pro- 
cedure. Prom  the  very  beginning,  the  dan- 
gers inherent  in  its  use  were  stressed,  to- 
gether with  the  new  possibilities  in  facili- 
tating or  establishing  the  diagnosis  of  many 
neurological  diseases.  As  for  any  other  new 
diagnostic  method,  continuous  improve- 
ments have  been  made,  especially  regarding 
the  type  of  contrast  material  injected  and 
the  new  techniques  of  injections  at  different 
levels  of  the  carotid  and  vertebral  circula- 
tions. 

The  two  most  important  groups  of  neu- 
rological diseases  in  which  cerebral  angi- 
ography plays  its  diagnostic  role  are:  (1) 

intracranial  space  occupying  lesions  and 
(2)  intra-  and  extracranial  vascular  pa- 
thology. 

In  the  first  group,  cerebral  angiography, 
interpreted  in  its  arterial,  arteriolar,  capil- 
lary and  venous  phases,  will  furnish  the  neu- 
rosurgeon positive  evidence  of  intracranial 
mass  or  lesions,  as  well  as  excellent  criteria 
of  operability  and  prognosis. 

As  far  as  vascular  lesions  are  concerned, 

From  the  Department  of  Neurological  Surgery, 
Medical  College  of  Virginia,  Richmond. 


partial  or  total  occlusion  of  the  cerebral 
arteries,  both  in  their  intra-  and  extracranial 
course,  can  only  be  ascertained  by  angi- 
ography. The  therapeutic  approach  to 
these  not  uncommon  problems  has  thus  pro- 
gressed rapidly.  Several  neurosurgical  cen- 
ters throughout  the  world  have  now  adopted 
this  procedure  as  a preliminary  diagnostic 
method  to  be  used  without  delay  in  every 
patient  suspected  to  be  suffering  from  some 
type  of  cerebrovascular  catastrophe.  Con- 
servative management  is  contemplated  only 
when  angiography  has  failed  to  reveal  lesions 
amenable  to  surgical  treatment.  Results  of 
such  an  attitude,  though  not  conclusive  as 
yet,  certainly  seem  to  be  encouraging,  thus 
offering  a brighter  future  for  such  a large 
group  of  often  fatal  or  heavily  crippling 
illnesses. 

Angiography  should  be  most  carefully 
performed  in  patients  with  severe  hyper- 
tension, with  renal  insufficiency  or  with 
diffuse  arteriosclerosis.  In  this  latter  group 
of  patients,  however,  if  a carotid  or  ver- 
tebral insufficiency  is  suspected,  this  clinical 
impression  could  be  corroborated  by  an- 
giography, This  test  should  not  be  under- 
taken on  comatose  patients  or  on  patients 
of  very  advanced  age. 

As  the  experience  in  the  field  of  cerebral 
angiography  accumulates,  its  advantages 
over  other  well  established  procedures  seem 
to  become  more  evident.  While  it  remains 
indisputable  that  ventriculography  and 
pneumoencephalography  are  two  diagnos- 
tic procedures  of  extreme  usefulness  in 
the  diagnosis  of  intracranial  diseases,  they 
still  require  rather  strict  indications  and 
precautions.  If  a tumor  or  any  other 
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space  occupying  lesion  is  detected  by  these 
tests,  immediate  surgical  intervention  must 
follow.  Furthermore,  one  must  take  into 
consideration  the  fact  that  both  ventric- 
ulography and  pneumoencephalography 
may  disturb  the  intracranial  pressure  bal- 
ance, which  in  some  instances  has  already 
reached  a critical  point,  thus  rendering  the 
operative  intervention,  which  follows,  more 
dangerous  by  encouraging  cerebral  edema 
and  herniations.  In  cases  of  cerebrovascular 
insufficiency,  air  studies  have  been  noted  to 
worsen  the  neurological  deficits.  All  these 
inconveniences  remain  rather  negligible  with 
cerebral  angiography.  After  angiography,  a 
craniotomy,  if  necessary,  can  be  quite  safely 
delayed;  if  it  has  not  conclusively  helped 
in  the  diagnosis,  one  may  eventually  sup- 
plement it  with  the  air  studies. 

We  believe  that  unless  one  is  forced  to 
proceed  with  extreme  urgency,  as  it  may 
happen  in  cases  of  rapidly  expanding  intra- 
cranial processes,  cerebral  angiography  is  a 
very  valuable  tool  to  be  used  in  the  diagnosis 
of  intracranial  lesions,  either  alone  or  in 
combination  with  ventriculography  or 
pneumoencephalography;  it  will  diagnose 
lesions  which  would  otherwise  escape  ac- 
curate localization. 

Of  course,  it  is  also  true  that  sometimes 
air  studies  may  reveal  lesions  not  demon- 
strated on  arteriography. 


Material  and  Method 

In  the  five  and  one-half  year  period  from 
January  195  5 to  the  end  of  June  1960,  at 
the  Medical  College  of  Virginia,  409  pa- 
tients have  been  subjected  to  cerebral  an- 
giography. The  total  number  of  arteries 
injected  has  been  545.  (Figs.  1 and  2)  The 

Figure  1 

Number  of  Injections  in  409  Patients 

Carotid 519 

Right 257 

Left 282 

Bilateral 108 

Vertebral 21 

Brachial 2 

Subclavian 2 

Aortic  arch 1 

Total 545 


Figure  2 

Yearly  Distribution 

Patients  Injections 


1955  33  48 

1956  38  51 

1957  63  71 

1958  72  100 

1959  124  171 

1961  (First  6 months) 79  104 

Total 409  545 


age  of  the  patients  ranged  from  four  months 
to  77  years.  (Fig.  3)  Whenever  feasible, 

Figure  3 
Age  Distribution 


Years 


Number 


0-10 14 

10-20 37 

20-30 54 

30-40 88 

40-50 99 

50-60 77 

60-70 37 

70-80 3 


409 


starting  in  1959,  we  have  preferred  to 
perform  the  test  under  local  infiltration 
anesthesia.  Prior  to  that  year,  most  of  the 
procedures  were  carried  out  under  light 
pentothal  narcosis.  As  one  can  gather 
from  the  analysis  of  the  complications,  no 
added  morbidity  has  been  encountered.  In 
fact,  in  a few  instances,  we  were  able  to 
discontinue  the  procedure  as  soon  as  un- 
toward symptoms  or  signs  developed,  thus 
saving  the  patient  from  permanent  and  cer- 
tainly more  serious  sequelae.  Only  when  the 
patient’s  cooperation  cannot  be  obtained, 
general  anesthesia  is  used.  (Fig.  4) 

Since  195  6,  we  have  used  as  contrast 
medium  a 50%  solution  of  Hypague.  Prior 
to  that,  3 5 % Diodrast  had  been  used.  The 
amount  of  dye  used  for  each  injection  never 
exceeds  10  cc.;  more  frequently  only  8 cc. 
is  used  with  excellent  filling  and  contrast. 


Figure  4 
Anesthesia 


Patients 

Percent 

General 

228 

55.7 

Regional 

36 

8.8 

Local 

145 

35.5 

Total 

409 

100.0 

In  1959-1960  (18  Months): 

General 

66 

32.5 

Local 

137 

67.5 

Total 

203 

100.0 
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Very  seldom  more  than  16  or  20  cc.  of  dye 
on  each  side  has  been  injected.  When  more 
than  one  or  two  injections  are  required,  we 
always  allow  at  least  ten  minutes  to  elapse 
between  two  injections. 

Verification  of  lesions  by  angiography : 
The  preoperative  diagnoses  in  the  409  pa- 
tients were  as  follows: 


Patients  Verified 
No.  No.  % 


Spontaneous  intracranial 
hemorrhage 
Vascular  malformation 
Cerebral  infarct  or  embolism  > 
Post-traumatic  carotid- 
cavernous  fistula 
Sturge-Weber  disease 
Intracranial  aneurysm 

Intracranial  neoplasm,  primary 
Intracranial  neoplasm,  secondary  1 
Intracranial  abscess 

Carotid  or  cerebral  insufficiency  ) 
Carotid  or  cerebral  occlusion  ( 

Convulsive  disorder 
Headaches 


146 


134 

52 

26 

23 


47  32 


21  15.7 

20  38 


Cranial  Trauma,  general 
Extradural  hematoma 
Subdural  hematoma 


20 


Miscellaneous  (multiple  sclerosis,  j 
hypertension,  etc.)  j 


In  the  group  of  vascular  diseases,  angi- 
ography scored  highest  as  far  as  accuracy  in 
localization  and  identification  of  the  lesions 
were  concerned.  In  the  group  of  spontane- 
ous intracranial  bleeding,  we  have  had  66 
patients,  whose  first  evidence  of  disease  was 
heralded  by  sudden  onset  of  headaches,  often 
accompanied  by  coma,  and  by  the  presence 
of  blood  in  the  subarachnoid  space.  In  these 
cases,  we  have  performed  angiography  as 
soon  as  the  general  condition  of  the  patients 
had  stabilized.  In  this  regard,  there  has  been 
and  still  is  a great  divergence  of  opinion.  A 
few  points  must  be  taken  into  account.  It 
is  evident  from  statistical  analysis  of  several 
groups  of  patients  with  spontaneous  intra- 
cranial hemorrhage  presenting  themselves 
with  subarachnoid  bleeding,  that  three  fac- 
tors influence  the  mortality  rate:  age,  blood 
pressure  and  state  of  consciousness  at  the 


time  of  admission.  In  patients  over  5 0 years 
of  age,  in  patients  with  hypertension  and  in 
patients  comatose  at  the  time  of  arrival  at 
the  hospital,  the  mortality  rates  are  tremen- 
dously high,  ranging  from  about  5 0%  to 
over  8 5%.  These  are  therefore  proven  fac- 
tors which  influence  prognosis.  Another 
proven  fact  is  that  most  deaths  occur  during 
the  first  24  hours  after  the  bleeding  episode 
and  that  a second  bleeding  episode  is  likely 
to  occur  within  the  second  week  after  the 
first  rupture.  Many  authors  urge  therefore 
that  angiography  be  carried  out  shortly 
after  arrival  at  the  hospital,  this  being  the 
only  way  of  lowering  the  high  death  toll.  It 
has  been  said  that  conservative  treatment  is 
no  treatment  at  all.  The  problem,  however, 
is  compounded  by  other  factors.  One  is  that, 
in  cases  of  ruptured  aneurysms,  only  about 
one-third  of  them  will  be  demonstrated  by 
angiography  if  this  investigation  is  carried 
out  during  the  first  seven  days  after  the 
bleeding  episode.  Although  it  is  hard  to 
prove  any  definite  relationship,  these  tests 
being  performed  often  on  moribund  pa- 
tients, angiography  may  possibly  precipitate 
death  in  such  patients.  If  one,  however, 
keeps  in  mind  the  contraindications  stated 
above,  namely  advanced  age,  hypertension 
and  comatose  state,  such  complications 
should  be  negligible.  It  is  our  policy  to  per- 
form angiography  three  to  seven  days  after 
the  bleeding  or  as  soon  as  the  patient’s  con- 
dition is  satisfactory.  When  a patient  is 
admitted  in  a reasonably  fair  state  of  con- 
sciousness and  in  whom  hemiplegia  and/or 
papilledema  develops,  we  believe  that  an- 
giography should  be  carried  out  almost  as 
an  emergency  procedure:  in  several  of  these 
instances  intracerebral  hemorrhage  may  oc- 
cur and  evacuation  of  the  clots  help  lower 
the  very  high  mortality  rate  resulting  from 
such  complications. 

In  five  of  the  66  patients  presenting 
themselves  with  an  initial  clinical  picture 
of  subarachnoid  bleeding,  angiography  dis- 
closed the  presence  of  a mass  lesion  which 
at  operation  was  proven  to  be  tumoral  in 
nature.  This  is  a well  recognized  entity,  but 
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it  is  not  as  widely  known  as  it  should  be. 

If  angiography  fails  to  show  the  source  of 
bleeding,  we  feel  that  the  test  should  be 
repeated  two  or  three  weeks  later.  Negative 
findings  are  also  important.  It  has  been 
found  that  the  prognosis  quod  vitam  is  sig- 
nificantly higher  in  those  patients  in  whom 
angiography  does  not  visualize  an  aneurysm. 
Angiography  is  performed  bilaterally  since 
in  approximately  10%  of  the  cases  bilateral 
aneurysms  are  found. 

Another  group  of  clinical  entities,  in 
which  cerebral  angiography  has  provided  us 
with  correct  diagnosis  and  localization,  is 
that  of  carotid  or  vertebral  stenosis  produc- 
ing ischemia.  Fifty-two  of  our  409  patients 
presented  themselves  with  a clinical  picture 
compatible  with  such  disorders.  In  20  in- 
stances we  were  able  to  demonstrate  a steno- 
sis or  occlusion  of  the  internal  carotid  artery 
at  or  just  distal  to  the  bifurcation  of  the 
common  carotid  artery.  This  subject  has 
been  extensively  developed  everywhere  in 
this  country  and  abroad,  and  the  results  by 
surgical  treatment  have  been  very  encourag- 
ing. Death  or  permanent  severe  handicaps 
caused  by  cerebrovascular  disease  certainly 
constitute  a major  problem  in  our  society. 
Up  until  a few  years  ago  all  of  the  so-called 
"strokes”  were  considered  as  problems  for 
supportive  measures  and  thought  to  be  due 
in  their  great  number  to  occlusion  of  intra- 
cerebral arteries.  Today,  we  know  that 
many  patients  suffering  from  these  clinical 
entities  have  narrowing  of  carotid  or  ver- 
tebral arteries  in  the  neck  or  at  their  origin 
from  the  aortic  arch  or  the  subclavian  ar- 
teries; they  form  a group  of  diseases  sur- 
gically manageable  and  in  large  part  curable 
if  discovered  early.  There  are  a few  clinical 
clues,  such  as  absent  or  diminished  pulsation 
in  the  neck,  bruit  over  the  stenotic  point, 
thrill  on  palpation  over  the  area,  typical 
intermittent  symptoms  and  signs  of  cerebral 
hypoxia  or  ischemia;  electroencephalog- 
raphy, digital  compression,  ophthalmody- 
namometry, may  sometimes  help  in  the 
detection  of  such  entities,  but  definitive 
diagnosis  can  be  made  only  by  angiography. 


The  angiograms  in  our  20  patients  revealed 
complete  occlusion,  just  distal  to  the  bifur- 
cation of  the  common  carotid  artery  in 
seven  patients  and  extreme  to  moderate 
narrowing  in  13  patients.  Three  of  the 
seven  patients  with  complete  occlusion  were 
operated  upon.  After  endarterectomy  and 
removal  of  the  thrombus  distal  to  the  oc- 
cluded portion,  no  back  flow  from  the  distal 
portion  of  the  internal  carotid  was  obtained: 
the  clot  had  extended  intracranially.  The 
other  four  patients  were  not  operated  upon 
at  all,  having  been  referred  to  us  with  sev- 
eral days  delay.  The  13  patients  with  nar- 
rowing of  the  internal  carotid  at  or  above 
the  bifurcation  have  completely  or  partially 
recovered  from  their  neurological  deficits 
following  endarterectomy.  Narrowing  is 
six  times  as  frequent  as  complete  occlusion 
and  in  these  latter  instances  the  prognosis 
is  much  poorer.  All  patients  with  significant 
stenosis  should  be  surgically  treated  before 
complete  occlusion  takes  place. 

Complications 

Our  experience,  as  that  of  several  authors 
in  both  American  and  European  literature, 
has  taught  us  that  cerebral  angiography  is 
not  entirely  without  dangers.  Some  compli- 
cations are  actually  due  to  unskilled  tech- 
niques; others  have  arisen  in  patients  for 
whom  the  test  was  ill-advised;  others  to  the 
contrast  media  itself.  We  feel  that  if  the 
techniques  employed  are  mastered  and  if  the 
contraindications  remembered  the  advan- 
tages of  obtaining  such  a test  in  patients 
with  neurological  disorders  outweigh  the 
complications  which  may  ensue. 

What  are  the  physiopathological  factors 
brought  into  action  by  angiography  that  will 
produce  an  untoward  reaction  culminating 
in  death?  We  believe,  as  other  authors,  that 
there  must  be  more  than  one  factor  and  cer- 
tainly those  involved  in  each  individual  case 
may  vary.  Mechanical  reasons  have  been 
invoked,  such  as  the  needling  or  even  the 
manipulation  of  the  artery  in  the  neck, 
producing  reflex  spasm  of  the  common 
carotid  or  of  the  vertebral  arteries.  Peri- 
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arterial  or  intramural  injection  of  the  dye, 
air  or  thrombotic  clot  emboli,  have  been 
reported.  More  rarely  dissection  of  the  ar- 
terial wall  by  the  needle  has  occurred.  Direct 
stimulation  of  the  intracranial  vessels  with 
production  of  severe  vasospasm,  alteration 
of  vascular  permeability  brought  about  by 
the  toxic  action  of  the  dye  upon  the  walls 
of  the  cerebral  vessels,  are  the  most  impor- 
tant events  in  the  production  of  severe 
progressive  brain  edema  and  finally  death. 

Summary 

Cerebral  angiography  has  become  one  of 
the  most  useful  diagnostic  procedures  in 
neurological  disease.  With  proper  technique 


and  care,  its  possible  complications  can  be 
reduced  to  negligible  levels,  even  more  so 
when  the  severity  of  the  serious  lesions  it 
helps  to  detect  are  considered.  In  our  series 
of  409  patients  subjected  to  angiography, 
death  occurred  in  five  cases,  but  in  none  of 
these  could  death  unquestionably  be  attrib- 
uted to  arteriography.  (Fig.  5) 

Permanent  neurological  changes  were 
noted  in  three  other  cases,  such  as  hemi- 
paresis  of  different  degrees.  Transient  com- 
plications took  place  in  ten  cases.  Most  of 
these  happened  in  the  earlier  years  covered 
by  this  study. 

Allied  Arts  Building,  Lynchburg,  Virginia 
315-73rd  Street,  Newport  News,  Virginia 


Figure  5 
Complications 


Type 

No. 

% 

Sex 

Age 

BP 

Anesthesia 

Date 

Comment 

Tracheotomy 

i 

0.2 

F 

30 

110/75 

General 

1957 

Large  hematoma  in  the  neck.  Recovered. 

Allergic 

i 

0.2 

M 

51 

130/80 

Local 

1958 

Asthmatic;  10CC  Hypaque:  Dyspnea.  Recovered 
3'. 

Generalized  seizure  after  injection  of  1%  procain  in 

Convulsion 

2 

0.5 

F 

67 

130/80 

Regional 

1957 

internal  carotid.  Easily  controlled  with  pen- 
tothal.  Recovered  promptly. 

Right  sided  twitching  for  3'.  Verified  metastasis. 

M 

50 

130/80 

Local 

1960 

Hemiparesis 

5 

1.2 

F 

47 

160/100 

Local 

1959 

Diabetes.  Eight  hours  after  test  right  hemiparesis. 

(Transient) 

Recovered  in  24  hours. 

F 

45 

190/80 

General 

1958 

Bilateral  angiography.  Right  hemiparesis  after 

test.  Recovered  in  one  week.  Diagnosis: 
Encephalitis. 

F 

26 

126/80 

General 

1955 

Right  hemiplegia  after  test.  Recovered  in  two 

weeks. 

F 

56 

160/80 

General 

1956 

Left  hemiparesis  5-6  hours  after  test.  Recovered  in 

six  days. 

M 

30 

130/90 

General 

1956 

Left  hemiparesis.  Recovered  in  24  hours.  Aneurysm 

discovered 

Hemiparesis 

3 

0.7 

F 

34 

110/80 

Regional 

1957 

Difficult  puncture.  Left  hemiparesis  discovered  six 

(Permanent) 

hours  after  test.  Partial  recovery  nine  days 
postoperatively. 

F 

70 

170/70 

Local 

1960 

Carotid  occlusion  occurred  after  test,  necessitating 

endarterectomy.  Partial  recovery  of  hemiparesis. 

F 

48 

110/70 

Local 

1960 

Difficult  puncture  resulting  in  hemiparesis;  recov- 

ered  partially. 

Lethargy 

1 

0.2 

F 

63 

130/90 

Local 

1960 

Test  followed  by  lethargy  for  several  days. 

Death 

5 

1.2 

F 

67 

190/100 

General 

1958 

Arteriogram  revealed  a fusiform  aneurysm  of  the 
carotid  siphon.  Five  hours  after  test  generalized 
seizure.  Expired  24  hours  later.  Autopsy  not 
granted. 

Four  hours  after  test  difficult  respiration  and  rapid 

F 

50 

140/80 

General 

1959 

pulse.  Death.  Autopsy  refused. 

F 

50 

130/70 

General 

1950 

Eleven  hours  postoperatively  expired.  Meningioma 

suggested  by  angiogram.  Autopsy  refused. 

F 

45 

170/80 

General 

1958 

Arteriogram  revealed  a right  frontal  mass,  probably 

hematoma.  Six  hours  postoperatively  expired. 
Autopsy:  fresh  subarachnoid  hemorrhage. 

M 

25 

120/70 

General 

1959 

Nine  hours  postoperatively  expired.  Fresh  hem- 

orrhage.  Aneurysm  not  visualized. 

Total . . . 

18 

4.2 
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The  Diagnosis  and  Treatment  of  Facial  Fractures 


As  automobile  accidents  increase, 
more  facial  fractures  are  being 
seen.  Methods  used  in  diagnosing 
and  treating  these  injuries  are 
discussed. 


ALL  PHYSICIANS  are  being  faced  with 
the  mounting  problem  of  diagnosis  and 
treatment  of  increasing  numbers  of  auto- 
mobile accident  victims.  Accidents  and 
injuries  are  rising  steadily.  Even  though  the 
National  Safety  Council  has  shown  that 
the  mortality  rate  of  automobile  accidents 
can  be  improved  approximately  sixty  per- 
cent if  the  occupants  of  the  car  use  seat- 
belts,  little  has  been  said  about  the  increas- 
ing morbidity  of  the  injuries  of  survivors. 
We  usually  see  a person  who  has  been 
thrown  forward  against  the  steering  wheel, 
dashboard  and  windshield,  sustaining  a com- 
pound facial  injury  involving  soft  tissue 
and  underlying  bony  structures.  Many  times 
even  those  wearing  belts  will  receive  severe 
facial  fractures.  It  is  therefore  extremely 
important  to  all  physicians  who  are  called 
upon  to  treat  these  badly  injured  people  to 
anticipate  facial  fractures  and  to  understand 
some  of  the  methods  of  diagnosis  and  treat- 
ment of  this  specific  injury. 

When  these  patients  are  first  seen  the 
usual  general  evaluation  of  all  injuries  should 
not  be  neglected.  Bleeding  should  be  con- 
trolled, tracheotomy  performed  if  needed, 
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shock  controlled,  other  injuries  of  head, 
chest,  abdomen,  cervical  spine  and  extremi- 
ties evaluated  and  the  usual  tetanus  and 
antibiotic  therapy  given  as  necessary.  For- 
eign bodies  and  loose  teeth  should  be  re- 
moved from  the  mouth. 

One  should  always  expect  and  look  for 
a facial  fracture  when  there  is  any  lacera- 
tion, contusion,  or  history  of  any  facial 
injury.  All  lacerations  should  be  probed 
and  the  surrounding  associated  bony  struc- 
tures examined  carefully  for  fractures.  The 
symmetrical  contour  of  the  face  is  fre- 
quently the  most  important  guidepost  of 
diagnosis.  Nasal  fractures  are  usually  ob- 
vious because  of  edema  and  an  external 
deformity.  It  is  important  to  obtain  a his- 
tory of  previous  injury.  You  may  be  rather 
embarrassed  while  attempting  to  treat  a 
deformed  nose  to  learn  that  the  patient 
received  a nasal  fracture  many  years  ago. 
Crepitation  of  the  fractured  bones  is  often 
present.  The  septum  should  also  be  exam- 
ined. Fractures  will  be  compounded  into 
the  nose  with  tears  of  the  nasal  mucosa  and 
nasal  bleeding. 

Mandibular  fractures  are  also  easily  dis- 
covered by  motion  and  tenderness  at  the 
fracture  site.  Most  mandible  fractures  are 
double  with  an  anterior  break  on  one  side 
and  a posterior  ascending  ramus  fracture 
on  the  opposite  side.  Loose  teeth  may  be 
often  noted  in  the  fracture  site.  The  mouth 
should  be  carefully  examined  for  tears  in 
the  alveolar  mucosa  near  the  fracture. 
Condylar  neck  fractures  should  be  suspected 
in  the  patient  who  has  difficulty  in  opening 
bis  mouth. 

Maxillary  fractures  are  commonly  asso- 
ciated with  crush  injuries  of  the  face.  Fre- 
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quently  one  can  demonstrate  this  fracture 
by  any  motion  in  the  front  teeth  on  manip- 
ulation. By  tapping  the  teeth  with  a coin 
or  similar  available  object,  a dull  sound  may 
denote  a crack  in  the  maxilla  adjacent  to 
the  tooth.  Palatal  lacerations  are  also  good 
indications  of  a fractured  maxilla.  Proper 
dental  occlusion  can  be  determined  by  in- 
spection or  by  asking  the  simple  question, 
"Do  your  teeth  fit  together  properly?”  Pal- 
pation of  both  cheeks  and  antral  regions 
will  demonstrate  what  we  call  "the  squashed 
egg”  sign  with  obvious  deformity  easily 
found. 

Many  maxillary  injuries  will  have  asso- 
ciated orbital  fractures.  Fortunately  if  it 
involves  only  one  side,  one  can  compare 
both  orbits  by  palpation.  Diplopia,  severe 
periorbital  ecchymoses,  and  edema  are  other 
clues  of  orbital  injury.  Subconjunctival 
hemorrhage  may  be  the  only  sign  of  an 
isolated  orbital  fracture.  Most  common  is 
the  trimalleolar  fracture  which  usually  in- 
volves the  lateral  orbital  rim  at  its  junction 
with  the  zygoma.  Severe  maxillary  fractures 
may  involve  the  anterior  orbit  and  extend 
posteriorly  along  the  orbital  floor.  It  is  very 
important  to  determine  the  complete  extent 
of  such  an  injury  because  of  the  possibility 
of  bony  fragments  in  the  posterior  orbit 
pressing  upon  the  optic  nerve.  Diminished 
or  absent  vision  is  a dangerous  clue.  We  have 
been  asked  to  see  patients  several  days  after 
a severe  accident  who  have  irreparable  dam- 
age to  their  optic  nerve  because  of  neglected 
fractures.  Their  physicians  had  become  so 
involved  with  the  other  severe  injuries  that 
little  attention  had  been  given  to  optic  nerve 
damage.  It  is  very  difficult  to  restore  lost 
vision. 

Zygomatic  fractures  are  probably  one  of 
the  most  frequent  facial  fractures.  The 
isolated  zygomatic  fracture  is  usually  the 
result  of  a direct  blow  upon  the  cheek  bone 
area  and  presents  an  obvious  depression  de- 
formity. Spot  tenderness  coupled  with  this 
depression  is  easily  noted  with  comparison 
to  the  other  normal  side. 

X-rays  are  an  important  diagnostic  aid 


in  the  evaluation  of  facial  fractures.  It  is 
necessary  to  obtain  good  quality  views  and 
frequently  they  must  be  repeated  to  con- 
firm a clinically  suspected  fracture.  X-rays 
are  usually  of  little  help  with  the  diagnosis 
of  a nasal  fracture;  however,  a dental  film 
lateral  view  will  frequently  outline  the  bony 
fragments.  Mandible  fractures  are  usually 
determined  by  anterior,  posterior,  and  right 
and  left  lateral  views.  The  Towne  View  for 
a condylar  neck  fracture  is  extremely  help- 
ful. Occasionally  one  must  obtain  lamino- 
grams  to  accurately  evaluate  the  extent  of 
condylar  neck  or  tempero  mandibular  joint 
injury. 

Maxillary  fractures  are  difficult  to  dem- 
onstrate satisfactorily  with  x-ray  because  of 
the  thin  membranous  bone.  These  "egg 
shell”  fractures  are  best  determined  by  clin- 
ical examination;  however,  mento-vertex 
stereos  and  Water’s  views  also  obtained  in 
stereo  can  delineate  many  fractures.  These 
same  views  are  useful  in  evaluating  orbital 
fractures.  Views  of  the  optic  foraminae 
attempt  to  demonstrate  any  distortion  of 
the  orbital  floor.  Zygomatic  fractures  are 
well  demonstrated  by  both  the  Towne  view 
and  Water’s  view.  Of  course  with  standard 
evaluation  of  any  facial  injury,  AP  and 
lateral  skull  x-rays  should  be  obtained  to  aid 
in  ruling  out  any  associated  skull  injury. 

Careful  reconstruction  with  the  goal  of 
perfect  anatomical  realignment  is  the  basis 
for  good  facial  fracture  repair.  Treatment 
of  facial  fractures,  with  the  exception  of 
one  instance,  can  usually  be  deferred  five 
to  ten  days  until  the  more  serious  injuries 
have  been  corrected.  However,  we  consider 
repair  within  the  first  eight  to  24  hours  as 
quite  important.  Because  of  infection  and 
increasing  edema  with  associated  distortion 
of  facial  structures,  it  is  much  simpler  and 
easier  to  obtain  a good  result  with  early 
repair.  The  tissues  of  the  face  have  a natural 
immunity  to  infection  from  the  normal 
flora  of  the  naso-pharynx  and  oral  cavities, 
but  one  should  proceed  with  primary  repair 
as  soon  as  possible.  The  one  exception  to 
any  postponement  of  the  treatment  of  a 
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facial  fracture  is  that  fracture  which  in- 
volves the  maxilla  and  affords  compression 
of  the  optic  nerve.  This  fracture  should  be 
decompressed  immediately.  Occasionally  the 
nerve  will  have  been  lacerated  by  the  bony 
fragments  and  only  partial  vision  can  be 
salvaged.  The  morbidity  is  extremely  high 
with  this  injury  if  treatment  is  not  prompt. 

Those  of  you  who  will  treat  facial  frac- 
tures should  certainly  remember  one  very 
important  point.  Many,  many  patients  have 
been  severely  deformed  by  too  extensive  and 
enthusiastic  debridement  of  fragments  of 
facial  bone.  Although  these  fragments  may 
be  completely  detached  from  their  sur- 
rounding tissues,  they  will,  if  placed  in  good 
anatomical  position,  survive.  It  is  very  dif- 
ficult to  reconstruct  the  entire  forehead  and 
lateral  orbital  wall  of  an  individual  when 
this  bone  has  been  discarded.  The  face  is 
one  portion  of  the  body  in  which  debride- 
ment should  be  performed  very  carefully 
and  only  totally  damaged  tissues  removed. 

Nasal  fractures  are  quite  often  success- 
fully treated  by  simple  digital  manipulation 
and  splinting.  You  can  frequently  hear  the 
fragments  "pop”  into  place.  If  there  are 
multiple  fragments,  moulding  them  into  a 
normal  position  may  be  necessary.  Depressed 
fragments  have  to  be  elevated  with  an  Ashe 
forceps  or  a simple  Kelly  clamp  over  which 
a protective  pad  has  been  placed.  Frequently 
the  fracture  will  extend  into  the  septum 
which  will  have  been  buckled  or  occasion- 
ally slipped  out  of  its  groove.  This  can  be 
realigned  with  the  position  of  the  septum 
and  overlying  structures  maintained  by  in- 
sertion of  small  vaseline  gauze  packs.  An 
external  nasal  splint  either  of  metal  or  ad- 
hesive or  similar  material  usually  provides 
adequate  fixation.  If  marked  depression  or 
comminution  of  the  nasal  bones  is  present, 
through  and  through  wire  fixation  anchored 
on  lead  plates  is  necessary.  In  the  severely 
depressed  nasal  fracture  which  is  usually 
coupled  with  a depression  of  the  midface 
an  outrigger  or  a plaster  headcap  with  elas- 
tic traction  to  the  nasal  bones  maintaining 
them  in  outward  normal  position  may  be 


needed.  The  fractured  nose  is  usually  stable 
within  two  to  three  weeks.  No  matter  how 
diligent  your  initial  treatment  may  be, 
many  of  these  fractures  are  difficult  to  keep 
in  perfect  alignment  and  need  osteoplastic 
rhinoplasty  reconstruction  in  the  future.  It 
is  very  important  to  mention  this  initially 
to  the  patient  so  that  they  will  understand 
if  such  a need  arises.  In  children  with  simple 
nasal  fractures  which  are  satisfactorily  re- 
aligned, you  must  also  caution  the  family 
that  occasionally  in  the  future  the  septum 
will  grow  abnormally  and  develop  distortion 
which  leads  to  airway  obstruction.  A sub- 
mucous resection  after  the  child  has  gained 
maximum  growth  usually  corrects  this  ab- 
normality. Long  term  follow-up  is  impor- 
tant. 

With  the  uncomplicated  mandible  frac- 
ture, treatment  is  usually  simple  in  patients 
having  their  full  complement  of  normal 
teeth.  Usually  interdental  wiring  with  Erich 
archbars  or  Ivy  loops  gives  complete  and 
satisfactory  stabilization  which  when  main- 
tained for  an  average  period  of  six  weeks 
is  adequate.  Edentulous  individuals  present 
more  difficult  problems.  Their  dentures  may 
serve  as  a very  satisfactory  splint.  Circum- 
ferential wiring  of  the  denture  around  the 
mandible  and  fixation  against  the  maxilla 
with  a wire  attached  through  the  nasal  spine 
around  the  mandible  will  in  most  cases  pro- 
vide good  immobilization.  External  fixation 
which  in  the  past  has  been  quite  fashionable 
in  the  treatment  of  facial  fractures  is  rap- 
idly being  replaced  by  open  reduction  and 
internal  fixation.  Great  care  must  be  exer- 
cised to  avoid  any  damage  to  the  marginal 
branch  of  the  facial  nerve.  Occasionally 
external  fixation  with  metal  splints  will  be 
needed  for  an  anatomically  reduced  con- 
dylar neck  fracture.  With  children  there  is 
still  an  important  place  for  the  headcap 
with  chin  sling  for  the  uncomplicated  man- 
dible fracture. 

Maxillary  fractures  if  severe  usually  re- 
quire the  combination  of  archbars  to  align 
the  upper  teeth  which  are  then  fixed  to  the 
posterior  aspect  of  the  zygoma  with  cir- 
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cumzygomatic  wiring.  If  the  mandible  is 
not  involved  in  the  fracture,  interdental 
wiring  is  used  with  the  mandible  serving  as 
a splint  for  the  fractured  maxilla.  Open 
reduction  and  elevation  of  the  fragments  of 
the  antrum  is  usually  necessary.  The  antrum 
is  packed  through  a buccal  sulcus  incision, 
after  the  fragments  have  been  placed  in 
proper  alignment.  Occasionally  with  a very 
severely  depressed  fracture  a headcap  with 
external  fixation  and  elastic  traction  to  ele- 
vate the  middle  face  is  necessary.  In  most 
automobile  accidents  the  force  of  the  impact 
is  delivered  upward  and  backward  so  that 
the  maxilla  is  raised  anteriorly  and  is  not 
depressed  as  much  as  one  might  expect. 

Orbital  fractures  are  very  difficult  to 
repair  unless  open  reduction  and  wiring  of 
the  fragments  is  performed.  Elevation  of 
the  orbital  floor  through  the  antrum  is  all 
that  is  necessary  if  the  inferior  orbital  rim 
is  intact.  However,  one  should  be  extremely 
careful  when  relying  on  this  method  only, 
because  after  the  pack  is  removed,  you  will 
find  the  entire  area  has  sagged  resulting  in 
a very  obvious  deformity.  The  eye  will  be 
down  and  the  patient  will  have  diplopia.  As 
we  have  stressed  and  wish  to  stress  again 
open  reduction  and  decompression  of  frag- 
ments of  the  orbital  floor  which  are  im- 
pinging upon  the  optic  nerve  is  a very 
important  and  an  extremely  necessary  meas- 
ure. Orbital  rim  and  trimalleolar  fractures 
if  not  treated  vigorously  with  open  reduc- 
tion and  stainless  steel  wiring  are  very  prone 

Recent 

W.  B.  Saunders  Company  features  the 
following  recent  books  in  their  full  page  ad- 
vertisement appearing  elsewhere  in  this  issue: 

Graham,  Sotto  and  Paloucek — Cancer  of 
the  Cervix — full  and  authoritative  cov- 
erage of  the  diagnosis  and  management 
of  cervical  cancer — from  Roswell  Park 
Memorial  Institute. 


to  give  unsatisfactory  functional  and  cos- 
metic results. 

Zygomatic  fractures  are  usually  extremely 
easy  to  elevate  through  a temporal  incision. 
With  the  Gille’s  approach  the  temporal 
muscle  is  incised  and  an  elevator  is  passed 
along  the  temporal  fascia.  Carefully  using 
the  skull  as  a fulcrum,  the  fracture  is  ele- 
vated into  position.  As  in  nasal  fractures 
frequently  one  can  hear  a "pop”  as  the 
fragments  impact.  Usually  the  anterior  and 
middle  thirds  of  this  bone  are  involved. 

In  summary  a few  "general  truths”  may 
be  stated  about  this  problem.  Fractures  of 
the  face  are  becoming  much  more  frequent 
because  of  the  increased  number  of  auto- 
mobile accidents.  They  are  frequently 
missed  in  patients  with  multiple  injuries  and 
one  should  always  remember  the  saying  of 
"you  don’t  find  them  unless  you  look  for 
them”.  Many  times  a lifesaving  tracheotomy 
is  indicated  with  severe  compound  facial 
injuries.  All  other  injuries  should  be  treated 
first  in  evaluating  patients  with  a facial 
fracture,  but  one  should  be  absolutely  sure 
that  no  evidence  of  optic  nerve  damage  by 
comminuted  orbital  floor  fragments  is  pres- 
ent. More  open  anatomical  reductions  with 
internal  fixation  are  being  performed  for 
this  problem.  In  spite  of  excellent  treatment 
frequently  secondary  plastic  surgical  recon- 
struction of  the  residual  deformity  may  be 
necessary. 

603  Medical  Tower 
Norfolk,  Virginia 

Books 

Hogan  and  Zimmerman  — Ophthalmic 
Pathology — an  atlas  and  textbook  on 
diagnosis  of  diseases  of  the  eye  and  on 
the  pathology  of  involved  tissue. 

Owen — Hospital  Ad  ministration — covers 
every  aspect  in  the  construction,  or- 
ganization and  administration  of  to- 
day’s hospitals. 
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Cancer  Trends 


Recurrent  and  Inoperable  Breast  Cancer 

The  accepted  initial  treatment  of  pri- 
mary, operable  breast  carcinoma  is  classical 
radical  mastectomy  immediately  after  his- 
tologic confirmation  of  the  diagnosis  by 
frozen  section.  As  soon  as  wound  healing 
permits,  x-ray  therapy  to  the  chest  wall, 
axilla  and  supraclavicular  space  should  be 
given  to  patients  who  have  positive  nodes. 
This  combined  therapy  results  in  cure  rates 
of  about  50  per  cent  as  judged  by  the  num- 
ber of  patients  who  survive  without  recur- 
rence for  five  to  ten  years. 

Until  recent  years,  x-ray  therapy  and 
oophorectomy  in  the  premenopausal  patient 
were  the  only  means  of  palliation  for  pa- 
tients with  inoperable  or  recurrent  breast 
carcinoma.  Various  methods  have  now  been 
developed  which  offer  more  palliation  both 
in  regard  to  diminution  and  control  of  the 
disease  and  duration  of  effectiveness  even 
though  the  indications  for  these  procedures 
at  times  are  empiric.  This  treatment  may 
be  radiation  in  the  form  of  conventional 
x-ray  therapy,  cobalt  therapy,  radioactive 
gold  or  phosphorus;  drug  therapy  by  the 
administration  of  estrogens,  androgens  or 
cortisone;  and  ablative  therapy  by  oophorec- 
tomy, adrenalectomy  or  hypophysectomy. 
Criteria  for  selection  of  a method  or  se- 
quence of  methods  which  will  provide  the 
most  benefit  to  the  patient  are  not  always 
clear.  However,  experience  has  taught  us  to 
evaluate  the  response  of  tumor  to  initial 
treatment.  This  evaluation  allows  us  to 
judge  to  some  extent  what  course  will  yield 
the  most  effective  palliation.  Each  patient 
must  be  considered  individually,  for  the 
reaction  of  disease  to  palliative  measures  is 

From  the  Department  of  Surgery,  University  of 
Virginia  School  of  Medicine,  Charlottesville,  Vir- 
ginia. 


E.  MEREDITH  ALRICH,  M.D. 

not  predictable  and  varies  from  one  patient 
to  another. 

The  premenopausal  patient  with  inoper- 
able or  recurrent  breast  carcinoma  should 
have  oophorectomy  as  the  first  palliative 
procedure.  Forty  to  50  per  cent  of  the 
patients  will  have  an  objective  remission  for 
an  average  of  about  thirteen  months.  The 
result  of  oophorectomy  serves  to  indicate 
whether  the  tumor  is  "estrogen-dependent”. 
This  determination  is  an  important  one  for, 
if  a remission  is  obtained  after  the  ovaries 
are  removed,  adrenalectomy  or  hypophysec- 
tomy at  the  time  of  relapse  which  inevitably 
occurs,  will  provide  a second  objective  re- 
mission of  twelve  to  fourteen  months  in  40 
per  cent  of  the  cases.  Analysis  of  clinical 
studies  has  shown  that  patients  who  do  not 
have  a remission  following  oophorectomy 
likewise  have  a poor  chance  of  remission 
following  either  adrenalectomy  or  hypo- 
physectomy. For  this  reason,  the  latter  pro- 
cedures are  seldom  recommended  if  removal 
of  the  ovaries  did  not  give  palliation.  In 
the  patient  with  an  equivocal  remission  of 
short  duration,  an  additional  ablative  pro- 
cedure is  usually  recommended  because  the 
chance  of  remission,  though  not  great,  is  as 
good  as  offered  by  other  means.  If  oopho- 
rectomy fails  to  effect  remission  in  the  pre- 
menopausal patient,  hormonal  therapy  may 
result  in  worthwhile  palliation  even  though 
the  chance  of  success  is  nebulous. 

The  choice  of  therapy  in  the  postmeno- 
pausal patient  is  not  so  well  defined.  The 
extent  and  area  of  involvement  and  rate  of 
progression  of  the  disease  really  determine 
the  selection  of  therapy.  Hypophysectomy 
or  adrenalectomy  (combined  with  oopho- 
rectomy if  the  patient  is  less  than  five  years 
postmenopausal)  is  recommended  for  those 
with  rapidly  progressive  disease  or  with 
areas  involved,  further  progression  of 
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which  would  likely  preclude  an  ablative 
procedure  unless  promptly  undertaken. 
Hypophysectomy  is  recommended  for  re- 
lapse after  a remission  following  adrenalec- 
tomy. Failures  after  adrenalectomy,  and 
failures  and  relapses  after  hypophysectomy 
should  be  treated  with  androgens  or  estro- 
gens. The  postmenopausal  patient  with 
slowly  progressive  disease  may  be  treated 
first  with  estrogens  or  androgens.  Four  to 
six  weeks  of  therapy  is  required  before  its 
effectiveness  can  be  evaluated.  Patients  who 
do  not  respond  should  have  adrenalectomy 
or  hypophysectomy.  If  adrenalectomy  is 
done  and  a remission  obtained,  hypophysec- 
tomy will  probably  result  in  additional  re- 
lief when  relapse  occurs. 

Radiation  therapy,  conventional  or  cobalt, 
should  be  used  for  palliation  in  postmeno- 
pausal patients  and  in  premenopausal  pa- 
tients with  relapse  after  oophorectomy  if 
the  recurrence  is  localized  and  controllable 
by  this  means.  When  this  is  not  possible, 
usually  because  of  disseminated  disease,  other 


treatment  should  be  used.  Radiation  in  con- 
junction with  other  forms  of  therapy  will 
sometimes  afford  more  useful  and  satisfac- 
tory control  of  a specific  area  of  involve- 
ment. Colloidal  gold  and  radioactive  phos- 
phorus should  be  used  to  control  ascites  and 
pleural  effusion  secondary  to  tumor  when 
other  means  are  not  effective. 

Careful  and  complete  evaluation  of  the 
patient  with  recurrent  or  inoperable  car- 
cinoma of  the  breast,  including  their  en- 
docrine status,  and  extent  of  location  and 
rate  of  progression  of  their  disease,  is  man- 
datory before  determining  the  method  of 
palliative  therapy.  The  response  to  each 
form  of  therapy  then  subsequently  governs 
the  selection  of  the  next  treatment.  This 
course  of  management  has  provided  pallia- 
tion for  periods  of  five  years  and  longer  for 
patients  whose  lesions  could  not  be  con- 
trolled otherwise  and  has  allowed  the  pursuit 
of  active,  useful  lives  free  of  pain  and  major 
disability. 


U.  S.  Leads  in  Medical  Sciences 


Never  before  in  the  999  centuries  of 
man’s  previous  existence  on  earth  has  the 
standard  of  medical  care  been  higher.  Never 
before  have  we  had  the  skills  and  the  tools 
to  cope  with  disease  more  effectively.  Never 
before  has  progress  in  the  health  sciences 
come  more  rapidly.  Whether  or  not  we  are 
ahead  of  Russia  or  the  rest  of  the  world  in 
science  generally,  I am  not  qualified  to 


judge.  But  I can  say  without  fear  of  con- 
tradiction that  we  lead  the  world  in  the 
medical  sciences,  the  invention  of  new  and 
better  drugs,  and  the  provision  made  for 
the  physical  and  mental  well-being  of  our 
American  people. — Theodore  G.  Klumpp, 
M.D.,  President,  Winthrop  Laboratories,  to 
Massachusetts  Medical  Society. 
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DOUGLAS  F.  POWERS,  M.D. 


A Children’s  Psychiatric  Hospital 
The  Virginia  Treatment  Center  for  Children 

This  Twentieth  Century  has  been  char- 
acterized by  historian,  Arnold  Toynbee,  as 
the  century  that  will  likely  be  remembered, 
"Not  as  the  one  in  which  we  had  two  world 
wars,  or  even  as  the  one  in  which  the  hydro- 
gen bomb  was  invented,  but  as  the  one  in 
which  the  idea  that  it  was  common  sense 
for  the  nations  of  the  world  to  use  new 
inventions  to  help  raise  the  standards  of 
health  and  living  throughout  the  world  was 
first  accepted  as  a matter  of  course.” 

As  a nation,  we  appear  to  be  particularly 
interested  in  the  health  and  welfare  of  our 
children,  as  evidenced  by  the  remarkable 
advances  which  have  been  made  in  so  many 
areas  relating  to  the  health  and  welfare  of 
children.  As  knowledge  about  children  in- 
creases and  areas  of  difficulty  are  defined, 
and  solutions  found  or  partially  found,  our 
interests  as  parents  and  professional  persons 
move  to  other  areas  desperately  demanding 
attention. 

This  shifting  attention  of  concerned  and 
responsible  persons  is  especially  true  in  the 
area  of  the  emotionally  disturbed  child,  (as 
the  problem  relates  to  the  child,  the  family, 
and  the  community)  and  momentum  grew 
with  the  child  guidance  movement  under 
the  sponsorship  of  the  Commonwealth  Fund 
in  the  second  quarter  of  the  century.  This 
movement  has  fanned  out  in  many  direc- 
tions and  now  constitutes  a broad  spectrum 
approach  to  the  problems  of  adaptation  of 
the  child  in  a changing  and  complex  society. 

As  a result  of  our  individual  and  collec- 
tive anxieties  about  the  emotional  well-be- 

Douglas  F.  Powers,  M.D.,  Director,  Virginia 
Treatment  Center  and  Associate  Professor  of  Child 
Psychiatry,  Medical  College  of  Virginia. 

Approved  for  publication  by  Commissioner,  De- 
partment Mental  Hygiene  and  Hospitals. 


ing  of  our  children,  we  have  been  asking 
searching  questions  about  the  origins  of 
these  quite  prevalent  emotional  disorders. 
What  are  the  constitutional  factors?  What 
are  the  factors  relating  to  parent-child  in- 
teraction? And  what  are  the  factors  relat- 
ing to  the  culture  and  environment  in  which 
we  live?  Much  has  been  learned  that  seems 
to  have  some  validity,  but  the  mountain  of 
unexplored  material  towers  over  us  at  all 
times. 

Sometimes  in  our  anxiety  to  arrive  at 
some  satisfactory  solution  in  the  least  pain- 
ful manner,  we  are  inclined  to  view  a new 
program  for  emotionally  disturbed  children 
in  a somewhat  unrealistic  manner.  That  is, 
we  want  this  new  program  to  be  one  which 
will  have  quick  and  definite  answers  for 
the  problems  confronting  us.  And,  for  a 
brief  period  of  time,  as  a result  of  our  wish- 
ful fantasy,  our  unpleasant  state  of  tension 
undergoes  a pseudo-relief.  It  is  indeed  pain- 
ful to  observe  the  emotional  disturbances 
in  children,  since  what  we  observe  in  many 
instances  touches  some  unresolved  feelings 
which  have  shadowed  us  from  our  own 
childhood.  It  is  a gross  understatement  to 
say  that  no  new  (or  old)  program  for  emo- 
tionally disturbed  children  can  come  any- 
where close  to  relieving  the  total  situation 
as  far  as  the  child  is  concerned  (and  as  far 
as  our  feelings  as  adults  are  concerned). 
Soon  after  a new  program  has  begun,  we 
must  face  up  to  this  fact. 

The  Virginia  Treatment  Center  for  Chil- 
dren, long  in  the  thinking  and  planning 
stages,  is  nearing  completion  as  far  as  the 
building  is  concerned.  Likewise,  the  difficult 
and  involved  process  of  recruiting  trained 
personnel  in  many  areas  is  underway.  It  is 
hoped  that  this  children’s  psychiatric  hos- 
pital can  open  soon  after  the  beginning  of 
the  New  Year.  The  operation  at  the  begin- 


Volume  88,  December,  1961 


709 


ning  will  be  limited,  and  as  staff  is  recruited 
and  problems  solved,  the  activities  of  the 
program  will  gradually  increase  to  capacity. 

The  program  is  expected  to  have  three 
main  dimensions:  a child-adolescent  study 
unit,  which  will  contain  the  functions  of 
the  out-patient  clinic,  the  in-patient  units 
which  will  have  an  ultimate  capacity  of  40 
beds,  and  the  day  care  unit. 

It  is  difficult  to  state  with  exactness  just 
which  children  can  be  admitted  to  the  in- 
patient service  of  the  hospital,  and  this  is 
a question  which  is  asked  most  often.  In 
very  broad  terms,  we  believe  that  we  can 
concern  ourselves  with  selected  children  such 
as:  (1)  the  child  who  needs  a period  of 

intensive  study  which  cannot  be  accom- 
plished on  an  out-patient  basis;  (2)  the 
emotionally  disturbed  child  who  has  been 
dismissed  from  school,  or  is  on  the  verge  of 
dismissal,  and  who  needs  a controlled  en- 
vironment while  the  situation  is  being 
studied;  (3)  the  child  who  becomes  dis- 
turbed in  the  face  of  a family  crisis;  (4) 
the  child  who  becomes  acutely  psychotic; 
and  ( 5 ) certain  psychophysiologic  reactions 
such  as  asthma. 

In  deciding  which  children  shall  be  ad- 
mitted to  the  in-patient  service,  the  staff 
will  have  to  take  into  consideration  many 
factors,  including  the  nature  and  severity 
of  the  problem,  and  the  patient  population 
of  the  in-patient  unit  at  any  given  time. 
Not  every  child,  by  any  means,  who  needs 
some  kind  of  residential  treatment  program 
can  be  admitted  to  these  units,  and  this  will 
be  a source  of  frustration,  not  only  to  re- 
ferral sources,  but  to  the  staff.  Therefore, 
it  is  the  responsibility  of  the  staff  to  inter- 
pret as  clearly  as  possible  in  a continuous 
manner  the  program  that  is  underway,  and 
at  the  same  time  it  becomes  the  responsi- 
bility of  referral  sources  to  take  a realistic 
view  of  what  such  a treatment  center  can 
and  cannot  accomplish. 

The  goals  of  the  Virginia  Treatment  Cen- 
ter for  Children  are  threefold,  and  they  are 
all  inter-related:  service,  teaching,  and  in- 


vestigation. In  all  three  areas  of  the  total 
operation,  appropriate  service  must  be  given 
whenever  it  is  within  the  ability  of  the 
center  to  do  so.  However,  it  is  not  sufficient 
to  give  service  alone  to  a limited  number 
of  children,  but  attention  must  be  given  to 
training  younger  persons  in  the  various  fields 
concerned  with  child  care.  It  is  expected 
that  as  the  program  progresses  the  center 
will  be  involved  in  teaching  as  it  relates  to 
medical  students,  psychiatric  and  pediatric 
residents,  nurses,  teachers,  social  workers, 
psychologists,  and  others. 

With  a capable  full-time  staff  represent- 
ing these  many  disciplines,  we  should  be  in 
position  to  proceed  in  different  areas  in  a 
program  of  inquiry  directed  toward  under- 
standing the  origins  of  and  improving  treat- 
ment techniques  for  the  emotionally  dis- 
turbed child  and  his  family. 

For  such  a program  to  succeed,  it  cannot 
be  expected  to  reach  maturity  in  a fort- 
night. A child  is  expected  to  sit  alone, 
crawl,  stand  and  walk  before  it  runs.  Fur- 
ther, such  a children’s  psychiatric  hospital 
cannot  function  in  isolation,  but  must  be 
continually  related  to  the  family  and  the 
community  from  which  the  child  is  referred, 
and  the  short-term  treatment  program  at 
the  center  must  be  related  to  other  programs 
for  children  throughout  our  State.  There 
should  not  be  rivalry,  but  a complementing 
of  the  related  programs.  At  all  times  the 
goal  of  returning  the  child  to  his  family 
whenever  possible  and  as  early  as  possible 
must  remain  in  focus.  For  the  family, 
though  giving  the  appearance  of  crumbling 
at  times,  still  remains  our  most  stable  and 
meaningful  institution. 

The  thoughtfulness  and  foresight  of  the 
people  of  Virginia  in  establishing  a children’s 
psychiatric  hospital  is  to  be  commended; 
but  the  establishment  of  such  a hospital 
must  be  viewed  as  a brave  effort  at  contrib- 
uting to  some  resolution  of  difficulties  in  a 
Herculean  task,  not  as  a quick  answer  to 
a problem  which  has  no  quick  answer. 
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This  kind  of  program,  without  doubt, 
can  be  of  much  service  to  many  children. 
It  is  to  be  hoped  that  it  can  make  a contri- 
bution to  further  understanding  as  a result 
of  inquiry,  and  it  is  conceivable  that  with 


a broad-based  and  well-founded  teaching 
program  related  to  the  work  of  many  pro- 
fessional disciplines  with  children  that  the 
far-reaching  beneficial  result  could  exceed 
anything  that  any  of  us  can  visualize  today. 


Impaired  Health  on  Ladder  to  Success 


Young  men  who  work  their  way  up  to 
managerial  positions  were  found  to  have 
poorer  health  than  executives  who  step  into 
their  jobs  from  college,  a study  has  revealed. 

The  study,  reported  in  the  July  29th 
Journal  of  the  American  Medical  Associa- 
tion, was  made  by  Drs.  William  N.  Chris- 
tenson and  Lawrence  E.  Hinkle,  Jr.,  New 
York  City. 

Subjects  of  the  study  were  139  men  be- 
tween the  ages  of  22  and  32,  all  of  whom 
were  managerial  employees  in  the  same  cor- 
poration with  incomes  of  from  $6,000  to 
$10,000  a year.  Fifty-five  of  the  men  were 
fairly  recent  college  graduates  who  had  been 
hired  as  managers  in  one  segment  of  the  com- 
pany. The  other  84  men  were  high  school 
graduates  who  had  risen  from  the  ranks. 

The  latter  group  displayed  more  syn- 
dromes of  many  types,  both  acute  and 
chronic.  Although  the  vast  majority  of  these 
illnesses  occurring  during  the  year-long 
study  normally  would  not  have  come  to  the 
attention  of  a physician,  "these  men  were 
significantly  more  impaired  by  their  ill- 
nesses.” "Their  estimated  risk  of  death  from 
illness  during  the  year,  though  quite  small, 
was  distinctly  greater  than  that  of  the  other 
group.” 

These  young  men  also  displayed  signifi- 
cantly more  of  the  signs  commonly  thought 
to  be  indicative  of  eventual  high  blood  pres- 
sure and  hardening  of  the  arteries  as  well  as 
premonitory  signs  of  other  serious  diseases. 

Although  superficially  the  two  groups 
were  different  only  in  education  and  in  the 
way  they  had  attained  their  present  posi- 
tions, an  intensive  study  revealed  many  di- 
vergencies in  background. 

With  few  exceptions,  the  college  gradu- 


ates were  fourth-generation  Americans,  the 
sons  of  managers,  proprietors,  and  white- 
collar  workers,  who  had  at  least  a high- 
school  education  and  often  more,  the  re- 
searchers said.  They  had  grown  up  in  fami- 
lies of  middle  to  high  income,  in  medium  to 
substantial  neighborhoods,  it  was  found. 

The  other  men  were  sons  or  grandsons 
of  immigrants.  Their  fathers  had  been 
skilled  and  unskilled  laborers,  who  had,  on 
the  average,  a grammar-school  education  or 
less.  These  men  had  grown  up  in  modest 
to  substandard  neighborhoods  in  families  of 
low  income. 

This  meant  that  the  college  men  at  pres- 
ent were  living  and  working  in  a social 
environment  with  which  they  had  a lifetime 
of  familiarity  while  the  high  school  gradu- 
ates were  living  and  working  in  a different 
social  environment,  one  which  they  per- 
ceived as  new,  unfamiliar,  and  full  of  chal- 
lenges. The  life  situations  of  the  high  school 
graduates  appear  to  have  presented  many 
more  challenges,  threats,  and  demands. 

"They  had  married  earlier,  and  they  had 
more  dependents.  They  had  more  domestic, 
financial,  and  interpersonal  difficulties — 
more  illnesses  in  the  family,  debts,  domestic 
discord,  dependent  relatives,  and  so  on.  A 
few  more  of  them  were  holding  jobs  in  addi- 
tion to  their  full-time  jobs;  many  more  of 
them  were  taking  vocational  training;  more 
were  (or  had  been)  attending  college.” 

The  study  shows  that  there  are  many  fac- 
tors involved  in  the  interaction  between 
man  and  society.  It  emphasizes  the  danger 
of  linking  any  one  factor,  such  as  physical 
activity,  with  any  one  disease,  such  as  hard- 
ening of  the  arteries,  without  considering  the 
potential  role  of  many  other  variables. 
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The  First  National  Congress  on  Medical 

Quackery 

Another  "first”  was  a most  important 
meeting  held  in  Washington  on  October 
6-7,  1961,  the  National  Congress  on  Medical 
Quackery,  sponsored  by  the  American  Med- 
ical Association  and  the  Food  and  Drug 
Administration  of  the  Department  of 
Health,  Education,  and  Welfare.  The  pur- 
pose of  the  meeting  was  to  intensify  the 
fight  against  quacks  who  prey  on  the  public 
to  the  extent  of  more  than  a billion  dollars 
a year. 

The  American  Medical  Association  has 
fought  quacks  for  more  than  a half  century. 
Certain  government  agencies,  notably  the 
Food  and  Drug  Administration,  the  Federal 
Trade  Commission,  the  Post  Office  Depart- 
ment, and  the  Department  of  Justice,  have 
sought  to  ferret  out  quacks  and  to  bring 
them  to  justice.  These  quacks,  through  the 
sale  of  "medications”  and  devices  which 
cannot  effect  cure,  have  bled  the  American 
public.  All  of  the  above  agencies,  together 
with  certain  voluntary  health  agencies  such 
as  the  American  Cancer  Society,  the  Arthri- 
tis and  Rheumatism  Foundation  and  the 
National  Better  Business  Bureau  presented 
speakers  who  considered  various  aspects  of 
the  racket  and  the  means  that  have  been 
used  to  combat  the  same. 

The  tragedy  of  the  problem  is  that  the 
quacks  seek  those  who  are  victims  of  chron- 
ic, painful  diseases  for  which  the  medical 
profession  acknowledges  that  it  has  no  spe- 
cific treatment  and  no  promise  of  cure.  The 
chronic  diseases  which  in  the  past  belonged 
to  the  "unknown  group”  as  far  as  cause 
and  treatment  were  concerned,  but  for 
which  there  is  now  a known  cause  and  an 
accepted  treatment,  have  been  dropped  as 
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unprofitable.  Cancer  and  arthritis  cures  are 
at  the  head  of  the  list  of  their  current  ac- 
tivities. 

These  people  are  quick  to  recognize  fads 
and  to  profit  on  them  by  offering  to  the 
public  just  the  thing  to  meet  the  situation. 
Such  examples  are  vitamins,  dietary  fads, 
and  the  many  types  of  cosmetics  which  are 
directed  to  the  correction  of  many  defects, 
even  to  the  removal  of  wrinkles. 

The  Secretary  of  the  Department  of 
Health,  Education,  and  Welfare,  the  Hon. 
Abraham  A.  Ribicoff,  spoke  of  the  national 
determination  to  stamp  out  the  quack  and 
stated  that  local  news  media — newspapers, 
radio,  and  TV  stations — and  law  enforce- 
ment agencies  must  call  attention  to  quack- 
ery and  the  need  for  individuals  to  report 
those  who  are  seeking  to  sell  something  for 
which  they  are  making  suspicious  or  exag- 
gerated claims. 

Dr.  Leonard  Larson,  President  of  the 
American  Medical  Association,  said  that  the 
AMA  has  had  a special  department  of  in- 
vestigation since  1906  and  is  waging  a con- 
tinuing war  against  quackery.  He  classed 
it  as  "a  high-powered,  slick,  booming  en- 
terprise which  is  commercial,  cosmopolitan, 
and  almost  has  an  air  of  respectability.  He 
considers  it  a very  real  evil  which  hits  all, 
both  gullible  and  wise.  One  of  its  greatest 
harms  is  to  prevent  sick  people  from  having 
proper  diagnosis  and  from  receiving  neces- 
sary attention,  the  lack  of  which  might 
bring  about  death.  "Their  strangle-hold  on 
the  mind  and  pocketbook  of  the  public  must 
be  broken  through  gaining  the  confidence 
of  the  public  and  making  them  realize  their 
need  to  obtain  sound  medical  care,”  said 
Dr.  Larsen. 

The  Postmaster  General,  the  Hon.  J.  Ed- 
ward Day,  outlined  the  part  the  Post  Office 


712 


Virginia  Medical  Monthly 


plays  in  detecting  fraudulent  uses  of  the 
mails.  He  brought  out  the  fact  that  medical 
frauds  are  the  hardest  cases  to  bring  to  pros- 
ecution. These  people  can  change  the  firm’s 
name  and  addresses  so  easily;  they  have  little 
capital  invested  and  can  pull  up  stakes  and 
move  without  monetary  loss.  Some  of  them 
give  up  when  they  realize  you  have  the 
goods  on  them  and  then  start  operating  else- 
where. He  cautioned  the  medical  profession 
on  unwittingly  giving  endorsements  that  are 
used  later  when  the  product  has  been  shown 
not  to  be  what  it  has  been  represented.  The 
promoter  then  brings  out  the  endorsement 
to  give  medical  substantiation. 

The  Department  of  Justice  was  repre- 
sented by  Mr.  Herbert  J.  Miller,  Jr.,  Asssist- 
ant  Attorney  General  in  Charge,  Criminal 
Division,  who  stated  that  his  department 
works  closely  with  Food  and  Drug  Admin- 
istration. The  latter  makes  investigations, 
has  them  reviewed  by  the  legal  counsel  of 
the  Department  of  Health,  Education,  and 
Welfare,  which  then  refers  them  to  the  De- 
partment of  Justice  or  the  United  States 
Circuit  Court  of  the  area  involved.  Law 
enforcement  is  the  obligation  of  every  citi- 
zen. A physician  is  often  the  first  to  obtain 
knowledge  that  some  patient  is  carrying  on 
self-treatment  with  some  fraudulent  mate- 
rial; it  is  his  duty  to  report  the  same  imme- 
diately. 

The  Commissioner  of  Food  and  Drug 
Administration,  Dr.  (of  Science)  George 
P.  Larrick,  stated  that  the  chief  quackeries 
are  devices  and  drugs  for  the  alleviation  and 
"cure”  of  diseases  and  extensive,  big-time 
quackery  in  the  fields  of  foods  and  cos- 
metics. 

"There  are  today,”  he  said,  "from  three 
to  five  thousand  practitioners  who  are  treat- 
ing patients  with  electrical  devices.  The 
FDA  is  sending  out  a list  and  description 
of  30  devices  which  have  been  proved  to  be 
fake  and  are  known  to  be  in  use  locally  by 
practitioners.  More  than  one  hundred  mil- 
lion dollars  are  being  spent  annually  for 
food  fads  and  reducing  agents.  Millions  are 


attempting  self-medication  in  this  field.  The 
cosmetic  field  is  likewise  profitable.  Let  it 
be  said  that  there  are  no  creams,  lotions,  or 
drugs  that  will  turn  an  aging  skin  back  to 
that  of  a teenager  or  restore  hair  on  a bald 
head. 

In  combating  quackery  it  is  being  found 
more  and  more  that  "rigged  research”  has 
been  carried  out  to  establish  claims;  that 
is,  a study  has  been  set  up  to  sustain  the 
product  rather  than  to  determine  its  effi- 
cacy. Only  enough  is  done  to  point  in  a 
direction,  not  even  to  prove  a fact  and  have 
this  accepted  by  a reputable  medical  jour- 
nal. It  is  often  difficult  to  determine  where 
the  legitimate  ends  and  quackery  begins. 
True  scientists  are  often  unwilling  to  under- 
take research  study  to  prove  what  is  obvi- 
ously no  good.  "Why  should  I waste  my 
time?”  is  the  question  often  asked  when 
one  tries  to  get  them  to  prove  the  truth. 
But  the  truth  must  be  obtained  to  convict 
in  courts;  education  is  needed  to  enlighten 
the  public. 

The  5 0,000  door-to-door  canvassers  are 
too  many  for  the  650  inspectors  available 
today. 

The  Hon.  Paul  Rand  Dixon,  Chairman 
of  the  Lederal  Trade  Commission,  stated 
that  his  department  is  much  concerned  be- 
cause of  the  products  that  are  being  offered 
for  the  treatment  of  arthritis.  There  are 
more  than  ten  million  persons  in  this  coun- 
try who  have  arthritis  to  some  degree — 
hence  the  large  number  of  quack  drugs  and 
devices  that  are  being  directed  to  the  "cure” 
of  this  disease.  The  physicians  honestly  say 
that  the  cause  is  unknown.  The  patients  are 
willing  to  try  the  various  things  that  are 
stated  so  glibly  will  "cure”  it.  Mr.  Dixon 
commented  on  other  fields  in  which  quacks 
are  active.  He  spoke  of  the  tools  available 
to  his  department  to  combat  quackery: 
speed  and  temporary  injunctions  to  restrain 
advertising.  He  believes  that  the  FTC  should 
be  given  power  to  issue  temporary  orders 
"to  cease  and  desist,”  which  orders  should 
be  issued  by  the  Commissioner  himself. 
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Mr.  W.  W.  Goodrich,  General  Counsel 
for  the  Food  and  Drug  Administration, 
stated  that  a strong  legal  enforcement  pro- 
gram is  needed  to  combat  quackery.  The 
State  and  local  authorities  must  exercise 
their  powers  of  enforcement.  Motivation, 
demand  on  the  part  of  the  public,  is  re- 
quired to  bring  this  about,  particularly  as 
it  will  call  for  expenditure  of  more  money. 

Dr.  L.  Henry  Garland,  of  the  American 
Cancer  Society,  spoke  of  the  work  his  or- 
ganization has  done  to  combat  quackery, 
especially  in  promotion  of  and  aid  to  re- 
search to  discover  the  causes  of  cancer  and 
to  effect  cure. 

Dr.  R.  W.  Lamont-Havers,  Medical  Di- 
rector of  the  Arthritis  and  Rheumatism 
Foundation,  among  other  things  spoke  of 
"immune  milk”,  which  the  Virginia  State 
Department  of  Health  with  the  State  Board 
of  Pharmacy  a year  or  so  ago  kept  from 
"production”  and  distribution  in  this  State 
because  the  claims  made  for  it  have  not 
been  substantiated.  He  called  attention  to 
the  fact  that  25%  to  30%  of  patients  with 
arthritis  will  go  into  a period  of  remission 
regardless  of  whether  they  receive  any  medi- 
cation. 

Miss  Maye  A.  Russ,  Vice-President  of  the 
National  Better  Business  Bureau,  stated  that 
there  should  be  proof  of  claims  presented 
in  advertising  before  there  is-  dissemination 
of  the  information.  Substantiation  should 
be  made  by  persons  whose  status  as  authori- 
ties is  recognized  and  not  questionable. 
There  must  be  cooperation  of  all  agencies 
and  the  medical  profession  as  well. 

Mr.  Oliver  Field,  Director  of  the  Depart- 
ment of  Investigation,  American  Medical 
Association,  summed  up  the  signs  that  make 
us  suspect  a medical  faker:  "Beware  if  he 
uses  a special  or  secret  formula  or  machine 
that  he  claims  can  cure  diseases;  or  if  he 
guarantees  a quick  cure;  or  if  he  uses  case 
histories  or  testimonials;  or  if  he  publicly 
demands  medical  investigation  or  recogni- 
tion. And  certainly  beware  if  he  claims  he 
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is  being  persecuted  by  the  medical  profes- 
sion.” 

Dr.  Frederick  J.  Stare  of  the  Harvard 
School  of  Public  Health,  Boston,  said  that 
nutritional  quackery  has  become  one  of  the 
best  rackets  in  the  country  because  Ameri- 
cans are  the  most  health-conscious  people 
in  the  world.  Vitamins  and  health  foods 
are  not  needed  by  people  on  broad  diets; 
let  your  physician  decide.  He  stated  that 
fluoridation  of  water  may  be  the  most  valu- 
able public  health  advance  of  the  present 
years  because  it  controls  the  second  most 
prevalent  disease  condition  of  mankind. 

He  was  emphatic  in  stating  that  the  au- 
thorities who  are  responsible  for  licensing 
radio  and  TV  stations  should  take  a long, 
hard  look  at  the  ones  transmitting  medical 
misinformation  over  their  waves. 

Mr.  Milton  P.  Duffy,  Chief,  Bureau  of 
Food  and  Drug  Inspections  of  the  Califor- 
nia Department  of  Public  Health,  told  what 
is  being  done  in  his  State  to  fight  quackery 
and  how  they  proceed. 

Dr.  Harold  E.  Jervey,  Immediate  Past- 
President  of  the  Federation  of  State  Medical 
Boards  of  the  United  States,  said  that  most 
States  empower  their  Boards  of  Examiners 
to  proceed  against  those  practicing  medicine 
without  a license  but  his  group  has  not  been 
very  active  because  of  lack  of  money.  He 
feels  there  is  a crying  need  for  informed  cit- 
izenry and  through  them  a demand  for 
more  money  to  protect  humans.  There  are 
more  funds  now  available  for  the  protection 
of  animals  than  for  the  protection  of  hu- 
mans. An  aroused  medical  profession  should 
be  of  great  value. 

Few  States  have  severe  enough  punish- 
ment. "A  quack  can  undermine  health, 
possibly  cause  many  deaths,  and  get  by  with 
a fine  of  $50.00,”  he  said.  "It  is  easier  to 
eliminate  a charlatan  when  he  first  enters 
a community  before  he  has  made  friends 
and  has  established  himself.” 

Dr.  Morris  Fishbein,  representing  Science 
Editors  and  Writers,  for  many  years  with 
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the  AMA,  said  that  quacks  do  not  injure 
the  medical  profession  but  the  people;  they 
take  money,  not  from  the  medical  profes- 
sion but  from  people.  He  stated  that  "mind 
healers”  are  a new  brand  of  charlatan 
throughout  the  United  States.  He  stated 


that  concerted  efforts  on  the  part  of  agen- 
cies such  as  those  represented  at  this  Con- 
gress are  needed. 

It  was  the  consensus  that  we  do  not  need 
more  laws  than  we  already  have  but  rather 
that  we  enforce  those  that  we  do  have. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Jan.- 

Jan.- 

Oct. 

Oct. 

Oct. 

Oct. 

1961 

1960 

1961 

1960 

Brucellosis 

1 

1 

17 

34 

Diphtheria 

0 

12 

12 

25 

Hepatitis  (Infectious) 

141 

51 

1285 

724 

Measles 

47 

119 

11,656 

6423 

Meningococcal  Infections 

__  2 

5 

39 

52 

Aseptic  Meningitis 

_ 21 

8 

77 

41 

Poliomyelitis 

2 

17 

12 

33 

Rabies  (In  Animals) 

5 

13 

172 

191 

Rocky  Mt.  Spotted  Fever 

__  1 

2 

48 

38 

Streptococcal  Infections 

_325 

417 

5334 

5169 

Tularemia 

1 

0 

17 

32 

Typhoid 

4 

3 

20 

21 

Nucleomitophobia  Becomes  Popular 


The  nuclear  age  has  created  a new  phobia 
— nucleomitophobia,  or  fear  of  the  atom. 
Public  officials  are  receiving  a rash  of  calls 
for  help  from  frantic  persons  who  believe 
they  are  radioactive,  according  to  a brief 
item  in  Today’s  Health  magazine,  published 
by  the  American  Medical  Association. 

Dr.  Milton  A.  Dushkin,  medical  director 
of  North  Shore  Hospital,  Winnetka,  111., 
said  complaints  range  from  submarines  on 
Lake  Michigan  shooting  mysterious  rays  in- 


land to  women’s  hair  curlers  being  charged 
with  radiocativity  from  unidentified  flying 
objects. 

"When  a person  feels  overwhelmed  by 
feelings  of  insecurity  and  frustrations  be- 
yond his  control,  he  must  find  a scapegoat. 
Anything  popular  will  do.  Nowadays  it’s 
fashionable  for  the  emotionally  ill  to  blame 
their  confused  state  on  radioactivity  in  their 
environment.” 
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MINUTES  OF  ANNUAL  MEETING 


Council 

A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  called  to  order  by  Dr.  Guy  W. 
Horsley,  President,  at  1:00  P.M.  on  Sunday,  October 
8,  1961,  at  the  Hotel  John  Marshall,  Richmond. 
Attending  were:  Dr.  Russell  Buxton,  Dr.  Allen 

Barker,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry  Warthen, 
Dr.  Fletcher  J.  Wright,  Jr.,  Dr.  Paul  Hogg,  Dr. 
K.  K.  Wallace,  Dr.  Thomas  W.  Murrell,  Jr.,  Dr.  A. 
Tyree  Finch,  Jr.,  Dr.  William  N.  Thompson,  Dr. 
Alexander  McCausland,  Dr.  Dennis  P.  McCarty, 
Dr.  James  G.  Willis,  Dr.  W.  Fredric  Delp  and  Dr. 
Richard  E.  Palmer.  Also  in  attendance  were:  Dr. 

W.  C.  Elliott,  2nd  Vice  President;  Dr.  Vincent  W. 
Archer,  Delegate  to  AMA;  Dr.  W.  Linwood  Ball, 
Delegate  to  AMA;  Dr.  John  C.  Watson,  President, 
State  Board  of  Medical  Examiners;  Dr.  Russell  M. 
Cox,  Secretary-Treasurer,  State  Board  of  Medical 
Examiners;  Dr.  J.  D.  Hagood,  Chairman  of  the 
Legislative  Committee;  Mr.  John  Duval,  attorney 
for  the  Society;  Mr.  Robert  Denzler,  Executive  Di- 
rector, Virginia  Medical  Service  Association;  and 
Mr.  Richard  Nelson,  Field  Representative  of  the 
American  Medical  Association. 

Dr.  Horsley  introduced  Dr.  Benjamin  W.  Rawles, 
Jr.,  Chairman  of  the  Finance  Committee,  who  pre- 
sented a financial  report.  It  was  learned  that,  for  the 
first  time  in  many  years,  the  Society  had  a small 
excess  of  operating  expenses  over  operating  income. 
The  principal  cause  was  a sizable  and  unexpected 
drop  in  advertising  income  from  the  Virginia  Medi- 
cal Monthly.  The  drop  of  some  $11,000  was  attrib- 
uted in  part  to  certain  industry-wide  policy  adjust- 
ments made  by  pharmaceutical  companies  earlier  in 
the  year.  Dr.  Rawles  pointed  out,  however,  that  the 
Society  had  operated  well  within  the  budget  adopted 
during  the  1960  Annual  Meeting.  He  predicted  that 
advertising  income  would  rally — although  it  was 
not  expected  to  reach  the  heights  of  the  last  several 
years. 

The  proposed  budget  for  1961-62  was  then  pre- 
sented. The  budget,  as  adopted,  is  included  in  the 
minutes  of  the  first  session  of  the  House  of  Delegates. 

Council  then  heard  a proposal  that  the  Society 
entertain  members  of  the  General  Assembly  with  a 
cocktail  party  and  banquet  some  time  during  the 
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month  of  January.  It  was  agreed  that,  while  this 
proposal  had  much  to  recommend  it,  it  undoubtedly 
should  be  studied  by  the  Committee  on  Legislation. 
It  was  then  moved  that  members  of  the  Legislative 
Committee  be  consulted  and  requested  to  make 
their  thoughts  and  suggestions  known  to  the  Execu- 
tive Committee  of  Council.  This  committee  would 
then  be  empowered  to  take  such  action  as  might  be 
necessary.  The  motion  was  seconded  and  adopted. 

Considered  next  was  a proposal,  endorsed  by  the 
Committee  on  Maternal  Health,  that  Dr.  Shamburger, 
now  retired,  be  employed  to  guide  the  study  on 
maternal  deaths  jointly  sponsored  by  the  Society  and 
the  State  Department  of  Health.  Brought  out  was 
the  fact  that  the  study  has  undoubtedly  had  much 
to  do  with  reducing  the  number  of  maternal  deaths 
to  a low  of  48  last  year.  Dr.  Shanholtz  indicated 
that  special  funds  might  be  available  to  the  Society 
for  the  purpose  of  financing  the  program  under 
Dr.  Shamburger.  It  was  believed  that  the  Society 
should  also  contribute  at  least  a token  amount  to 
supplement  these  special  funds.  During  the  ensuing 
discussion  it  was  stated  that  an  alternative  would  be 
special  legislation  making  it  possible  for  the  Health 
Department  to  employ  Dr.  Shamburger. 

A motion  was  then  introduced  by  Dr.  Wright 
which  would  have  Dr.  Shanholtz  and  the  Committee 
on  Maternal  Health  confer,  if  need  be,  with  the 
Legislative  Committee  and  bring  back  a report  and 
recommendations  to  the  next  meeting  of  Council. 
The  motion  was  seconded. 

A substitute  motion  was  introduced  calling  for  a 
$100  appropriation  to  support  the  proposed  pro- 
gram. This  motion  was  seconded. 

A motion  to  amend  the  substitute  motion  by  in- 
creasing the  appropriation  to  $500  was  seconded  and 
then  defeated. 

Another  proposed  amendment  to  combine  the 
original  motion  and  the  substitute  motion  was  lost 
for  want  of  a second.  A motion  to  table  the  substi- 
tute motion  was  then  adopted. 

The  original  motion  by  Dr.  Wright  carried. 

Dr.  Watson,  speaking  for  the  Board  of  Medical 
Examiners,  reported  that  many  problems  had  been 
solved  during  the  past  year.  He  stated  that  there  is 
an  increasing  interest  in  medical  discipline  at  all 
levels,  and  that  the  Board  would  cooperate  with  The 
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Medical  Society  of  Virginia  in  every  possible  manner. 

Dr.  Cox,  also  speaking  for  the  Board,  expressed 
the  hope  that  a meeting  with  the  Society’s  Legisla- 
tive Committee  could  be  held  at  an  early  date.  He 
expressed  the  hope  that  the  annual  registration  fee 
could  be  increased  to  $3  and  that  the  per  diem  of 
Board  members  could  be  increased  from  $10  to  $2  5. 
He  also  pointed  out  certain  weaknesses  in  the  present 
procedure  of  licensing  foreign  graduates.  Certain 
exceptions  would  seem  to  require  a freer  and  more 
flexible  hand  by  the  Board. 

Council  then  reconsidered  a request  that  the  Socie- 
ty recommend  whether  the  Virginia  Medical  Service 
Association  should  revise  its  contracts  in  such  man- 
ner as  to  provide  coverage  of  certain  services  per- 
formed by  doctors  of  osteopathy  and  doctors  of 
podiatry.  Mr.  Denzler  stated  that  the  problem  was 
proving  a difficult  one  to  solve,  and  mentioned  the 
fact  that  he  had  received  a number  of  letters  from 
subscribers  on  this  very  question.  A question  was 
raised  as  to  whether  the  Society  might  change  its 
position  if  it  could  be  shown  that  Virginia  osteo- 
paths are  not  practicing  cult  medicine.  A motion 
was  then  made  approving  a special  Blue  Shield  com- 
mittee report  recommending  payment  for  such  serv- 
ices. There  was  no  second.  A motion  was  then 
adopted  directing  that  the  matter  be  tabled. 

The  president  introduced  Mr.  Richard  Nelson, 
Field  Representative  of  the  American  Medical  Asso- 
ciation, who  brought  Council  up  to  date  on  the 
King-Anderson  bill.  He  stated  that  the  outcome,  as 
far  as  the  House  Ways  and  Means  Committee  is  con- 
cerned, appears  extremely  close  at  this  time.  He 
stressed  the  need  of  obtaining  firm  commitments 
from  our  Congressmen  and  outlined  a positive  action 
program. 

A report  on  a proposed  Tappahannock  hospital, 
previously  requested  by  Council,  was  then  presented. 
It  was  brought  out  that  a non-profit  group,  com- 
posed of  four  physicians,  is  spearheading  a drive  to 
erect  a 40-50  bed  hospital  in  Tappahannock.  It  is 
estimated  that  the  community  would  contribute  two- 
thirds  of  the  necessary  cost.  It  was  mentioned  that 
the  hospital  would  then  apparently  be  completely 
owned  and  controlled  by  the  non-profit  group.  In- 
asmuch as  the  project  seems  to  have  the  support  of 
the  community,  it  was  moved  to  table  the  matter. 
The  motion  was  adopted. 

A letter  from  Mr.  J.  B.  Merritt,  Administrator  of 
Norfolk’s  Leigh  Memorial  Hospital,  was  then  read. 
The  letter  pointed  out  that  hospitals,  at  their  own 
expense,  trained  many  thousands  of  nurses.  Many  of 
these  go  into  industry,  federal  and  state  health  serv- 


ices, the  armed  forces,  state  mental  institutions,  etc. 
The  thought  was  expressed  that  since  industry  and 
the  various  governmental  agencies  must  rely  upon 
the  hospitals  to  train  the  nurses,  the  cost  should  be 
more  equally  distributed.  The  hope  was  expressed 
that  the  Society  would  support  an  effort  to  bring 
about  legislation  designed  to  assist  hospitals  with  their 
nurse  education  programs.  It  was  the  consensus  that 
more  facts  and  figures  should  be  available  before 
taking  a definite  stand  on  the  question.  It  was  be- 
lieved important  to  find  out  how  much  of  the  train- 
ing cost  is  actually  covered  by  services  contributed 
by  the  students.  A motion  was  adopted  referring  the 
question  to  the  Legislative  Committee. 

Next  on  the  agenda  was  a request  that  Council 
restate  Society  policy  concerning  the  status  of  those 
members  being  called  to  active  duty  with  the  armed 
forces.  It  was  moved  that  the  Society  continue  its 
policy  of  exempting  those  members  on  active  duty 
from  the  payment  of  annual  dues.  The  Virginia 
Medical  Monthly,  however,  would  not  be  included. 
The  motion  carried. 

The  community  service  award  for  physicians  pro- 
posed by  the  A.  H.  Robins  Company  was  then  given 
further  consideration.  Letters  from  the  Arizona  and 
Florida  State  Medical  Associations  were  read,  and 
both  indicated  that  the  award  is  held  in  high  regard. 
The  feeling  remained,  however,  that  since  The  Medi- 
cal Society  of  Virginia  had  only  recently  abolished 
the  General  Practitioner  of  the  Year  Award,  a new 
award  at  this  time  was  inadvisable.  A motion  to 
table  the  proposal  was  adopted. 

Council  then  heard  a proposal  that  a new  sched- 
ule be  adopted  for  meetings  of  Council  and  the 
House  of  Delegates  during  Annual  Meetings.  It  was 
brought  out  that  the  House  meetings  last,  more 
often  than  not,  until  very  late  in  the  evening,  and 
are  not  popular  with  many  of  the  delegates.  It  was 
suggested  that  Council  meet  at  9:30  A.M.  on  Sun- 
day morning  and  that  the  House  meet  at  2:00  P.M. 
with  a dinner  immediately  following.  Some  fear  was 
expressed  that  the  earlier  starting  time  might  work 
a hardship  on  some  Councilors  and  delegates  as  far 
as  travel  is  concerned.  After  discussing  the  pros  and 
cons  at  length,  it  was  moved  that  the  present  arrange- 
ment be  left  unchanged.  The  motion  carried. 

An  offer  by  the  Virginia  Commission  on  Consti- 
tutional Government  to  place  copies  of  the  Con- 
stitution and  Virginia  Bill  of  Rights  in  every 
physician’s  office  was  well  received.  A motion  was 
adopted  accepting  the  Commission’s  offer. 

A letter  from  Dr.  Haddock,  Chairman  of  the 
Liaison  Committee  to  the  State  Bar  Association,  was 
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read  as  a matter  of  information.  Dr.  Haddock,  com- 
menting on  the  Joint  Medico-Legal  Plan  for  Screen- 
ing Medical  Malpractice  Cases,  pointed  out  that  the 
question  of  whether  a physician  panelist  might  be 
subject  to  subpoena  had  been  taken  up  with  the 
Attorney  General.  The  Attorney  General  pointed 
out  that  physicians  need  not  be  concerned  about  be- 
ing subpoenaed  after  serving  on  an  arbitration  panel. 
Only  one  possible  exception  was  noted,  and  would 
involve  a complete  change  in  testimony  on  the  part 
of  the  plaintiff.  The  feeling  was  expressed  that  any 
physician  panel  member  should,  under  such  circum- 
stances, be  willing  to  come  to  the  defense  of  his 
fellow  physician. 

Council  then  heard  a resolution  which  placed  the 
Society  on  record  as  opposing  any  legislation  which 
would  promote  socialized  medicine  by  proposing  to 
provide,  without  thought  or  regard  of  need,  medical 
care  to  that  segment  of  our  population  sixty-five 
years  of  age  and  over,  and  which  in  addition  would 
not  clearly  provide  for  local  or  state  government 
administration.  Attention  was  called  to  a resolution 
opposing  communism  prepared  by  the  Richmond 
delegation,  and  it  was  moved  that  the  two  be  com- 
bined and  presented  to  the  House  of  Delegates.  The 
motion  carried. 

A resolution  putting  the  Society  on  record  as 
believing  that  Social  Security  is  actuarially  unsound 
and  reaffirming  opposition  to  the  compulsory  inclu- 
sion of  physicians  under  the  Social  Security  system 
was  discussed  at  length.  A motion  to  table  was 
adopted. 

Next  on  the  agenda  was  consideration  of  a resolu- 
tion expressing  support  of  the  American  Medical 
Association.  The  resolution  was  adopted. 

A number  of  resolutions  prepared  by  delegates 
from  the  Richmond  Academy  of  Medicine  were 
brought  to  the  attention  of  Council,  but  it  was 
moved  and  adopted  that  these  be  introduced  in  the 
House  of  Delegates. 

Considered  next  was  a request  by  the  Virginia 
Safety  Association  that  the  Society  support  legisla- 
tion calling  for  supplemental  State  funds  to  assist 
Virginia’s  high  schools  with  their  driver  education 
classes.  It  was  moved  that  the  request  be  referred  to 
the  Legislative  Committee  for  further  study.  The 
motion  carried. 

Council  was  acquainted  with  a request  from  Air 
France  that  the  Air  Line  be  permitted  to  arrange  an 
European  tour  for  members  of  the  Society.  It  was 
pointed  out  that  the  tour  would  not  be  sponsored 
by  the  Society  and  that  the  announcement  would 
merely  read  "Especially  Designed  for  The  Medical 


Society  of  Virginia”.  Similar  trips  have  already  been 
arranged  for  members  of  the  Medical  Society  of  the 
District  of  Columbia  and  the  Medical  and  Chirurgi- 
cal  Faculty  of  the  State  of  Maryland.  It  was  moved 
that  Air  France  be  granted  permission  to  use  such 
wording  in  its  brochure  with  the  express  under- 
standing that  it  denotes  no  legal  sponsorship  on  the 
part  of  the  Society.  The  motion  carried. 

A progress  report  was  then  offered  concerning  a 
savings  and  retirement  program  for  physicians.  This 
proposed  program  could  also  be  tied  to  a similar  pro- 
gram for  physicians’  employees.  While  the  program 
had  the  endorsement  of  the  Insurance  Committee,  it 
was  believed  well  to  delay  further  consideration  until 
after  the  1962  session  of  the  General  Assembly. 
Should  legislation  be  adopted  making  partnership 
associations  possible,  the  picture  might  be  changed 
to  some  extent.  It  was  agreed  that  no  action  should 
be  taken  at  this  time. 

Dr.  Shanholtz  then  discussed  the  present  policy  of 
Catawba  Sanatorium  with  reference  to  admissions. 
The  Sanatorium  only  admits  patients  having  tuber- 
culosis or  reasonably  suspected  of  having  tubercu- 
losis. He  stated  that  some  physicians  had  apparently 
been  told  that  Catawba  would  be  transformed  into  a 
chronic  disease  hospital. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

House  of  Delegates 

First  Session 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia  met  in  the  Virginia  Room  of  the  Hotel 
John  Marshall,  Richmond,  on  Sunday,  October  8, 
1961,  and  was  called  to  order  at  8:00  P.M.  by  Dr. 
Guy  Horsley,  President. 

Dr.  Horsley  introduced  Dr.  Fletcher  J.  Wright, 
Jr.,  Speaker,  who  in  turn  called  for  a report  by  Dr. 
Richard  Palmer,  Chairman  of  the  Credentials  Com- 
mittee. Dr.  Palmer  reported  a quorum  present. 

The  minutes  of  the  October,  1960,  meeting  of  the 
House  were  approved  as  published  in  the  December, 
1960,  issue  of  the  Virginia  Medical  Monthly. 

Dr.  Wright  then  introduced  Mrs.  F.  Clyde  Bedsaul, 
President  of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia.  Also  introduced  were  Mrs.  Wil- 
liam F.  Grigg,  Jr.,  President-Elect  of  the  Auxiliary, 
and  Mrs.  Kalford  W.  Howard,  President  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical  Associa- 
tion. 

The  Speaker  then  introduced  visiting  delegates 
from  allied  organizations.  Dr.  Guy  R.  Harrison, 
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Richmond,  represented  the  State  Dental  Association; 
Mr.  Charles  Green,  Bedford,  represented  the  Virginia 
Pharmaceutical  Association;  Miss  Julia  Fisher,  Rich- 
mond, represented  the  Virginia  State  Nurses  Associa- 
tion, and  Mr.  George  Bokinsky,  Petersburg,  attended 
as  President  of  the  Virginia  Hospital  Association. 

Other  special  guests  were  Mr.  William  Dalton  and 
Mr.  Yuskaitis,  Medical  College  of  Virginia  Chap- 
ter of  the  Student  AMA;  and  Dr.  John  Payne,  Vice- 
President  of  the  Medical  Society  of  the  State  of 
North  Carolina. 

Dr.  Horsley  then  delivered  his  presidential  address. 
The  address,  which  included  a request  that  provi- 
sions of  the  Kerr-Mills  bill  be  implemented  in  Vir- 
ginia, will  be  published  in  the  Virginia  Medical 
Monthly. 

The  Speaker  appointed  temporary  chairmen  from 
the  Congressional  Districts  to  meet  with  their  re- 
spective delegations  for  the  purpose  of  electing  mem- 
bers of  the  Nominating  Committee. 

The  Committee  on  Nominations  was  announced 
as  follows: 


1st  District: 
2nd  District: 
3rd  District: 
4th  District: 
5th  District: 
6th  District: 
7th  District: 
8th  District: 
9th  District: 
10th  District: 


Dr.  F.  A.  Carmines 

Dr.  George  Rector 

Dr.  William  H.  Higgins,  Jr. 

Dr.  T.  Addison  Morgan 

Dr.  F.  H.  McGovern 

Dr.  Harry  B.  Stone,  Jr. 

Dr.  Dennis  P.  McCarty 
Dr.  Guy  W.  Hollifield 
Dr.  J.  C.  Moore 
Dr.  John  T.  Hazel 


After  outlining  the  procedure  for  handling  the 
business  of  the  House,  Dr.  Wright  called  on  Dr. 
Rawles,  Chairman  of  the  Finance  Committee,  to  pre- 
sent the  proposed  budget  for  fiscal  1961-62  as  recom- 
mended by  Council. 

Dr.  Rawles  reviewed  the  Society’s  financial  situa- 
tion and  explained  how  the  loss  of  advertising  income 
in  the  Virginia  Medical  Monthly  had  affected  the 
overall  picture  for  the  year.  He  emphasized,  how- 
ever, that  the  Society  was  financially  sound  and  that 
its  future  looks  promising.  The  budget  was  then 
approved  as  follows: 


Executive  Office : 

Salaries  $ 30,476.00 

Telephone  & Telegrams 1,500.00 

Postage 2,000.00 

Stationery  & Supplies 1,350.00 

Office  Equipment 750.00 

Building  Maintenance  & Repair 6,000.00 

Convention  Expense 2,000.00 


Council  & Committees 2,000.00 

Executive  Assistant  (travel)  250.00 

Delegates  to  AMA 1,500.00 

President’s  Expense  1,000.00 

Travel  (Executive  Secretary)  1,300.00 

Virginia  Medical  Monthly 40,000.00 

Scientific  Exhibits 2,500.00 

Legal  Expense  3,500.00 

Walter  Reed  Commission 500.00 

Woman’s  Auxiliary 100.00 

Membership  dues — affiliated  agencies 200.00 

Editor — Virginia  Medical  Monthly 600.00 


Special  A ppropriations: 

Virginia  Council  on  Health  & Medical  Care  3,000.00 


American  Medical  Education  Foundation — 3,000.00 

National  Society  on  Medical  Research 250.00 

Rural  Health  Committee 500.00 

Student  AMA 250.00 

Reprints — Civil  War  Centennial  Issue 500.00 

Social  Security  Taxes 600.00 

Employees’  Retirement  Fund 3,900.00 

Miscellaneous  600.00 

Public  Relations: 

Conference  Expenses  (Senior  Day) 1,000.00 

Radio  & Press 100.00 

Literature  & Bulletions 150.00 

Miscellaneous  Projects 300.00 


Total $111,676.00 

The  Speaker  then  reported  actions  taken  by  Coun- 


cil during  its  meeting  earlier  that  afternoon. 

The  following  committee  reports,  published  in  the 
September,  1961,  issue  of  the  Virginia  Medical 
Monthly,  were  received:  Executive  Secretary-Treas- 
urer; AMA  Delegates;  Ethics;  Mediation;  Legislation; 
Public  Relations;  Medical  Education;  Walter  Reed 
Commission;  Insurance;  Conservation  of  Hearing; 
Highway  Safety;  Advisory  to  Woman’s  Auxiliary; 
Advisory  to  Medical  and  Allied  Organizations;  Re- 
habilitation; Liaison  to  State  Department  of  Wel- 
fare; Aging  and  Chronically  111;  Conservation  of 
Sight;  Medical  Advisory;  Advisory  to  Confer  with 
State  Board  of  Nurse  Examiners;  Principles  and 
Policies;  Editorial  Board;  House;  National  Emer- 
gency Medical  Service;  and  Maternal  Health. 

The  report  of  the  Judicial  Committee,  containing 
proposed  amendments  to  the  Constitution  and  By- 
Laws,  was  considered.  The  House  voted  to  amend 
the  first  sentence  of  Article  VIII  of  the  Constitution 
in  such  manner  as  to  provide  that  the  Society’s 
appointees  to  the  Board  of  Directors  of  the  Virginia 
Medical  Service  Association  become  a standing  com- 
mittee of  the  Society.  (Ratified  at  general  meeting 
on  Tuesday  morning,  October  10.) 

Proposed  amendments  to  Article  IX  of  the  By- 
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Laws  were  read  and  held  for  adoption  at  the  second 
session  on  Tuesday,  October  10.  These  amendments 
would  also  make  it  possible  for  the  Society’s  ap- 
pointees to  the  Board  of  Directors  of  the  Virginia 
Medical  Service  Association  to  become  a standing 
committee. 

The  report  of  the  Membership  Committee  was 
accepted  and  its  recommendation  that  Dr.  Guy  W. 
Horsley  be  made  an  honorary  active  member  of  the 
Society  received  a standing  vote  of  approval. 

Dr.  McGovern  then  introduced  a resolution  advo- 
cating use  of  seat  belts  which  was  referred  to 
Reference  Committee  # 1 . 

The  report  of  the  Committee  on  Radiation  Hazards 
was  accepted  and  a supplemental  report  by  Dr. 
Cooper  requesting  approval  of  proposed  regulatory 
legislation  was  referred  to  Reference  Committee  #2. 

Also  accepted  was  the  report  of  the  Blue  Shield 
Directors.  At  the  request  of  Dr.  Salley,  however,  its 
recommendations  concerning  payments  for  osteo- 
paths and  podiatrists,  payments  for  interns  and  resi- 
dents, and  the  principle  of  no-income-limit  contracts 
were  referred  to  Reference  Committee  #1. 

A supplemental  report  by  Dr.  Lynch,  Chairman 
of  the  Committee  on  Aging  and  Chronically  111,  was 
referred  to  Reference  Committee  #2. 

A supplemental  report  by  Dr.  Mapp,  Chairman  of 
the  Advisory  Committee  to  Confer  with  State  Board 
of  Nurse  Examiners,  was  then  referred  to  Reference 
Committee  #1. 

Next  to  be  accepted  was  a report  by  the  Committee 
on  Mental  Health.  Two  of  its  recommendations,  one 
concerning  consolidation  of  Blue  Cross-Blue  Shield 
Plans,  and  the  other  requesting  consideration  of 
whether  State  funds  should  be  used  in  the  construc- 
tion of  psychiatric  hospitals  in  which  private  patients 
could  be  treated,  were  referred  to  Reference  Com- 
mittee #1. 

Dr.  Southward  advised  the  House  of  a new  radia- 
tion committee  being  made  part  of  the  State  Civil 
Defense  machinery. 

Dr.  Haddock,  Chairman  of  the  Liaison  Committee 
to  the  State  Bar  Association,  then  presented  the  report 
of  his  committee.  The  report,  published  in  this  issue 
of  the  Virginia  Medical  Monthly,  was  accepted. 

The  report  of  the  Medical  Service  Committee  was 
then  presented  by  Dr.  Savage.  The  report  was  ac- 
cepted and  four  of  its  recommendations  referred  to 
Reference  Committee  #1. 

Accepted  also  was  the  report  from  the  Tubercu- 
losis Committee,  presented  by  Dr.  Drash.  The  re- 
port contained  a resolution  on  the  utilization  of  sur- 
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plus  beds  at  Blue  Ridge  Sanatorium  which  was  re- 
ferred to  Reference  Committee  #2. 

The  House  then  accepted  a report  from  the  Child 
Health  Committee  as  presented  by  Dr.  Gregory.  This 
report  is  also  published  in  this  issue  of  the  Virginia 
Medical  Monthly. 

Dr.  Starke  introduced  a resolution  concerning  ad- 
missions at  Catawba  which  was  referred  to  Reference 
Committee  #2. 

A resolution  sponsored  by  the  Lynchburg  Acad- 
emy of  Medicine,  and  having  to  do  with  the  observ- 
ance of  standard  traffic  laws  by  ambulances,  was 
also  referred  to  Reference  Committee  #2. 

A resolution  sponsored  by  the  Patrick-Henry  Medi- 
cal Society  with  reference  to  implementing  the 
provisions  of  the  Kerr-Mills  bill  was  referred  to 
Reference  Committee  #2. 

A series  of  resolutions  introduced  by  the  Richmond 
delegation  were  referred  to  Reference  Committee  #1. 
These  resolutions  covered  fall-out  shelters,  political 
responsibility,  orientation  for  medical  students,  air 
pollution  and  seat  belts. 

Dr.  Murrell  then  discussed  a report  on  sterilization 
by  the  Virginia  Advisory  Legislative  Council  and 
moved  that  it  be  endorsed  by  the  Society.  The  resolu- 
tion was  referred  to  Reference  Committee  #1. 

Dr.  Walton  introduced  a resolution  favoring  legis- 
lation enabling  physicians  and  other  professional  per- 
sons to  form  professional  corporations  for  the  purpose 
of  obtaining  certain  tax  and  pension  benefits.  The 
resolution  was  referred  to  Reference  Committee  #2. 

Dr.  Thompson  introduced  a second  resolution  bear- 
ing on  Kerr-Mills  implementation.  The  resolution 
was  referred  to  Reference  Committee  #2. 

A resolution  by  Dr.  Edwards,  urging  ^component 
medical  societies  to  meet  with  local  governmental 
bodies  in  order  to  more  effectively  handle  problems 
of  the  medically  indigent,  was  referred  to  Reference 
Committee  #2. 

Dr.  McCausland  introduced  a resolution  nomi- 
nating Dr.  Reno  Porter  as  recipient  of  the  President’s 
award  to  the  physician  who  has  done  most  to  further 
employment  of  the  physically  handicapped.  The  reso- 
lution was  referred  to  Reference  Committee  #1. 

A resolution  by  Dr.  Titus  concerning  the  roles  of 
teaching  and  community  hospitals  in  post-graduate 
training  programs  was  referred  to  Reference  Com- 
mittee #1. 

A resolution  by  Dr.  Grossmann  concerning  milk 
sanitation  control  was  referred  to  Reference  Com- 
mittee #1. 

A resolution  endorsing  Good  Samaritan  legislation, 
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previously  approved  by  Council,  was  referred  to 
Reference  Committee  #1. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Second  Session 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Fletcher  J.  Wright,  Jr., 
Speaker,  at  4:00  P.M.,  Tuesday,  October  10,  1961, 
in  the  Roof  Garden  of  the  John  Marshall. 

A quorum  was  reported  by  Dr.  Richard  Palmer, 
Chairman  of  the  Credentials  Committee. 

The  Speaker  then  presented  the  report  of  Reference 
Committee  #1.  First  to  be  considered  were  those 
matters  pertaining  to  Blue  Cross-Blue  Shield.  A rec- 
ommendation by  the  committee  that  previous  actions 
by  Council  concerning  non-payment  for  certain 
services  provided  by  doctors  of  osteopathy  and  doc- 
tors of  podiatry  be  upheld  was  approved.  Council 
had  tabled  a request  that  consideration  be  given  to 
endorsing  payment  for  such  services. 

The  House  then  approved  the  committee’s  recom- 
mendation that  it  uphold  a previous  stand  by  Coun- 
cil that  no  payment  should  be  made  for  services  pro- 
vided by  interns  and  residents.  Council  had  recom- 
mended that  the  contracts  of  the  Virginia  Medical 
Service  Association  be  left  unchanged  and  policed  as 
worded. 

Also  adopted  was  a committee  recommendation 
that  no  consideration  be  given  by  the  Virginia  Medi- 
cal Service  Association  to  no-income-limit  contracts. 

The  House  then  adopted  a recommendation  by 
the  committee  that  The  Medical  Society  of  Virginia 
urge  its  Medical  Service  Committee  to  further  ex- 
plore the  merger  of  all  Blue  Shield  Plans  into  one, 
and  all  Blue  Cross  Plans  into  one,  in  the  State  of 
Virginia. 

Adopted  next  was  a recommendation  of  the  Medi- 
cal Service  Committee  which  would  have  all  hospitals 
establish  a special  committee,  or  committees,  to  act 
as  liaison  between  physicians  and  representatives  of 
Blue  Cross  and  Blue  Shield  Plans. 

The  House  adopted  another  recommendation  of 
the  Medical  Service  Committee  which  would  have 
all  component  societies  establish  appeal  committees 
and  have  a final  appeal  committee  established  at  the 
State  level. 

The  Speaker  stated  that  a recommendation  by  the 
Medical  Service  Committee  concerning  non-payment 
of  fees  to  interns  and  residents  and  a recommendation 
by  the  Committee  on  Mental  Health  concerning  con- 
solidation of  Blue  Cross  Plans  were  considered  in 
connection  with  previous  recommendations  of  the 


Reference  Committee.  He  also  stated  that  the  ques- 
tion involving  State  funds  for  the  construction  of 
psychiatric  hospitals  which  would  permit  the  treat- 
ment of  private  patients  had  apparently  been  re- 
solved and  that  no  action  was  recommended. 

The  House  then  adopted  the  following  resolution: 

Whereas  the  automobile  seat  belt  is  now  recog- 
nized as  an  important  accessory  in  the  prevention  of 
injury  and  death  in  highway  accidents; 

Therefore  Be  It  Resolved  that  the  House  of 
Delegates  of  The  Medical  Society  of  Virginia  strongly 
recommend  the  installation  and  use  of  seat  belts  in 
the  cars  of  its  members. 

The  following  three  recommendations  of  the  Com- 
mittee to  Confer  with  the  State  Board  of  Nurse 
Examiners  were  then  adopted  in  accordance  with  the 
Reference  Committee’s  recommendation: 

Whereas  the  liaison  effected  by  this  committee  has 
seemed  to  prove  helpful  to  date,  it  has  been  suggested 
that  it  be  extended  to  organized  nursing  in  Virginia, 
inasmuch  as  the  State  Board  of  Nurse  Examiners  is, 
in  fact,  primarily  a regulatory  and  examining  agency. 
Therefore,  we  recommend: 

1.  That  The  Medical  Society  of  Virginia  change 
the  designation  of  this  committee  to  Committee 
for  Liaison  with  the  Nurse  Examiners  and 
Organized  Nursing. 

2.  That  The  Medical  Society  of  Virginia  use  its 
influence  to  the  end  that  our  larger  nursing 
schools  will  cooperate  more  freely  as  regards 
affiliations  with  the  smaller  Virginia  nursing 
schools  where  indicated,  to  the  end  that  more 
and  better  nurses  are  ultimately  produced,  and 
in  recognition  of  the  fact  that  proper  instruc- 
tion becomes  annually  a more  expensive  and 
elusive  attainment. 

3.  That  The  Medical  Society  of  Virginia  extend 
its  congratulations  and  good  wishes  to  the 
Virginia  State  Board  of  Nurse  Examiners  for 
their  sincere  and  diligent  efforts  continually  to 
improve  nursing  instruction  and  schools  in  our 
State. 

The  House  of  Delegates  then  adopted  a committee 
recommendation  that  a report  of  the  Virginia  Advi- 
sory Legislative  Council  on  sterilization  be  endorsed. 
This  report  included  a proposed  bill  which  would 
authorize  voluntary  sterilization  under  certain  con- 
ditions. 

The  following  resolution  was  adopted,  as  recom- 
mended by  the  committee: 

Whereas  there  is  no  known  defense  against  the 
direct  effects  of  atomic  bomb  strike;  and 
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Whereas  very  effective  defense  against  the  effects 
of  blast,  heat  and  fall-out  radiation  is  possible;  and 

Whereas  the  country  with  the  highest  percentage 
of  survivors  will  be  the  so-called  victor  in  any  atomic 
conflict;  and 

Whereas  the  efforts  of  the  American  people  to 
provide  for  their  personal  survival  have  been  negligi- 
ble; and 

Whereas  the  public  apathy  is  of  great  concern  to 
the  medical  profession  which  has  some  appreciation 
of  the  consequences  of  an  atomic  holocaust;  and 

Whereas  while  government  has  given  endless 
warnings  and  excellent  advice,  it  has  given  no  con- 
crete incentive  to  the  public  to  provide  fall-out 
shelters  for  their  own  protection; 

Now  Therefore  Be  It  Resolved  that  The  Medi- 
cal Society  of  Virginia  urge  immediate  legislation 
at  all  governmental  levels  which  will  provide  strong 
economic  motivation  for  the  construction  and  main- 
tenance of  fall-out  shelters; 

And  Be  It  Further  Resolved  that  The  Medical 
Society  of  Virginia  delegation  to  the  AMA  be  in- 
structed to  present  and  support  a similar  resolution 
at  the  next  meeting  of  the  AMA. 

Also  adopted,  as  recommended  by  the  committee, 
was  the  following  resolution  on  political  responsi- 
bility: 

Resolved  that  The  Medical  Society  of  Virginia 
encourage  its  members  to  be  more  politically  responsi- 
ble as  individual  physicians;  and  be  it  further 

Resolved  that  The  Medical  Society  of  Virginia 
encourage  its  members  to  join  together  in  the  forma- 
tion of  local  independent  medical  political  commit- 
tees; and  be  it  further 

Resolved  that  The  Medical  Society  of  Virginia 
members,  as  private  citizens,  take  a more  active  part 
in  local,  state  and  national  government  endeavoring 
to  create  policies  which  preserve  individual  freedom, 
free  enterprise  and  sound  representative  government; 
and  be  it  further 

Resolved  that  the  component  county  medical 
associations  of  The  Medical  Society  of  Virginia  be 
encouraged  to  further  this  program  on  the  local 
level. 

The  following  resolution  concerning  orientation  for 
medical  students  was  then  adopted  by  the  House  in 
accordance  with  a committee  recommendation: 

Whereas  some  graduates  of  Virginia  medical 
schools,  while  excellently  trained  in  the  art  and 
science  of  medicine,  begin  their  medical  careers  with 
no  information  about  or  understanding  of  the  politi- 
cal, economic,  legal  and  social  problems  of  the  medi- 
cal practitioner  and  his  professional  societies; 


Now  Therefore  Be  It  Resolved  that  The  Medi- 
cal Society  of  Virginia  recommend  to  Virginia  medi- 
cal schools,  and  assist  in  the  implementation  of, 
courses  in  medical  civics  whose  purpose  shall  be  to 
create  in  new  doctors  an  understanding  and  ap- 
preciation of  the  non-clinical  problems  which  beset 
the  practice  of  medicine  and  the  proper  roles  of  his 
professional  organizations  in  their  solution; 

And  Be  It  Further  Resolved  that  The  Medical 
Society  of  Virginia  encourage  component  societies  to 
extend  every  courtesy  to  medical  students,  interns 
and  residents  within  their  areas  by  creating  "guest 
memberships”  which  will  permit  such  students  and 
doctors  to  become  informed  about  the  activities  and 
problems  of  medical  associations  by  receiving  the 
society’s  publications  and  membership  mailings  and 
by  attending  its  meetings  as  guests. 

The  following  resolution  on  air  pollution  was 
adopted  as  recommended  by  the  committee: 

Whereas  the  microscopic  dust  as  well  as  droplets 
and  gases  that  are  the  air  pollutants  produced  by 
man  are  increasingly  being  shown  harmful  to  human 
health;  and 

Whereas  the  major  units,  such  as  refineries  and 
factories  have  already  made  excellent  gains  in  air 
pollutant  control,  while  smaller  unit  sources  are  now 
the  major  total  source; 

Now  Therefore  Be  It  Resolved  that  The  Medi- 
cal Society  of  Virginia  encourage  and  aid  in  all  possi- 
ble channels  the  further  work  of  the  Air  Pollutant 
Control  Commission. 

Also  adopted  was  the  following  resolution  on  seat 
belts,  recommended  by  the  committee: 

Whereas  many  unnecessary  deaths  could  be  pre- 
vented by  the  increased  usage  of  automobile  seat 
belts;  and 

Whereas  the  Association  of  Automobile  Manu- 
facturers has  recognized  this  to  the  extent  of  install- 
ing brackets  for  seat  belts  as  safety  equipment  in  the 
1962  models; 

Now  Therefore  Be  It  Resolved  that  The  Medi- 
cal Society  of  Virginia  send  a letter  of  commendation 
to  the  Association  of  Automobile  Manufacturers; 

And  Be  It  Further  Resolved  that  an  active  pub- 
lic relations  program  be  carried  out  for  greater  usage 
of  seat  belts  by  the  general  public; 

And  Be  It  Further  Resolved  that  local  medical 
societies  make  an  effort  to  send  letters  of  commenda- 
tion to  the  local  automobile  distributors  who  actively 
endorse  the  use  of  seat  belts. 

The  committee  then  recommended  adoption  of  the 
following  resolution  on  Dr.  Reno  Porter.  The  resolu- 
tion was  adopted: 
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Be  It  Resolved  that  we,  The  Medical  Society  of 
Virginia,  recommend  to  the  Governor’s  Committee 
on  the  Employment  of  the  Physically  Handicapped 
that  Dr.  Reno  Porter  be  given  the  annual  award  for 
his  outstanding  efforts  in  helping  handicapped  persons 
reenter  employment. 

Also  adopted,  as  recommended  by  the  committee, 
was  the  following  resolution  introduced  by  Dr.  Titus: 

Whereas  The  Medical  Society  of  Virginia  deplores 
the  present  pattern  in  Post-graduate  Medical  Educa- 
tion which  places  increasing  emphasis  on  the  cen- 
tralization of  training  activities  in  the  large  uni- 
versity centers;  and 

Whereas  in  this  trend  the  great  resources  of  our 
community  hospitals  are  being  overlooked,  four  out 
of  each  five  hospitalized  patients  are  becoming  un- 
available as  clinical  teaching  material,  service  of  the 
public  interest  is  being  injured  when  these  patients 
are  deprived  of  the  clinical  illumination  w'hich  teach- 
ing activity  affords,  and  the  future  practitioner  is 
being  deprived  of  contact  with  the  actualities  of  the 
medical  world  in  which  we  live;  and 

Whereas  bringing  into  full  use  the  community 
hospital  resources  will  require  extensive  re-examina- 
tion of  the  role  of  these  hospitals,  which  will  call 
for  a perception  that  use  of  this  potential  is  necessary 
in  a complementary  relationship  with  the  university 
centers,  and  that  this  end  cannot  be  reached  in  the 
over-simplification  of  the  present  "either-or”  choice; 

Therefore  Be  It  Resolved  that  The  Medical 
Society  of  Virginia  direct  its  delegates  to  urge  the 
American  Medical  Association  through  its  Council 
on  Medical  Education  to: 

1.  contemplate  the  differing  but  equal  importance 
of  the  university  teaching  hospitals  and  the 
community  hospitals; 

2.  base  all  policies  and  regulations  on  a realistic 
appraisal  of  these  differences; 

3.  make  the  community  hospital  an  integral  part 
of  the  Post-graduate  Medical  Training  Program 
rather  than  to  expect  the  community  hospital 
to  compete  on  a full  and  equal  basis  with  the 
university  teaching  hospital. 

The  House  then  adopted  the  following  resolution 
as  recommended  by  the  committee: 

Be  It  Resolved  that  The  Medical  Society  of  Vir- 
ginia endorse  in  principle  the  cooperative  program 
for  the  sanitary  control  of  milk  devised  by  the 
Virginia  Commissioners  of  Health  and  Agriculture 
which  is  now  in  operation  in  all  of  the  municipalities 
of  Virginia. 


Be  It  Further  Resolved  that  this  plan  be  given 
further  study  and  trial  and  should  it  prove  satis- 
factory to  the  two  State  Departments  concerned  and 
the  municipalities  that  it  be  incorporated  into  State 
law. 

Dr.  Wright  then  requested  Dr.  Kinloch  Nelson, 
Vice-Speaker  and  Chairman  of  Reference  Committee 
#2,  to  present  the  report  of  that  committee. 

It  was  the  committee’s  recommendation  that  the 
following  resolution,  prepared  by  a special  committee, 
be  adopted.  The  House  concurred: 

Whereas  Reference  Committee  #2  instructed  a 
special  sub-committee  to  prepare  and  present  to  the 
House  of  Delegates  a resolution  with  respect  to  the 
enactment  of  statutes  in  Virginia  permitting  the 
formation  of  partnership  associations  which  will 
qualify  under  Federal  law  for  taxation  as  corpora- 
tions and  thus  provide  the  privilege  of  pension  plans 
and  other  tax  advantages  for  the  partners  and  other 
employees;  and 

Whereas  The  House  of  Delegates  of  AMA  by  reso- 
lution adopted  December  5,  1957,  has  declared  that 
it  is  within  the  limits  of  ethical  propriety  for  phy- 
sicians to  join  together  as  partnerships  or  associations, 
provided  that  the  ownership  and  management  of  the 
affairs  thereof  remains  in  the  hands  of  licensed 
physicians; 

Therefore  Be  It  Resolved  that  The  Medical 
Society  of  Virginia  take  whatever  steps  are  necessary 
toward  procuring  the  enactment  of  such  statutes  at 
the  earliest  practical  time. 

Although  the  committee  recommended  adoption 
of  a combined  version  of  resolutions  on  communism 
and  health  care  for  the  aged,  the  House  voted  to 
consider  the  two  subjects  separately.  The  following 
resolution  was  then  adopted: 

Whereas  the  Congress  of  the  United  States  is 
currently  and  recurrently  considering  measures  in- 
tended to  nationalize  health  care  for  the  aged  segment 
of  our  population;  and 

Whereas  Congress  will,  if  such  nationalized  aged 
health  care  is  enacted,  project  Federal  control  of 
health  care  over  other  segments  of  the  population 
until  all  medical  care  of  all  citizens  comes  under 
Federal  domination; 

Be  It  Resolved  that  The  Medical  Society  of  Vir- 
ginia place  itself  firmly  on  record  as  opposing  any 
pending  or  future  legislation  which  would  promote 
socialized  medicine  by  proposing  to  provide,  without 
thought  or  regard  of  need,  medical  care  to  that  seg- 
ment of  our  population  sixty-five  years  of  age  and 
over,  and  which,  in  addition,  would  not  clearly  pro- 
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vide  for  local  or  state  government  administration. 

The  House  then  voted  to  table  the  other  resolution 
in  order  to  avoid  any  misunderstanding  concerning 
a tie-in  of  socialized  medicine  with  communism. 

Dr.  Leonard  Larson,  President  of  the  American 
Medical  Association,  was  introduced  and  delivered  a 
brief  address. 

Next  to  be  considered  was  a committee  recom- 
mendation that  the  proposed  amendments  to  the  By- 
Laws,  as  contained  in  the  report  of  the  Judicial  Com- 
mittee, be  adopted.  These  amendments  would  pro- 
vide that  the  Society’s  appointees  to  the  Board  of 
Directors  of  the  Virginia  Medical  Service  Association 
become  a standing  committee.  The  recommendation 
was  adopted. 

The  House  then  approved  a committee  recom- 
mendation that  the  supplemental  report  on  radiation 
hazards,  submitted  by  Dr.  Cooper,  be  accepted  and 
that  the  proposed  regulatory  legislation  be  referred 
to  the  Legislative  Committee  for  consideration. 

The  following  resolution  concerning  support  of 
the  American  Medical  Association  by  individual 
physicians  was  adopted  as  recommended  by  the  com- 
mittee: 

Whereas  numerous  efforts  by  certain  political  op- 
ponents of  the  American  Medical  Association  have 
been  made  in  recent  months  in  the  press  and  other 
media  to  discredit  the  American  Medical  Association 
by  insinuating  (or  by  stating  outright)  that  the 
Association  does  not  have  the  support  of  the  majority 
of  practicing  physicians  in  this  country  and  does  not 
represent  the  will  of  the  majority  of  practicing 
physicians  in  this  country; 

Be  It  Resolved  that  The  Medical  Society  of  Vir- 
ginia go  on  record  and  that  its  various  component 
medical  societies  be  urged  to  go  on  public  record  as 
stating  emphatically  that  the  American  Medical  As- 
sociation does,  indeed,  represent  their  will  and  desire 
and  that  the  present  leadership  of  the  American  Medi- 
cal Association  enjoys  the  complete  confidence  and 
support  of  the  entire  membership  of  The  Medical 
Society  of  Virginia. 

At  the  committee’s  recommendation,  the  House 
adopted  a resolution  sponsored  by  the  Southwestern 
Virginia  Medical  Society  requesting  that  admissions  at 
Catawba  Tuberculosis  Hospital  be  "restricted  to  cases 
of  proven  tuberculosis,  or  reasonably  suspect  for 
same”. 

A resolution  concerning  use  of  surplus  beds  at 
Blue  Ridge  Sanatorium  was  then  tabled  as  recom- 
mended by  the  committee. 

There  followed  considerable  discussion  concerning 
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the  committee’s  recommendation  to  table  a resolu- 
tion which  would  require  ambulance  drivers  to  ob- 
serve standard  traffic  laws  and  regulations.  A motion 
to  refer  the  resolution  to  the  Committee  on  Traffic 
Safety  was  adopted. 

Dr.  Nelson  reported  that  after  considering  three 
resolutions  concerning  the  Kerr-Mills  law  and  its 
implementation,  the  committee  recommended  adop- 
tion of  a substitute  resolution.  The  resolution  would 
place  the  Society  on  record  as  encouraging  the  Gen- 
eral Assembly  to  enact,  or  modify,  legislation  for 
the  purpose  of  implementing  provisions  of  the  Kerr- 
Mills  law  in  this  State.  The  resolution  was  adopted. 

Upon  the  recommendation  of  the  committee,  the 
following  resolution  was  adopted: 

Whereas  The  Medical  Society  of  Virginia  is  con- 
cerned with  the  medical  care  of  the  indigent,  and 
the  medically  indigent,  regardless  of  age;  and 

Whereas  the  State  of  Virginia  is  provided  with  a 
mechanism  to  deal  with  this  problem,  at  least  in  part, 
through  the  State  and  Local  Hospitalization  Acts; 
and 

Whereas  the  local  administration  of  these  acts  are 
frequently  carried  out  without  a realistic  knowledge 
of  the  problems  concerned;  and 

Whereas  the  practicing  local  physicians  are 
uniquely  aware  of  these  problems; 

Therefore  Be  It  Resolved  that  The  Medical 
Society  of  Virginia  urge  each  component  society  to 
petition  the  local  governments,  be  they  either  Council 
or  Board  of  Supervisors,  to  meet  with  them  in  com- 
mittee. 

Furthermore,  such  committees  would  be  continuing 
in  so  far  as  to  keep  the  governmental  bodies  advised 
on  matters  relative  to  the  medical  care  of  the  indi- 
gent and  the  medically  indigent. 

Dr.  George  Rector,  Chairman,  then  presented  the 
report  of  the  Committee  on  Nominations.  Dr. 
Fletcher  J.  Wright,  Jr.,  Petersburg,  was  the  nominee 
for  President-Elect,  and  the  Secretary  was  instructed 
to  cast  an  unanimous  ballot. 

The  House  then  elected  Dr.  M.  M.  Pinckney,  Rich- 
mond, First  Vice-President;  Dr.  Bradley  D.  Berry, 
Grundy,  Second  Vice-President;  and  Dr.  J.  A.  White, 
Virginia  Beach,  Third  Vice-President. 

The  present  Executive  Secretary-Treasurer,  Robert 
I.  Howard,  Richmond,  was  reelected. 

The  following  Councilors  were  elected: 

1st  District:  Dr.  Paul  Hogg 

3rd  District:  Dr.  Thomas  W.  Murrell,  Jr. 

4th  District:  Dr.  A.  Tyree  Finch,  Jr. 
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5th  District:  Dr.  William  N.  Thompson 
7th  District:  Dr.  Dennis  P.  McCarty 
9th  District:  Dr.  W.  Fredric  Delp 

The  House  was  advised  that  the  terms  of  Dr.  W. 
Linwood  Ball  and  Dr.  Allen  Barker  as  delegates  to 
the  American  Medical  Association  expire  on  Decem- 
ber 31st.  The  names  of  Dr.  Ball,  Dr.  Barker,  Dr. 
Salley  and  Dr.  Buxton  were  placed  in  nomination. 
There  followed  considerable  discussion  concerning  the 
correct  voting  procedure,  and  the  hope  was  expressed 
that  the  By-Laws  might  be  clarified  in  this  regard. 
The  voting  was  by  ballot  and  Dr.  Ball  and  Dr.  Barker 
were  reelected  as  delegates.  Dr.  Salley  and  Dr.  Bux- 
ton were  named  alternates. 

Dr.  Palmer  then  introduced  the  following  resolu- 
tion which  was  adopted  unanimously: 

Be  It  Resolved  that  this  body  commend  the  Com- 
mittee on  Arrangements  of  the  Richmond  Academy 
of  Medicine  for  the  truly  outstanding  job  it  has  done 
in  arranging  this  1961  Annual  Meeting; 

And  Be  It  Further  Resolved  that  the  sincere 
appreciation  of  this  body  be  made  known  to  the  staff 
of  the  John  Marshall  Hotel  for  its  cooperation  in 
helping  make  this  meeting  a most  successful  one. 

The  installation  of  Dr.  Russell  Buxton  as  President 
then  took  place,  with  Dr.  Guy  Horsley  presenting 
him  a symbol  of  his  new  office. 

Dr.  Buxton’s  first  official  act  was  to  present  Dr. 
Horsley  with  a certificate  of  appreciation  from  the 
Society. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard 

Secretary 

Approved: 

Guy  W.  Horsley,  M.  D.,  President 

Fifty  Year  Club  Members — 1961 

William  Forrest  Beckner,  M.D. 

Arthur  Sumner  Brinkley,  M.D. 

Clarence  Campbell,  M.D. 

Edward  Sidney  Carr,  M.D. 

William  Francis  Collins,  M.D. 

Francis  Randolph  Crawford,  M.D. 

Henry  Evan  Davis,  M.D. 

Thomas  Newman  Davis,  Jr.,  M.D. 

James  Erwin  Diehl,  M.D. 

Meade  Castleton  Edmunds,  M.D. 

Grossi  Hamilton  Francis,  M.D. 

George  Geddy  Hankins,  M.D. 

Harry  Harrison,  M.D. 

Martin  Barbour  Hiden,  M.D. 

Aubrey  Alphin  Houser,  M.D. 

James  Vincent  Jordan,  M.D. 


Allie  Dexter  Morgan,  M.D. 

David  Patteson  Scott,  M.D. 

Carolyn  Clark  Sherrill,  M.D. 

Frank  Pelzer  Smart,  M.D. 

Henry  Clay  Smith,  M.D. 

Members  Whose  Deaths  Have  Been  Reported 
Since  1960  Annual  Meeting 

Wilfred  Clyde  Adkerson,  M.D. 

Paul  Vernon  Anderson,  M.D. 

James  VanAllen  Bickford,  M.D. 

John  Mason  Bishop,  M.D. 

Greenville  Ramsey  Berkeley,  M.D. 

Garland  Homes  Carter,  M.D. 

Cornelius  Byrd  Courtney,  M.D. 

Carolyn  A.  Clark,  M.D. 

Elam  Adolphus  Drum,  M.D. 

Charles  Conrad  Freed,  M.D. 

Herman  Stuart  Fletcher,  M.D. 

Dewey  Lynwood  Fleshman,  M.D. 

Matthew  Christopher  Glynn,  Jr.,  M.D. 

William  Theodore  Gay,  M.D. 

William  Lett  Harris,  M.D. 

Harry  Milton  Hayter,  M.D. 

Henry  Gooch  Hammond,  M.D. 

Joseph  Raymond  Berry  Hutchinson,  M.D. 

Thomas  Edward  Jones,  M.D. 

Paul  Sadler  Kemp,  M.D. 

Thomas  Allen  Kirk,  M.D. 

Vincent  Edward  Lascara,  M.D. 

Henry  J.  Langston,  M.D. 

James  Terrell  May,  Jr.,  M.D. 

Joseph  Dunn  Osborne,  M.D. 

William  Levi  Old,  M.D. 

Orrin  King  Phlegar,  M.D. 

Samuel  Harvey  Rivers,  M.D. 

Holcombe  McGavock  Robertson,  M.D. 

Noah  Hageman  Short,  M.D. 

George  Edmund  Stone,  M.D. 

Alger  Rixey  Southall,  Jr.,  M.D. 

Wade  Hampton  Saunders,  M.D. 

Hugh  W.  Smeltzer,  M.D. 

William  Joshua  Sturgis,  M.D. 

Thomas  Nathaniel  Spessard,  M.D. 

Tivis  Colley  Sutherland,  M.D. 

John  Field  Thaxton,  M.D. 

William  Christopher  Williams,  M.D. 

Harry  Alden  Wall,  M.D. 

John  Mason  Williams,  M.D. 

The  following  committee  reports,  while  accepted 
by  the  House  of  Delegaes,  have  not  been  published 
previously. 

Medical  Service 

The  1960  House  of  Delegates  meeting  resolved  that 
the  California  Relative  Value  Schedule  be  adopted  as  a 
guide  for  the  component  societies  of  The  Medical  Society 
of  Virginia.  In  order  to  implement  and  assist  the  societies 
in  utilizing  this  schedule  if  they  desired,  copies  were 
obtained  and  forwarded  to  each  component  society  through 
the  cooperation  of  Mr.  Robert  I.  Howard.  A letter  from 
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the  Committee  stating  that  we  would  be  glade  to  attempt 
to  explain  the  Relative  Value  Schedule  to  any  society  re- 
questing that  we  do  so  was  also  sent.  Three  requests  have 
been  received;  one  of  these  will  be  fulfilled  before  this 
report  is  completed,  the  other  two  we  hope  to  fulfill  in 
the  early  fall. 

The  Subcommittee  on  Prepaid  Hospital  and  Medical 
Insurance  has  had  several  problems  referred  to  it.  These 
have  been  handled  and  disposed  of  with  satisfaction  to 
all  concerned.  This  committee  recommends  that  physicians 
who  are  having  difficulty  with  the  collection  of  insurance 
claims  when  the  patient  has  assigned  benefits  to  them 
secure  a rubber  stamp,  marked  “benefits  assigned”,  and 
apply  this  to  such  forms.  An  editorial  for  the  information 
of  physicians  throughout  the  State  is  being  prepared  for 
the  Journal.  This  committee  also  wishes  to  call  the  the 
attention  of  physicians  that  the  Subcommittee’s  services 
are  available  to  patients,  physicians  and  hospitals  where 
difficulties  are  encountered. 

A representative  of  the  committee  participated  in  the 
exercises  at  V.P.I.  for  the  awarding  of  prizes  to  mem- 
bers participating  in  the  +-H  Club  Health  Attainments 
Program.  The  Medical  Service  Committee  plans  to  review 
this  particular  program  by  consultation  with  the  director 
of  same  with  the  idea  in  mind  of  improving  public  rela- 
tions through  this  channel. 

Inquiry  was  received  regarding  the  practice  of  payment 
of  insurance  and  Blue  Shield  benefits  to  interns  and  resi- 
dents in  hospitals  in  the  State.  The  practices  of  other 
plans  have  been  reviewed.  The  committee  recommends 
that  the  previously  established  policy  of  non-payment  to 
residents  and  interns  be  continued.  It  was  the  commit- 
tee’s feeling  that  the  possibility  of  involvement  with  tax 
authorities  should  be  considered.  An  inquiry  from  the 
Virginia  Radiological  Society  is  being  referred  to  the 
Committee  on  Rehabilitation. 

An  inquiry  was  received  regarding  the  employment  of 
physicians  by  hospitals  or  others  for  indigent  care.  The 
committee  is  of  the  opinion  that  as  long  as  the  legal  re- 
quirements of  the  Medical  Practice  Act  of  the  State  of 
Virginia  are  complied  with,  there  will  be  no  problem. 

An  inquiry  was  received  from  a county  medical  society 
regarding  Bill  H.R.  +222.  The  Secretary  of  the  Society 
was  advised  that  insofar  as  this  committee  knew,  the 
Society  would  continue  to  follow  the  recommendations  and 
plans  of  the  American  Medical  Association. 

At  the  1960  session  of  the  House  of  Delegates,  a reso- 
lution regarding  the  supply  and  distribution  of  hospital 
beds  was  referred  to  this  committee  for  recommendation. 
After  much  consideration,  it  was  the  committee’s  opinion 
that  this  approach  to  the  problem  of  hospital  usage  would 
not  be  an  effective  one  and  likely  be  one  that  would  lead 
to  poor  public  relations.  However,  the  committee  felt  that 
Council  should  request  its  attorney  to  investigate  the 
legal  aspect  of  this  matter  and  should  keep  the  Society 
informed  on  any  proposed  legislation  regarding  it. 

A special  committee  report  which  appeared  in  the  May 
issue  of  the  Journal  from  the  Lynchburg  Academy  of 
Medicine  was  discussed.  The  committee  wishes  to  com- 
mend the  Academy  on  its  action  and  to  recommend  to 
other  component  societies  that  they  consider  taking  similar 
action. 


Considerable  time  was  devoted  to  the  resolution  of  the 
1960  House  of  Delegates  which  stated  as  follows: 

“Resolved  that  The  Medical  Society  of  Virginia 
inaugurate  a ‘Program  of  Improved  Medical  Service’, 
as  outlined  by  Dr.  John  S.  Donaldson  of  Pittsburgh 
and  as  described  in  the  attached  publication  of  the 
Pennsylvania  Medical  Society.” 

The  many  facets  of  this  problem  were  discussed  at 
length,  along  with  the  Society’s  “Four-point  Resolution  on 
Blue  Shield  Participation”. 

The  A.M.A.  sponsored  a meeting  in  Washington,  D.  C., 
in  the  spring  on  the  subject  of  pre-paid  medical  care.  The 
following  is  a brief  summary  of  this  particular  meeting: 

The  physician  is  the  keystone  to  the  problem  of  ade- 
quate care  of  high  quality  for  all  at  a price  com- 
mensurate for  the  individuals  to  pay.  Physicians  have 
a responsibility  to  the  socio-economic  side  of  medicine 
and  must  concern  themselves  with  the  economic  factors 
of  all  phases  of  medical  practice  or  submit  to  federal 
control. 

One  of  the  most  pressing  of  these  problems  at  the 
present  time  is  over-utilization  and  excessive  hospital 
stay.  Physicians  can  and  must  solve  this  problem  by 
whatever  means  most  expedient  and  efficient  for  their 
particular  locality.  The  use  of  Review,  Utilization, 
Liaison,  Audit  and  Disciplinary  Committees  have 
been  recommended  and  such  committees  have  been 
successful  in  some  communities  in  controlling  over- 
utilization and  excessive  stay. 

Our  committee  is  in  full  agreement  with  these  statements 
and  wishes  to  offer  the  following  recommendations  to  the 
Society  regarding  improved  medical  service.  (Please  note 
that  these  recommendations  do  not  follow  the  Pennsylvania 
Plan). 

1.  That  the  Society  go  on  record  as  favoring  a consolida- 
tion of  all  Blue  Cross  and  Blue  Shield  Plans  in  the 
State  and  that  they  lend  support  in  any  area  or  field 
where  their  activities  will  be  beneficial. 

2.  That  the  Blue  Cross  and  Blue  Shield  Plans  employ 
practicing  physicians  to  assist  in  the  supervising  and 
the  institutions  of  methods  of  leading  to  the  discovery 
and  control  of  excessive  utilization  and  unnecessary 
prolonged  hospital  stay. 

3.  That  all  hospitals  establish  a special  committee  or 
committees  to  act  as  liaison  between  the  physicians 
and  other  respresentatives  of  the  Blue  Cross  and 
Blue  Shield  Plans. 

4.  That  there  be  established  Appeal  Committees  by  all 
component  societies  and  that  a final  appeal  committee 
be  established  at  State  level. 

5.  That  Blue  Cross  Plans  encourage  and  make  special 
efforts  to  promote  contracts  containing  a $50.00  de- 
ductible feature  and  coinsurance  with  reference  to 
provision  for  hospital  rooms. 

6.  That  a well  planned  and  implemented  program  be 
designed  to  improve  relationship  between  Blue  Cross 
and  Blue  Shield  and  the  physicians  throughout  the 
State  and  that  a special  effort  be  made  to  bring  into 
participating  physicians  groups  the  majority  of  the 
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physicians  throughout  the  State.  In  short,  to  promote 
the  fact  that  we,  as  physicians  of  the  State,  are  Blue 
Cross  and  Blue  Shield. 

7.  That  The  Medical  Society  of  Virginia  establish  of- 
ficial liaison  with  all  Blue  Cross  and  Blue  Shield 
Plans  operating  in  the  State. 

It  is  noteworthy  that,  at  the  present  time,  official  repre- 
sentation of  The  Medical  Society  of  Virginia  exists  only 
in  the  Richmond  Blue  Shield  Plan. 

8.  That  statistically  significant  data  on  the  average 
length  of  stay  for  the  more  common  diagnoses  be  ac- 
cumulated by  hospitals  for  comparative  studies  and 
that  the  data  for  each  hospital  be  made  available  to 
the  staff  of  same.  This  data  is  to  be  accompanied  by 
the  general  average  for  the  State.  When  said  data 
indicates  a variation  from  the  average,  the  problem 
shall  be  studied  by  the  proposed  physician  represen- 
tatives from  Blue  Cross  and  the  liaison  committee 
from  the  respective  hospital  with  the  ultimate  aim  of 
developing  and  adopting  methods  and  procedures 
which  will  lead  to  correction  of  the  matter. 

It  is  the  firm  belief  of  the  committee  that  the  above 
recommendations,  if  adopted  and  effectively  executed, 
would  help  to  bring  about  a correction  of  the  problems 
which  now  face  us. 

Summary  of  Other  Recommendations  Made  by 
the  Committee: 

1.  That  we  appropriate  $500.00  to  be  spent  for  4-H 
Club  Awards  in  cooperation  with  the  V.P.I.  Program. 

2.  That  Blue  Cross  and  Blue  Shield  continue  to  follow 
the  previously  established  policy  of  non-payment  of 
fees  to  residents  and  interns. 

3.  That  the  Lynchburg  Academy  of  Medicine  be  com- 
mended for  the  recommendations  of  its  special  com- 
mittee which  were  published  in  the  May  issue  of  The 
Virginia  Medical  Monthly. 

4.  That  the  Council  authorize  its  attorney  to  study  the 
question  of  any  pending  legislation  regarding  the  con- 
trol of  hospital  construction. 

The  Chairman  wishes  to  express  his  sincere  appreciation 
for  the  untiring  efforts  of  the  members  of  the  Committee 
during  the  past  year. 

C.  L.  Savage,  M.D.,  Chairman 

Russell  V.  Buxton,  M.D. 

J.  T.  Shovvalter,  M.D. 

James  P.  Williams,  M.D. 

Richard  E.  Palmer,  M.D. 

William  A.  Johns,  M.D. 

Walter  P.  Adams,  M.D. 

Snowden  C.  Hall,  Jr.,  M.D. 

Ray  A.  Moore,  M.D. 

Cecil  G.  Finney,  M.D. 

Cancer 

During  the  year  the  Cancer  Committee  has  furnished 
information  to  several  groups  of  physicians  that  have 
shown  interest  in  organizing  a tumor  clinic,  but  no  clinic 
has  been  certificated  since  the  last  annual  meeting. 


One  established  tumor  clinic  has  advised  the  Committee 
that  it  will  be  unable  to  continue  to  function  as  a clinic 
and  has  requested  that  it  not  be  listed  as  such.  Efforts 
are  being  made  to  aid  this  group  in  order  that  it  may 
continue  the  valuable  service  to  the  area  it  represents  and 
that  it  in  turn  receive  the  benefits  of  functioning  as  an 
organized  unit. 

During  the  year,  with  the  approval  of  the  Council,  the 
members  of  the  Committee  participated  in  the  organization 
of  a State  Cancer  Coordinating  Committee.  This  Commit- 
tee will  have  representation  from  The  Medical  Society  of 
Virginia,  Virginia  State  Dental  Association,  State  Depart- 
ment of  Health,  and  the  American  Cancer  Society,  Virginia 
Division.  Representing  The  Medical  Society  of  Virginia 
will  be  Dr.  Alfred  P.  Jones  and  Dr.  Herbert  C.  Jones. 
Mr.  Robert  Howard  and  Dr.  John  R.  Kight  will  serve  as 
ex-officio  members. 

The  Committee  held  the  first  meeting  on  June  28,  1961, 
at  the  Jefferson  Hotel  in  Richmond.  It  should  be  a valu- 
able service  in  cancer  control  within  the  State. 

Progress  with  the  Cancer  Registry  has  recently  been 
made.  It  is  now  apparent  that  much  effort  was  wasted  at 
first  because  of  inexperience  and  misguided  efforts  on  the 
part  of  many  concerned.  The  program  is  now  progressing 
well  and  it  is  hoped  that  in  the  near  future  will  be  a means 
of  reviewing  tumor  clinics  and  hospital  cancer  control 
activities. 

John  R.  Kight,  M.D.,  Chairman 

George  Cooper,  Jr.,  M.D. 

William  D.  Dolan,  M.D. 

W.  Ross  Southward,  Jr.,  M.D. 

J.  Robert  Massie,  Jr. 

Charles  L.  Crockett,  M.D. 

Carey  A.  Stone,  Jr.,  M.D. 

Claiborne  W.  Fitchett,  M.D. 

Richard  N.  deNiord,  M.D. 

Alcoholism 

Despite  the  efforts  of  an  interested  few,  the  fact  re- 
mains that  more  new  alcoholics  develop  each  year  than 
are  being  rehabilitated  by  all  agencies,  including  that  com- 
mendable group,  Alcoholics  Anonymous.  The  medical  pro- 
fession needs  to  take  the  lead.  More  doctors  must  become 
interested  in  the  problem,  which  is,  after  all,  a medical 
problem,  however  poorly  we  comprehend  the  factor  of 
compulsion  that  is  apparently  operative  in  those  indi- 
viduals whom  we  term  “alcoholics”.  A good  many  people 
feel  that  some  stigma  attaches  to  this  term.  Actually,  it 
is  more  the  fact  that  a person  “in  his  cups”  wants  to 
continue  his  drinking  at  all  costs  (since  his  thinking  for 
the  time  being  at  least  is  warped)  rather  than  his  em- 
barrassment over  a condition  that  “disgraces”  his  family 
that  is  operative  in  perpetuating  this  chain  reaction  or 
vicious  circle. 

During  the  past  year,  your  Committee  on  Alcoholism 
began  a series  of  articles  under  the  general  heading 
“Office  Management  of  the  Alcoholic”.  The  articles  pur- 
ported to  be  practical  in  the  everyday  treatment  of  the 
alcoholic.  Dr.  Gibbs  had  already  stressed  the  early  recog- 
nition of  the  alcoholic  well  before  his  habitual  absenteeism 
sets  in.  This  year  he  stressed  the  special  consideration 
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needed  by  the  wife  of  an  alcoholic.  (Of  course,  there  are 
plenty  of  alcoholics  on  the  distaff  side  as  well,  whose  hus- 
bands need  help  in  handling  what  one  writer  calls  the 
tragedy  of  modern  society — the  woman  alcoholic).  The 
problem  is  multiplied  w’hen  both  husband  and  wife  are 
alcoholics.  We  have  long  since  learned  to  treat  the  family 
as  a unit — rather  than  just  the  individual  member  as  a 
problem.  Dr.  Shields  has  stressed  that  the  alcoholism 
must  often  be  recognized  merely  as  a “‘symptom’’  in 
guiding  our  therapy  and  management  of  the  case. 

Due  to  our  lack  of  concerted  effort  (howbeit  the  work 
does  have  to  be  done  at  local  levels),  most  alcoholics 
today  have  evolved  into  this  vicious  cycle,  viz:  an  alcoholic 
is  a person  who  drinks  to  relieve  himself  of  the  problems 
created  by  his  drinking.  (This  definition  is  credited  to  the 
Yale  Institute  of  Alcohol  Studies,  whose  guest  faculty 
includes  our  own  Dr.  Ebbe  Hoff,  Director  of  D.A.S.R. 
(Division  Alcohol  Studies  and  Rehabilitation,  statewide 
in  its  outpatient  clinics). 

Dr.  Allen  A.  Parry,  Chief  of  Alcoholic  Service,  Morris- 
town Memorial  Hospital,  Morristown,  New  Jersey,  recent- 
ly issued  this  challenge  to  the  medical  profession:  "‘The 
most  curious  situation  in  American  medicine  today  has  to 
do  with  the  care  of  alcoholics.  There  is  no  responsible 
medical  group  which  does  not  regard  alcoholism  as  a 
medical  illness;  there  is  no  responsible  medical  group 
which  sets  up  standards  of  treatment;  there  is  no  disease 
which  more  urgently  requires  hospital  treatment  in  its 
acute  phase;  and  there  is  no  other  group  of  patients  who 
are  more  consistently  denied  hospitalization.  While  there 
is  no  more  prevalently  important  disease,  there  is  none 
that  is  so  continuously  ignored  by  the  medical  profession.” 

Your  Chairman  has  spoken  on  numerous  occasions  to 
church  groups  and  other  interested  laymen,  as  well  as  to 
our  ministerial  union.  We  have  had  panel  discussions  on 
alcoholism.  A lawyer,  a minister,  a layman,  as  well  as  a 
physician,  should  be  represented  on  these,  as  well  as  an 
astute  moderator.  The  question  and  answed  period  usually 
appears  to  be  the  most  rewarding. 

As  always,  we  strongly  urge  every  cooperation  pos- 
sible with  Alcoholics  Anonymous. 

William  S.  Sloan,  M.D.,  Chairman 

William  F.  Gibbs,  M.D. 

Ebbe  C.  Hoff,  M.D. 

James  Asa  Shields,  M.D. 

Tuberculosis 

Last  year’s  committee  felt  that  there  were  several  points 
which  needed  study.  First,  the  number  of  cases  of  pre- 
viously unknown  individuals  whose  death  was  attributed 
to  tuberculosis;  second,  the  problem  of  the  tuberculous 
patient  who  leaves  the  sanatorium  against  advice;  third, 
the  committee  recommended  that  the  President  of  The 
Medical  Society  appoint  a special  committee  on  tuber- 
culosis to  work  with  the  State  Health  Department  in  de- 
vising and  carrying  out  a program  designed  to  reduce 
the  number  of  persons  with  tuberculosis  not  known  to 
local  and  state  health  authorities;  and  fourth,  the  question 
of  utilization  of  beds  in  tuberculosis  hospitals. 

The  question  of  cases  who  are  reported  as  having 
tuberculosis  first  on  the  Death  Certificate  has  been  re- 


ferred to  Dr.  E.  C.  Harper  of  the  Division  of  Tuberculosis 
Control  in  the  State  Board  of  Health.  This  problem  is  to 
be  attacked  along  a line  similar  to  the  study  of  maternal 
deaths.  Each  death  is  to  be  carefully  investigated  and  an 
attempt  will  be  made  to  find  out  why  the  patient  was 
unknown  to  the  Health  Department  or  had  been  un- 
diagnosed prior  to  his  recorded  death  from  tuberculosis. 
It  is  hoped  that  a minute  study  of  each  such  reported 
death  will  enable  us  to  prevent  this  in  the  future  and 
perhaps  help  us  to  find  cases  that  are  now  hidden. 

In  regard  to  the  committee’s  work  with  the  State  Board 
of  Health,  it  should  be  pointed  out  that  the  association 
between  the  Division  of  Tuberculosis  Control  in  the  State 
Health  Department  and  the  Virginia  Tuberculosis  Asso- 
ciation has  in  the  last  several  years  enjoyed  an  unusually 
cordial  relationship  and  have  had  a successful  period  of 
working  together.  An  example  of  this  was  the  meeting 
held  in  Roanoke  in  September  of  1960  to  survey  the  entire 
tuberculosis  problem  in  the  State  of  Virginia.  This  meet- 
ing consisted  of  a gathering  of  persons  in  the  State  in- 
terested in  the  control  of  tuberculosis  and  pulmonary 
disease  in  general,  members  of  the  General  Health  De- 
partment and  the  Division  of  Tuberculosis  Control,  Social 
Workers  and  other  interested  individuals.  A concerted 
effort  is  now  in  progress  to  try  to  eliminate  tuberculosis 
from  the  State  of  Virginia.  This  is  not  a problem  for 
complacency,  however,  since  the  number  of  cases  and  the 
number  of  deaths  increased  in  1960  over  that  of  1959. 

The  problem  of  the  AMA  discharge,  the  recalcitrant 
patient,  is  a serious  problem  in  the  control  of  tuberculosis. 
Such  individuals  leave  the  sanatorium  against  advice  and 
usually  discontinue  their  treatment  simultaneously.  This 
almost  invariably  results  in  the  development  of  resistant 
organisms  and  makes  the  disease  much  more  difficult  to 
control.  The  interpretation  of  the  State  law  relative  to 
the  quarantine  of  such  patients  who  are  a public  health 
menace,  has  placed  the  burden  of  enforcement  of  this 
law  on  the  sanatorium  director  rather  than  on  the  local 
authorities  at  the  individual’s  home.  At  the  present  time, 
Mr.  Reno  S.  Harp,  III,  of  the  Attorney  General’s  Office, 
is  presently  drafting  a revision  of  Section  38/85.4  to  con- 
vert the  violation  of  quarantine  from  a single  to  a con- 
tinuing offense,  and  to  specify  the  place  for  such  de- 
meanant  shall  upon  conviction  be  confined  at  the  State 
Farm  or  the  Woman’s  Industrial  Farm.  This  should  solve 
the  problem  of  putting  the  burden  of  controlling  the  in- 
dividual on  the  authorities  in  his  home  community  rather 
than  on  the  sanatorium  director. 

In  regard  to  the  utilization  of  beds  in  the  tuberculosis 
institutions,  it  is  too  early  to  consider  closing  or  consoli- 
dating sanatoria  because  of  the  number  of  active  cases 
and  the  number  of  individuals  who  are  out  of  the  sana- 
torium against  medical  advice.  However,  there  are  some 
empty  beds,  and  it  is  recommended  that  the  following  reso- 
lutions be  adopted : 

Whereas  there  is  a very  definite  need,  increasingly 
recognized  in  this  State  and  others,  for  relatively  short 
periods  of  hospitalization  of  patients  with  chronic  chest 
conditions,  other  than  tuberculosis;  and 

Whereas  many  patients  with  these  conditions  can,  as  a 
result  of  such  care,  be  returned  home  to  care  for  them- 
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selves  and  even  to  a greater  or  lesser  degree  restored  to 
self-support;  and 

Whereas  hospitalization  in  the  University  of  Virginia 
Hospital  for  the  full  length  of  time  required  to  insure  the 
fulfillment  of  these  purposes  would  be  needless,  and  ex- 
tremely costly;  and 

Whereas  much  money  can  be  saved  by  the  State  by 
making  available  less  expensive  beds  for  completion  of  the 
patient’s  rehabilitation  beyond  the  short  term  treatment 
in  the  University  of  Virginia  Hospital  prescribed  for  the 
acute  or  sub-acute  episode  for  which  the  patient  is  ad- 
mitted to  the  University  Hospital,  and  since  the  per  diem 
cost  of  the  University  Hospital  is  twice  that  of  the  cost 
at  Blue  Ridge  Sanatorium;  and 

Whereas  less  expensive  infirmary  type  beds  at  Blue 
Ridge  that  could  be  used  in  cooperation  with  the  Uni- 
versity for  immediate  post-hospital  care  are  becoming  in- 
creasingly available;  and 

Whereas  in  addition  a number  of  ambulatory  beds  at 
Blue  Ridge,  no  longer  needed  for  tuberculosis,  likewise 
could  be  utilized  at  a later  stage  by  such  patients  for  pur- 
poses of  recuperation  and  completion  of  a durable  reha- 
bilitation— in  preparation  for  return  home; 

Therefore  Be  It  Resolved  that  The  Medical  Society  of 
Virginia  approve  the  use  of  surplus  beds  at  Blue  Ridge 
Sanatorium,  by  cooperative  arrangement  with  the  Uni- 
versity, for  selected  indigent  and  medically  indigent  pa- 
tients afflicted  with  chronic  chest  conditions  that  could 
be  benefitted  by  periods  of  additional  institutional  care  and 
rehabilitation.  Such  care,  especially  for  those  needing  to 
return  periodically,  is  available  at  the  University  itself 
only  at  far  greater  cost. 

Such  an  arrangement  would  make  it  possible  to  make 
much  more  certain  that  full  and  lasting  benefit  would 
result  from  emergency  or  short  term  treatment  in  the 
University  Hospital  and  would  enable  most  to  return 
home,  without,  by  default,  becoming  permanent  charges 
to  the  State. 

It  is  understood  that  patients  who  obviously  are  not 
good  prospects  for  the  aforementioned  program,  i.  e.,  plain 
domiciliary  cases,  would  not  be  eligible  for  consideration, 
and  any  patient  who,  as  a result  of  processing  and  evalua- 
tion was  found  not  to  be  suitable  for  rehabilitation,  as 
above  described,  would  be  discharged  as  soon  as  that  fact 
were  made  known,  i.  e.,  domiciliary  care  would  definitely 
not  be  part  of  the  program. 

E.  C.  Drash,  M.D.,  Chairman 

Liaison  to  State  Bar  Association 

The  only  matter  to  be  acted  upon  by  the  committee 
during  the  past  year  has  been  that  of  management  of  mal- 
practice claims  by  a medico-legal  panel,  as  outlined  in 
the  report  of  the  House  of  Delegates  of  The  Medical 
Society  of  Virginia  in  1960. 

Several  other  meetings  of  this  joint  committee  were 
held  during  the  year  for  the  purpose  of  facilitating  the 
management  of  cases  which  might  be  submitted  to  a joint 
panel  for  consideration. 

At  the  last  meeting  of  this  joint  committee  early  in  July 
1961,  a format  for  handling  malpractice  claims  was 
adopted.  When  the  services  of  this  joint  panel  are  de- 
sired by  attorneys  and  their  clients  (both  the  plaintiff  and 


defendant)  application  forms  may  be  obtained  from  the 
office  of  the  Executive-Secretary  of  The  Medical  Society 
of  Virginia.  The  filing  of  these  forms  properly  filled  out 
will  initiate  the  proceedings  for  a hearing  by  this  panel. 

It  is  the  conviction  of  your  committee  that  the  adopted 
plan  enjoys  the  support  of  the  parties  thereto.  In  practice 
there  will  have  to  be  modifications  as  experience  is  ob- 
tained. We  feel  that  this  will  offer  a concrete  means 
whereby  those  unjustified  suits  can  be  prevented  and  thus 
prevent  the  unnecessary  hurt  to  innocent  parties.  We  urge 
the  enthusiastic  support  of  all  members  of  The  Medical 
Society  of  Virginia  without,  which  the  plan  cannot  suc- 
ceed. 

E.  E.  Haddock,  M.D.,  Chairman 

Child  Health 

1.  It  is  recommended  that  the  Child  Health  sub-com- 
mittee on  “Fetus  and  Newborn”  continue  the  policy  of 
having  each  hospital  prepare  a statistical  analysis  of  the 
maternal  mortality  and  the  survival  of  the  premature  and 
newborn  infants  in  each  institution  as  was  begun  in  1960. 
During  that  year,  74  out  of  114  of  our  hospitals  in  the 
State  were  able  to  prepare  these  reports.  Hospitals  which 
were  thought  to  be  operating  under  very  horrible  stand- 
ards, by  members  of  the  committee,  to  their  surprise  and 
delight  turned  out  to  be  doing  a very  fine  job  of  caring 
for  and  discharging  premature  infants.  Others  which  were 
unknown  to  members  of  the  committee  on  “Fetus  and  New- 
born" needed  considerable  help  and  the  various  members 
of  the  committee  who  live  in  each  area  of  the  state  were 
available  as  consultants  for  these  institutions  to  improve 
their  levels  of  care.  The  major  problem  we  ran  into  was 
not  in  the  larger  hospitals,  where  the  record  room  is 
handled  by  a trained  librarian,  but  in  the  smaller  institu- 
tions in  the  southwestern  part  of  the  state.  The  admin- 
istrators of  these  hospitals  have  been  consulted  on  this 
problem  and  they  have  pledged  their  co-operation  in  pre- 
paring these  data  for  their  staff  in  the  year  1961. 

2.  It  is  recommended  that  the  Department  of  Education 
adopt  a uniform  system  for  the  recording  of  health  ex- 
aminations and  individual  histories  for  each  individual 
pupil  throughout  each  school  district  in  the  state.  Such  a 
form  as  is  prepared  by  the  American  Academy  of  Pedi- 
atric Health  Record  would  be  ideal  for  this  project.  It  is 
also  advised  that  these  forms,  once  they  are  initiated  as 
the  child  starts  to  school,  be  turned  over  to  the  parents 
at  the  end  of  the  school  year  for  use  during  the  summer 
for  camping  and  other  activities  which  require  a health 
record.  These  then  would  be  returned  to  the  pupil  follow- 
ing camping  expeditions  and  would  be  properly  cared  for 
each  year  being  kept  up  to  date  both  by  the  school  and  the 
individual  responsible  for  the  health  of  the  school  child. 

3.  It  is  recommended  that  every  child  of  school  age 
have  a tuberculin  test,  either  the  patch  or  intradermal  each 
year  and  that  all  those  children  who  convert  from  negative 
to  positive  have  a chest  x-ray  and  be  considered  for 
prophylactic  Isoniazid  therapy.  To  accomplish  this  end, 
each  constituent  medical  society  should  appoint  an  ap- 
propriate committee  to  be  responsible  for  this  work  in 
their  respective  areas.  This  recommendation  calls  for 
these  tests  to  be  made  on  all  pre-school  age  children  as 
well  as  school  age. 

Warren  C.  Gregory,  M.D. 
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Aging  and  Chronically  III 

Supplementary  Report 

This  Committee  has  met  once,  September  21,  1961,  since 
the  printed  report  appearing  in  the  Virginia  Medical 
Monthly.  Your  Committee  went  on  record  to  urge  the 
Hou  se  of  Delegates  of  The  Medical  Society  of  Virginia 
to  in  turn  urge  the  General  Assembly  at  its  next  session  to 
pass  legislation  enabling  Virginia  to  qualify  for  the  pro- 
vision of  the  Kerr-Mills  Bill. 

We  also  learned  that  Alabama  and  South  Dakota  have 
received  Kerr-Mills  appropriations  through  the  health 
department  of  the  state  rather  than  the  welfare  depart- 
ment. It  is  understood  that  perhaps  this  can  be  done  in 
Virginia  without  any  legislative  change.  Your  Committee 
recommends  that  this  matter  be  more  thoroughly  explored. 

The  Virginia  Joint  Council  to  Improve  the  Care  of  the 
Aged  has  been  in  operation  over  a year.  This  is  our 
state  component  of  the  Joint  Council  to  Improve  the  Care 
of  the  Aged  with  headquarters  in  Chicago.  It  is  made  up 
of  representative  of  the  American  Medical  Association, 
the  American  Dental  Association,  the  American  Hospital 
Association  and  the  American  Nursing  Home  Association. 
The  Virginia  Joint  Council  passed  a resolution  instructing 
the  secretary  to  write  each  of  our  national  legislators 
endorsing  the  Kerr-Mills  approach  to  the  Medical  Care 
of  the  Aged. 

John  P.  Lynch,  M.D.,  Chairman 

AUDITOR’S  REPORT 

Officers  and  Councilors 
The  Medical  Society  of  Virginia 
Richmond,  Virginia 
Gentlemen  : 

We  have  made  an  examination  of  the  books  and  records 
of  The  Medical  Society  of  Virginia,  Richmond,  Virginia, 
for  the  fiscal  year  ended  September  30,  1961,  and  have 
prepared  therefrom  the  Balance  Sheet,  Exhibit  “A”,  State- 
ment of  Surplus,  Exhibit  “B”,  and  Statement  of  Income 
and  Expenses,  Exhibit  “C”.  With  the  exceptions  noted 
in  the  immediately  following  paragraph,  our  examination 
was  made  in  accordance  with  generally  accepted  auditing 
standards  and  accordingly  included  such  tests  of  the  ac- 
counting records  and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances. 

We  did  not  verify  the  accounts  receivable  by  direct 
correspondence  with  the  debtors,  nor  did  we  verify  the 
accounts  payable.  It  will  be  noted  from  the  balance  sheet 
that  the  amounts  of  these  items  are  not  material  in  relation 
to  the  financial  position  as  a whole. 

It  is  our  opinion  that  the  Balance  Sheet,  Exhibit  “A", 
presents  fairly  the  financial  position  of  the  Society  at 
September  30,  1961,  in  accordance  with  generally  ac- 
cepted principles  of  accounting.  The  Statement  of  Income 
and  Expenses,  Exhibit  “C”,  is  prepared  on  a basis  of  cash 
actually  received  and  disbursed. 

Yours  very  truly, 

Mitchell,  Wiggins  & Company 

By  Charles  W.  Anderson 
Certified  Public  Accountant 


BALANCE  SHEET 
September  30,  1961 
Assets 


General  Fund 

Cash  in  banks $ 81,200.67 

Accounts  receivable: 

Dues  from  members — Estimated 
collectible  value' — 1960  dues — 

50®  325.00 31,250  00 

Advertising — Virginia  Medical 

Monthly 4,444.91  5,694  91 


Investments: 

United  States  Savings  Bonds — 

Present  value  (Schedule  1) 21,730.00 


3108,625.58 


Plant  Fund 

Land  and  buildings — At  cost(Schedule  2) . . . 3112 ,073 .67 

Furniture  and  equipment:  (Schedule  2) 

Estimated  value — October  1, 

1950 35,353.11 

Cost  of  acquisition  since  Oc- 
tober 1,  1950 7,701.30  13,054.41 


3125,128.08 


Exhibit  “A” 

Liabilities  and  Surplus 

General  Fund 
Accounts  payable: 

Preparation  of  Medical  Journal — 

September,  1961 3 3,300  00 

Surplus: 

Available  for  appropriation — 

Balance — September  30,  1961  (Ex- 
hibit “B”) '105,325.58 

3108,625 . 58 

Plant  Fund  (Exhibit  “B”) 

Surplus  invested  in  plant  assets 3125,128  08 

3125 , 128  08 


Statement  of  Surplus 
For  the  Fiscal  Year  Ended  September  30,  1961 


General  Fund 

Balance — October  1,  1960 


Exhibit  “B” 
3106,784  24 


Add: 

Increase  in  bond  interest  adjustment 698.50 

Total 3107,482  74 
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Deduct: 

Excess  of  expenses  over  income 

(Exhibit  “C”) 21,039.74 

Decrease  in  accounts  receivable.  1 ,005 . 28 

Increase  in  accounts  payable.  . 112.14  2,157.16 

Balance — September  30,  1961  (Exhibit  “A”).  2105,325.58 


Plant  Fund 

Balance — October  1,  1960.  . . $125,128.08 

Changes None 


Balance — September  30,  1961  (Exhibit  “A”).  $125,128.08 


Statement  of  Income  and  Expenses 
For  the  Fiscal  Year  Ended  September  30,1961 

Exhibit  “C” 


Gross  Income 

Membership  dues $ 

Interest  on  investments 

American  Medical  Association.  . 

Miscellaneous 

Virginia  Medical  Monthly: 
Advertising. . . .$35,870.48 
Subscriptions — 

Nonmembers.  376.87 


Actual 

62,263.75 

1,253.43 

446.26 

93.50 


36,247.35 


Budget 


American  Medical  Educa- 


tion  Foundation 

4,000  00 

4,000.00 

Rural  Health 

500  00 

500.00 

Civil  War  Centennial  Med- 
ical Exhibit 

1,000  00 

1,000.00 

Other  special  appropria- 
tions   

959.00 

1,000.00 

Employees’  retirement  fund  . . 

3,629.46 

4,000.00 

Social  security  taxes 

572.00 

600.00 

Miscellaneous 

617  12 

600.00 

Total — Executive  Office. $100, 333  58 

$110,115.00 

Public  relations  department: 

Conference  expenses $ 

875.46 

$ 

1,000.00 

Radio  and  press 

2.64 

200.00 

Literature  and  bulletins 

132.35 

200.00 

Miscellaneous 

500.00 

Total — Public  relations 

department $ 

1,010.45 

$ 

1,900.00 

Total  Expenses $101,344.03 

$112,015.00 

Excess  of  Operating 
Expenses  Over  Op- 
erating Income  (Ex- 
hibit “B”) $ 1,039.74 


Total $100,304  29 

Expenses 


Executive  office: 


Salaries $ 28,676.00 

$ 29,600  00 

Telephone  and  telegrams.  . . . 

1,394.90 

1,550.00 

Postage 

1,514.34 

2,000.00 

Stationery  and  supplies 

Office  equipment — Repairs 

1,335.09 

1,200.00 

and  replacements 

Building  maintenance  and  re- 

543.10 

500.00 

pairs — Net 

6,563.38 

6,800.00 

Convention  expense ( 

Council  and  committee  ex- 

237.20) 

1,000.00 

penses 

Delegates  and  executive  as- 

1,893.88 

2,000.00 

sistant  to  A.  M.  A 

1,117.07 

1,850.00 

President’s  expenses 

297.22 

1,000.00 

Travel  expense 

Preparation  and  distribution 

849.30 

1,500.00 

of  medical  journal 

37,207.42 

40,000.00 

Scientific  exhibits 

1,909.50 

2,500.00 

Legal  expenses 

2,000.00 

2,500.00 

Walter  Reed  Commission. . . 

167.00 

500.00 

Woman’s  Auxiliary 

Membership  dues — Affiliated 

35.00 

100.00 

agencies 

Editor — Virginia  Medical 

190.00 

215.00 

Monthly 

Special  appropriations: 
Virginia  Council  Health  and 

600.00 

600.00 

Medical  Care 

3,000.00 

3,000.00 
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Plant  Fund  Assets 
September  30,  1961 

Schedule  2 

Land  and  Buildings — At  cost 
4205  Dover  Road,  Windsor 
Farms,  Richmond,  Virginia: 

Land $ 22,706.58 

Office  building 86,161.68 

Furnishings  and  decorations. . 2,205.41  $111,073.67 


Walter  Reed  House,  Belroi,  Virginia 1,000.00 

Total  Land  and  Buildings $112,073.67 


Office  Furniture  and  Equipment 

Estimated  insurable  value  at  October  1, 

1950 

Purchased  subsequent  to  October  1,  1950: 
Cost  during  fiscal  year  ended 

September  30,  1951 $ 951.65 

Cost  during  fiscal  year  ended 

September  30,  1959 6,749.65 


Total  Office  Furniture  and  Equip- 
ment  $ 13,054.41 


Total  Plant  Fund  Assets  (Exhibit 
;‘A”) $125,128.08 


731 


$ 5,353.11 


7,701.30 


Financial  Condition 

The  financial  condition  of  the  Society  at  September  30, 
1961,  is  shown  in  the  Balance  Sheet,  Exhibit  “A”,  on  the 
accrual  basis.  A comparative  summary  of  the  financial 
condition  at  September  30,  1961  and  the  two  preceding  years 
is  presented  as  follows: 


September  30, 

Assets  1961  1960  1959 

Cash 3 81,200.67  3 82,240.41  $ 66,776.81 

Accounts  receivable  5,694.91  6,700  19  8,162.58 

Investments 21,730.00  21,031.50  20,453.00 

Land,  buildings  and 

equipment 125,128.08  125,128.08  125 ,128.08 


Totals — All 


Funds. . .3233,753.66  3235,100.18  3220,520.47 


Liabilities,  Surplus  and  Fund  Balance 

Liabilities: 

Accounts  pay- 


able  3 3,300.00  3 3,187.86  3 3,857.29 

Surplus: 

General  fund....  105,325.58  106,784.24  91,535.10 

Fund  balance: 

Plant  fund 125,128.08  125,128.08  125,128.08 


Totals — All 

Funds. . .3233,753.66  3235,100. 18  3220,520.47 


Analyses  and  explanations  of  the  more  important  balance 
sheet  accounts  follow: 

Cash— 381,200.67 

Recorded  cash  receipts  were  accounted  for  by  deposits  in 
the  banks  and  disbursements  were  supported  by  properly 
signed  and  endorsed  cancelled  checks.  The  balances  on 
deposit  at  September  30,  1961,  were  verified  by  direct  corre- 
spondence with  the  banks  as  follows: 

First  and  Merchants  National  Bank — Check- 


ing account 346,423.38 

Bank  of  Virginia — Savings  account 8,968.18 

Southern  Bank  and  Trust  Company — Sav- 
ings account 1 , 245 . 80 

Franklin  Federal  Savings  and  Loan  Associa- 
tion— Savings  account 12,248.81 

Richmond  Federal  Savings  and  Loan  Asso- 
ciation— Savings  account 12,314.50 


Total 3 81,200.67 


Investments — 321 , 730 . 00 

United  States  Savings  Bonds,  as  shown  in  Schedule  1, 
were  verified  by  inspection  of  the  securities  held  in  a safe 
deposit  box  at  First  and  Merchants  National  Bank,  Rich- 
mond, Virginia.  They  are  shown  in  the  balance  sheet  at 
their  current  redemption  value. 


Plant  Fund  Assets — 3125,128.08 
Details  of  the  plant  fund  assets  are  shown  in  Schedule  2. 
No  indebtedness  against  these  assets  was  disclosed  by  the 
books. 

Operations 

The  income  and  expenses  for  the  fiscal  year  ended  Septem- 
ber 30,  1961,  are  shown  in  Exhibit  “C”,  prepared  on  the  case 
receipts  and  disbursements  basis.  A summary  of  incomh, 
expenses  and  capital  outlays  for  the  current  year  are  compared 
with  that  of  the  two  preceding  years  as  follows: 

Fiscal  Year  Ended 
September  30, 

Income  1961  1960  1959 

Membership  dues.. 3 62,263.75  3 61,658.07  3 57,935.24 
Medical  monthly 

publication 36,247.35  47,696.03  46,630.67 

Other  operating  in- 
come  1,793.19  1,926.43  1,439.71 


Totals 3100,304.29  3111,280.53  3106,005.62 


Expenses 

Executive  office.  . .3100,333.58  3 94,918.59  3 89,745.05 
Public  relations  de- 


partment  1,010.45  898.34  681.59 

Totals.  .. .3101,344.03  3 95,816.93  3 90,426.64 


Operating  In- 
come Over 
(Under)  Ex- 
penses...(3  1,039.74)  3 15,463.60  3 15,578.98 
Other  Income 

Proceeds  from  sale 

of  property 23,715.15 

Totals  (For- 
ward)....  (3  1,039.74)  3 15,463.60  3 39,294.13 
Capital  Outlay ..  26,983.73 


Income  Over 
(Under)  Ex- 
penses and 
Capital 

Outlay. ...(3  1,039.74)  3 15,463.60  3 12,310.40 


In  General 

The  bookkeeping  records  were  found  to  have  been  kept  in 
a satisfactory  manner. 

Insurance  in  force  at  September  30,  1961,  determined  from 
policies  on  file,  was  as  listed  below: 


Fire  and  Extended  Coverage 

Building — Windsor  Farms,  Richmond,  Vir- 
ginia— 80%  Coinsurance 3 69,000.00 

Office  furniture  and  fixtures — 80%  Coinsur- 
ance   15,000  00 

Walter  Reed  House,  Belroi,  Virginia 2,000 . 00 
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Liability — Owner’s,  Landlord’s  and  Tenant’s 

Bodily  injury 3 50, 000. 00-3100,000  00 

Property  damage 5,000  00 

Auto  Liability — Nonownership 

Bodily  injury 3100,000 . 00-3300,000 . 00 

Property  damage 10,000.00 


Employee  Honesty  Bonds 

Executive  Secretary — Treasurer 3 5,000.00 

Secretary 5,000.00 

All  Risk — Camera  Floater 200.00 


Investment  Bonds 

September  30,  1961  Schedule  1 


Bonds 

Series 

No. 

Bonds 

Dated 

Due 

U.  S.  Savings. . . . 

...  F 

6 

10-1-49 

10-1-61 

U.  S.  Savings. . . . 

...  V 

13 

5-1-55 

5-1-67 

U.  S.  Savings. . . . 

...  V 

11 

12-1-55 

12-1-67 

U.  S.  Savings. . . . 

...  V 

1 

12-1-55 

12-1-67 

U.  S.  Savings. . . . 

...  V 

1 

1-1-56 

1-1-68 

U.  S.  Savings. . . . 

...  V 

2 

2-1-56 

2-1-68 

(].  S.  Savings . . . 

...  V 

2 

7-1-56 

7-1-68 

Total 


Value  at 

Value  at 

Value  at 

Maturity 

Cost 

9-30-60 

9-30-61 

3 3,000.00 

3 2,220.00 

3 2,835.00 

3 3,000.00 

6,500.00 

4,680.00 

5,200.00 

5,356  00 

11,000.00 

7,920.00 

8,679.00 

8,932.00 

500.00 

360.00 

394.50 

406.00 

1,000.00 

720.00 

789.00 

812.00 

2,000.00 

1,440.00 

1,578.00 

1,624  00 

2,000.00 

1,440.00 

1,556.00 

1,600.00 

326,000.00 

318,780.00 

321,031.50 

321,730.00 

(Exhibit  “A”) 

Not  for  Sale 


Smith  Kline  & French  Laboratories  has 
begun  marking  a great  majority  of  its  sam- 
ple tablets  and  capsules  with  the  phrase 
'"Not  for  Sale”. 

The  marking  of  individual  capsule  and 
tablet  samples  was  encouraged  by  a poll  of 
state  pharmaceutical  association  secretaries 
on  sample  control.  Approximately  half  the 
state  secretaries  questioned  voluntarily  sug- 
gested that  samples  be  identified  in  some 
way. 

Under  the  SK&F  plan  both  samples  dis- 
tributed by  mail  and  those  personally  deliv- 
ered by  SK&F  representatives  will  be 
marked. 

In  the  earlier  control  measures  some  450 


company  representatives  last  December 
signed  a "Statement  of  Principles”  reaffirm- 
ing their  obligation  to  exercise  great  care 
over  drug  samples  in  their  possession.  Then, 
in  June,  a strengthened  system  of  drug  ac- 
countability went  into  effect  wherein  SK&F 
representatives  were  asked  to  report  a day- 
to-day  inventory  of  samples  and  clinical 
supplies. 

The  daily  reports  list  detailed  information 
as  to  the  distribution  of  the  drugs.  At  the 
conclusion  of  each  promotion  period,  the 
reports  are  scrutinized  and  compared  with 
the  unused  supplies  which  are  returned.  Any 
discrepancies  are  immediately  apparent  and 
subject  to  investigation. 
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Womans  Auxiliary 


• • • • 


President Mrs.  William  F.  Grigg,  Jr.,  Richmond 

President-Elect  Mrs.  A.  B.  Gravatt,  Jr.,  Kilmarnock 

Vice-Presidents  Mrs.  Theodore  McCord,  Fairfax 

Mrs.  Byron  T.  Eberly,  Portsmouth 
Mrs.  Custis  L.  Coleman,  Richmond 


Recording  Secretary Mrs.  J.  T.  McFadden,  Norfolk 

Corresponding  Secretary Mrs.  George  K.  Brooks, 

Richmond 

Treasurer Mrs.  Walter  A.  Eskridge,  Parksley 

Publications  Chairman Mrs.  Robert  B.  McEntee, 

Richmond 

Directors Mrs.  F.  Clyde  Bedsaul,  Floyd 

Mrs.  Walter  A.  Porter,  Hillsville 
Mrs.  Maynard  R.  Emlaw,  Richmond 

New  President. 


Elizabeth  Carper  Grigg  (known  as  Betty 
Carper  Grigg)  was  born  in  Richmond.  She 
attended  the  extension  of  William  and  Mary 
College  in  Richmond,  studying  art  and 
social  service,  then  transferred  to  West- 
hampton  College,  where  she  specialized  in 
physical  education  and  science.  She  was 
graduated  in  1940. 

In  1942,  Elizabeth  Carper,  the  only 
daughter  of  Oliver  Elarold  Carper,  who 
came  from  Grand  View,  West  Virginia,  and 
Ruby  Elizabeth  Dickens  of  Halifax,  North 
Carolina,  was  married  to  William  Franklin 
Grigg,  Jr.,  the  day  after  he  was  graduated 
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from  the  Medical  College  of  Virginia  as  a 
doctor. 

Dr.  Grigg,  the  son  of  a doctor,  had  re- 
ceived his  Bachelor  of  Science  from  the 
University  of  Richmond,  before  entering 
medicine. 

From  Richmond,  the  Griggs  went  to 
Washington  to  live  while  Dr.  Grigg  was  an 
army  interne  at  Walter  Reed  Hospital, 
From  there,  they  went  to  Carlisle  and  Val- 
ley Forge,  Pennsylvania,  before  moving  to 
Asheville,  North  Carolina,  where  Dr.  Grigg 
finished  his  specialization  in  chest  surgery. 

From  there,  they  returned  to  Richmond, 
where  Dr.  Grigg  entered  practice  and  Mrs. 
Grigg  resumed  her  work  with  local  dance 
groups,  and  entered  actively  into  work  in 
both  theatrical  and  medical  groups. 

Even  before  her  graduation  from  West- 
hampton,  Betty  Carper  was  teaching  danc- 
ing as  a student  teacher.  Since  her  return, 
she  has  taught  dancing  at  Westhampton,  the 
Richmond  Professional  Institute,  the  Colle- 
giate School,  the  School  of  Theatre  Arts  and 
the  Renaissance  Theatre.  She  is  a past  mem- 
ber and  co-founder  of  the  Richmond  Civic 
Ballet  and  the  Virginia  Museum  Dance 
Society. 

Her  dancing  activity  soon  led-  to  ac- 
tivity in  the  drama.  During  the  past  12 
years  she  has  become  well-known  as  a lead- 
ing lady  in  Summer  Theatre,  Virginia 
Museum  Theatre  and  Renaissance  Theatre 
productions,  as  well  as  the  Richmond  Drama 
Workshop.  She  has  also  served  as  chore- 
ographer in  musical  productions  at  Renais- 
sance and  the  Museum. 

Other  activities  cover  a wide  range.  A 
member  of  St.  Stephen’s  Episcopal  Church, 
Mrs.  Grigg  is  a past  circle  leader  and  Sun- 
day school  teacher.  She  is  a member  of  the 
Tuckahce  Woman’s  Club,  the  Country  Club 
of  Virginia  and  the  Hunt  Club. 

She  is  a member  of  the  Board  of  Shelter- 
ing Arms  Hospital,  Woman’s  Symphony 
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Group,  and  served  on  the  Board  of  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia  as  legislative  chairman  during 
1959-1960  and  has  been  president-elect 
during  the  past  year.  She  has  held  a number 
of  offices  in  the  woman’s  auxiliary  to  the 
Richmond  Academy  of  Medicine,  including 
the  presidency  three  years  ago. 

Currently,  as  a representative  from  this 
group  to  the  Council  of  Women’s  Organi- 
zations, she  is  a member  of  the  study  com- 
mittee for  the  soon  to  be  initiated  "Meals 
on  Wheels”  (a  program  which  provides 
meals  for  persons  unable  to  cook  for  them- 
selves) . 

Her  other  work  includes  membership  on 
the  teen-age  council  of  the  YWCA  and  the 
hospitality  committee  of  the  Virginia  Mu- 
seum. She  is  a past  board  member  of  the 
Richmond  Opera  Group  and  a past  member 
and  co-founder  of  the  Virginia  Museum 
Film  Society. 

She  has  worked  in  the  school  service  de- 
partment of  the  Valentine  Museum  and  in 
the  department  of  recreation  for  the  City 
of  Richmond.  When  in  Washington,  she 
worked  for  the  army  insurance  department 
of  the  government. 

Now  the  mother  of  two  active  sons  who 
attend  St.  Christopher  School,  Mrs.  Grigg 
shares  with  them  their  many  interests.  Fif- 
teen and  a half  year  old  William  Franklin, 
III,  is  a collector  of  both  snakes  and  old 
coins,  and  participates  in  swimming,  skuba 
diving  and  fishing.  Harold  Carper,  age 
twelve  and  a half,  finds  hobbies  in  football, 
tennis  and  model  cars.  All  members  of  the 
family  share  Dr.  Grigg’s  enthusiasm  for 
radio,  photography,  boats  and  airplanes — 
and  everyone  shares  Mrs.  Grigg’s  theatrical 
interests.  The  entire  family  has  tradition- 
ally participated  in  the  city’s  annual  Christ- 
mas pageant  and  in  the  Easter  Sunrise  Serv- 
ice since  its  inception  three  years  ago. 

Mary  Stuart  Cruickshanks. 

Social  Events  at  Animal  Meeting 

Social  events  for  the  October  convention 
were  enjoyed  by  all,  and  they  showed  the 


intricate  planning  by  the  Auxiliary  to  the 
Richmond  Academy  of  Medicine,  hostesses 
for  the  convention.  Mrs.  Richard  N.  Baylor 
and  Mrs.  Frederick  Vultee  were  entertain- 
ment co-chairmen,  and  Mrs.  Mark  Williams 
and  Mrs.  Raymond  Hooker  were  co-chair- 
men of  the  flower  arrangements. 

The  house  tour,  held  annually  for  the 
benefit  of  Sheltering  Arms  Hospital,  was 
directed  this  year  by  Mrs.  Herbert  W.  Park 
and  Mrs.  Willard  M.  Fitch.  The  tea  for  the 
tour  was  held  in  the  lovely  home  of  Dr.  and 
Mrs.  John  Edgar  Stevens.  The  tour  proved 
to  be  most  successful,  to  the  delight  of  all 
Sheltering  Arms  enthusiasts. 

At  the  Hermitage  Country  Club  on  Mon- 
day, golfers  enjoyed  a tournament,  which 
was  arranged  under  the  chairmanship  of 
Mrs.  Blake  Meador.  Low  score  prize  went 
to  Mrs.  Rufus  Ellett  of  Roanoke. 

On  Tuesday  the  social  and  business  cli- 
max took  place  at  the  Commonwealth  Club 
where  a luncheon  was  served  and  a fashion 
show  held,  and  Mrs.  William  F.  Grigg,  Jr., 
was  installed  as  our  new  state  president.  The 
luncheon,  at  which  198  people  were  served, 
was  under  the  co-chairmanship  of  Mrs. 
Custis  L.  Coleman  and  Mrs.  William  P. 
Morrissette,  and  the  fashion  show  chairman 
was  Mrs.  Robert  O.  Hudgins.  Professional 
models  displayed  adult  fashions,  and  chil- 
dren of  delegates  modeled  the  latest  in  chil- 
dren’s clothes.  Music  was  beautifully  ren- 
dered on  the  organ  by  Mrs.  Hudgins.  To 
add  even  more  charm,  flower  arrangements, 
planned  by  Mrs.  Edward  S.  Ray,  suggested 
a fall  theme.  Favors  included  Nivea  soap, 
skin  oil,  and  cream,  and  elastoplast  bandages, 
all  by  Duke  Laboratories,  as  well  as  Chanel 
No.  5 perfume  and  a key  chain  nail  file. 
The  final  touch  was  added  by  the  serving 
of  Sherry  prior  to  the  luncheon,  and  by  the 
display  of  French  menus  designed  by  Mrs. 
Bernard  Packer. 

During  the  entire  duration  of  the  con- 
vention an  air  of  graciousness  was  expressed 
by  the  unique  "Hospitality  Room”  in  the 
John  Marshall  Hotel.  There  each  day  Rich- 
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mond  hostesses  under  the  chairmanship  of 
Mrs.  Reuben  Simms  entertained  tired  shop- 
pers and  "conventioners”,  offering  them 
coffee,  sweet  rolls,  and  apples.  The  delicious 
apples  were  donated  by  Senator  Byrd,  and 
they  were  also  distributed  in  the  rooms  of 
special  guests. 

The  large  number  of  delegates  was  clearly 
noted  in  the  glorious  response  to  Mrs.  Bed- 
saul’s  outgoing  speech,  which  was  most 
charming,  and  to  the  challenging  speech  of 
Mrs.  Grigg.  Success  of  the  convention  was 
further  expressed  in  the  way  that  the  dele- 


gates plunged  into  every  event  with  enthu- 
siasm and  delight. 

Northampton-Accomac. 

The  Auxiliary  to  the  Northampton-Ac- 
comac Medical  Society  held  its  summer 
meeting  at  the  home  of  Mrs.  Wayne  Mears 
at  Belle  Haven.  There  were  fourteen  mem- 
bers and  one  guest  in  attendance. 

New  officers  for  1961-62  were  elected  as 
follows:  President,  Mrs.  William  F.  Ber- 
nart;  president-elect,  Mrs.  Marian  Ann 
Burton;  treasurer,  Mrs.  W.  T.  Green,  Jr., 
and  Secretary,  Mrs.  H.  L.  Denoon,  Jr. 


Contact  Lenses  Successful 


Contact  lenses  prescribed  and  fitted  for 
300  patients  by  an  ophthalmologist  proved 
successful  in  78  per  cent.  Dr.  John  R.  Cas- 
sady,  South  Bend,  Ind.,  reported  on  the  series 
of  patients  in  the  September  Archives  of 
Ophthalmology,  published  by  the  American 
Medical  Association. 

Of  the  total  group,  234  were  able  to  wear 
the  lenses  at  least  10  hours  a day  for  at  least 
6 months.  There  were  32  failures.  The  re- 
maining 34  patients  could  not  be  followed 
up. 

There  were  98  men  and  202  women  in 
the  series.  The  largest  number  of  patients 
were  between  15  and  30  years  of  age,  and 
this  group  had  the  highest  percentage  of  suc- 
cess in  wearing  contact  lenses.  Patients  with 
nearsightedness  constituted  65  per  cent  of 
the  entire  group. 

Complications  occurred  in  1 8 patients,  or 


6 per  cent.  Most  complications  occurred 
when  wearing  time  was  increased  much 
more  rapidly  than  recommended  or  when 
prolonged  periods  of  wearing  were  attempt- 
ed. At  least  one  lens  adjustment  was  neces- 
sary in  more  than  half  of  the  patients. 

When  the  contact  lenses  were  inserted  for 
the  first  time,  the  patients  wore  them  for 
about  five  hours  in  the  office.  The  patients 
were  given  instructions  on  their  insertion 
and  removal  and  told  to  increase  wearing 
them  by  half  an  hour  each  day.  The  pa- 
tients were  examined  one  week  after  they 
began  wearing  the  lenses  and  again  two 
weeks  later.  For  four  months,  they  were 
seen  at  monthly  intervals  and  every  six 
months  thereafter,  although  this  routine  was 
varied  depending  on  the  difficulty  encoun- 
tered. 

Most  patients  were  wearing  the  lenses  10 
to  12  hours  a day  by  the  third  week. 
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MEDICAL  SELF-HELP:  A new  program,  designed  to  teach  American  families  how 
to  survive  a national  emergency  and  meet  their  own  health  needs  if  a physician  is  not 
available,  has  been  introduced  by  the  U.  S.  Public  Health  Service.  The  program,  en- 
titled "Medical  Self-Help  Training  Program”,  is  gaining  widespread  interest  and  is 
built  around  the  basic  information  a person  should  know  to  preserve  life  and  health  in 
a natural  or  man-made  disaster. 

The  ultimate  objective  of  the  program  is  to  instruct  one  person  in  each  family  on 
basic  medical  skills  under  the  supervision  of  specially  trained  instructors.  The  subjects 
include:  radioactive  fallout  and  shelter;  hygiene,  sanitation  and  vermin  control;  water 
and  food;  artificial  respiration;  bleeding  and  bandaging;  fractures  and  splinting; 
burns  and  shocks;  transportation  of  the  injured;  nursing  care  of  the  sick  and  injured; 
infant  and  child  care;  and  emergency  childbirth.  The  course  is  divided  into  twelve 
lessons  to  be  taught  over  a period  of  sixteen  hours. 

A training  kit  has  been  developed  which  contains  everything  needed  for  instructing. 
Housed  in  a heavy-duty  fiber  board  carton,  the  kit  comprises  twelve  lessons  designed 
for  eight  two-hour  sessions.  There  is  a lightweight  projector  and  160  color  slides,  ex- 
tension cord,  screen,  pointer,  guide  and  lesson  books,  reference  manual,  study  hand- 
books and  examination  forms.  The  kits  will  cost  the  government  about  $30  each. 

With  the  help  and  cooperation  of  the  AMA  Council  on  National  Security  and  medical 
and  civil  defense  leaders  over  the  nation,  the  Public  Health  Service  hopes  that  300,000 
families  will  have  at  least  one  member  who  has  taken  the  course  before  next  July.  It  is 
planned  to  train  another  3 million  during  the  next  year  and  another  5 million  in  1964. 
A goal  of  50  million  has  been  set  by  the  end  of  the  60’s. 

The  program’s  briefing  guide  concludes:  "Through  such  a program  of  instruction  in 
basic  disaster-oriented  health  care  we  may  expect  to  produce  a strong  deterrent  to  at- 
tack upon  this  country.  In  the  event  of  a national  disaster,  this  knowledge  may  be 
vital  to  the  survival  and  recovery  of  our  free  nation. 

"If  the  program  is  to  succeed,  medical  self-help  training  must  be  applied  in  an  organ- 
ized manner  under  the  direction  of  the  state  and  local  civil  defense  agencies  and  the  pro- 
fessional direction  of  the  state  and  local  medical  societies  and  individual  practicing 
physician.” 

It  should  be  pointed  out  that,  although  physicians  will  be  asked  to  support  the  pro- 
gram in  every  way  possible,  instruction  is  expected  to  be  provided  by  lay  personnel. 


AMA  DUES:  A dues  increase  of  $10  for  AMA  members  goes  into  effect  on  January 
1.  Annual  membership  dues,  at  that  time,  will  become  $3  5 rather  than  the  $25  which 
has  prevailed  since  195  0.  The  increase  is  necessary  to  sustain  AMA’s  expanding  pro- 
gram of  service  to  the  profession  and  public. 

KING- ANDERSON:  The  drums  continue  to  beat  for  passage  of  the  King-Anderson 
Bill  in  1962.  While  Senator  Anderson  (D.,N.M.)  plugs  for  his  bill,  he  is  backed  by 
Secretary  of  HEW  Ribicoff  and  George  Meany,  President  of  AFL-CIO.  One  thing  is 
certain — the  threat  of  socialized  medicine  has  never  been  greater. 

Whether  the  proponents  of  health  care  for  the  aged  through  Social  Security  will  be  de- 
feated depends  upon  the  interest  and  action  of  each  individual  physician.  The  year  of 
decision  is  at  hand — 1963  will  be  too  late! 

PHYSICIAN  DRAFT:  As  this  issues  goes  to  press,  the  Department  of  Defense  has  just 
announced  its  intention  to  draft  345  more  physicians.  All  of  this  number  will  be  as- 
signed to  the  Army.  The  Air  Force  and  Navy  are  reported  to  be  holding  their  own 
— at  least  for  the  present. 

MEDICAL  ASSISTANTS:  A new  chapter  of  the  American  Association  of  Medical 
Assistants  has  been  organized  in  Danville,  with  Mrs.  Thelma  Thompson  as  its  first 
president.  The  American  Association  of  Medical  Assistants  is  the  only  organization  of 
its  kind  to  receive  the  approval  of  AMA  and  state  and  local  medical  societies.  Local 
chapters  have  as  their  primary  objectives  the  improvement  of  job  techniques  and  a 
better  understanding  of  problems  which  are  of  concern  to  all  members  of  the  medical 
team. 

1962  ANNUAL  MEETING:  The  1962  Annual  Meeting  of  The  Medical  Society  of 
Virginia  will  be  held  in  Washington  from  October  14-17.  The  meeting  will  be  a joint 
affair  with  the  Medical  Society  of  the  District  of  Columbia  and  the  Sheraton-Park 
Hotel  has  been  designated  as  Headquarters. 

MEDICARE:  Immunizations  against  poliomyelitis  and  influenza  have  been  added  to 
prenatal  benefits  under  the  Medicare  progam. 

HOSPITAL  CONSTRUCTION:  According  to  Department  of  Commerce  estimates, 
hospital  and  institutional  construction  under  private  auspices  rose  31%  during  the  first 
10  months  of  1961.  Construction  financed  with  public  funds  are  reported  to  have  de- 
clined 9%. 


HAVE  YOU  CONTRIBUTED  TO  A.M.E.F.? 


Editorial . . . . 


The  Changing  Nursing  Scene 

HISTORICALLY  there  has  always  been  a precise  relationship  between 
nurse  and  doctor  in  the  care  of  the  sick  which  has  hithertofore  been 
mutually  beneficial  and  highly  enviable  in  its  professional  connotations 
and  the  mutual  respect  shown  one  for  the  other.  The  profession  of  nurs- 
ing is  an  old  and  honored  one.  There  are  now  present,  however,  certain 
changes  in  that  profession  which  portend  no  good  for  the  nurse,  the 
doctor  and,  most  importantly,  for  the  patient.  Indeed,  there  have  al- 
ready developed  profound  differences  in  nursing  philosophy  and  teaching 
which  threaten  to  divorce  her  from  her  traditional  role.  Most  of  these 
are  disappointing,  frustrating  and  ill-advised.  This  feeling  is  shared  by 
many  nurses  as  well  as  physicians.  Certainly  this  is  not  meant  to  disparage 
the  numerous  nurses  who  still  maintain  a high  professional  standard,  an 
appealing  dignity  and  a sincere  personal  interest  in  the  patient. 

Daily  we  see  evidence  of  profound  changes  in  our  way  of  life  in 
practically  all  of  its  many  facets.  One  could  hardly  be  so  naive  as  to 
believe  that  the  nursing  and  medical  professions  would  be  immune  to 
them.  This  apparent  deterioration  in  integrity,  in  pride  of  achievement, 
and  in  abandonment  of  the  quality  of  excellence  is  poorly  tolerated  by 
most  of  us  even  when  they  pertain  to  other  spheres  of  our  existence. 
They  are  particularly  distressing,  however,  when  they  threaten  to  in- 
volve the  very  soul  of  our  profession,  namely  the  care  of  the  patient. 
In  this  metamorphosis  one  sees  the  nurse  emerging  more  as  an  executive 
concerned  with  the  patient  only  remotely  and  controlling  the  activities 
of  groups  of  ancillary  workers  ad  distans.  Poorly  trained  technicians 
with  no  medical  background  threaten  to  engulf  most  aspects  of  patient 
care  traditionally  reserved  for  nurses,  and  whether  we  like  it  or  not  they 
are  here  to  stay.  Indeed,  the  responsibility  delegated  to  those  with  lim- 
ited medical  knowledge  seems  to  be  increasing  daily. 

Patients  complain  frequently  about  the  lack  of  nursing  attention  in 
our  hospitals.  No  one  denies  the  shortage  of  graduate  nursing  personnel 
but  are  we  getting  the  maximal  mileage  out  of  those  we  have?  They 
now  treat  the  patient  remotely,  punching  buttons  here  and  there  and 
communicating  with  the  anxious  patient  over  the  intercom.  No  one 
has  yet  found  a method  of  giving  back  rubs  or  a little  tender  loving  care 
over  this  modern  method  of  communication!  Not  only  does  the  patient 
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suffer  in  this  relationship  but  the  physician  has  only  to  make  rounds  on 
a modern  hospital  floor  to  come  to  the  somber  realization  that  he  is  no 
longer  the  captain  of  the  ship.  The  honor  and  respect  previously  ac- 
corded him  commensurate  with  his  position  have  for  the  most  part 
disappeared.  He  is  now  tolerated,  nothing  more.  How  refreshing  it  is 
to  occasionally  encounter  an  "old  fashioned  nurse”  who  stands  when  one 
approaches  the  desk  and  asks  sincerely  if  she  can  be  of  assistance.  Usually, 
however,  the  physician  must  search  for  his  records,  attempt  to  do  dress- 
ings alone,  and  having  struggled  thus  far  frequently  has  no  place  to  sit 
in  order  to  write  his  orders  and  notes! 

Should  he  be  so  unfortunate  as  to  approach  the  floor  at  the  hour  of 
the  morning  report  or  of  the  mid-morning  coffee  break  he  is  even  more 
on  his  own.  The  former  involves  an  inviolate  ritual  comparing  in  im- 
portance with  a meeting  of  the  Security  Council  of  the  United  Nations. 
It  is  at  this  time  that  the  various  categories  of  maids,  aides,  orderlies, 
technicians,  student  nurses,  practical  nurses,  and  volunteer  helpers,  as 
well  as  graduates  gather  for  guidance,  instructions  and  segregation  into 
teams.  As  in  the  pregame  huddle,  they  are  arranged  according  to  rank, 
priority  in  position  being  gained  by  professional  seniority,  the  more 
uninitiated  being  relegated  to  the  periphery!  Both  patient  and  doctor 
must  fend  for  themselves  during  these  periods  and  brave  is  the  physician 
who  intrudes. 

Apparently  the  high  premium  previously  placed  on  dignity  and  effi- 
ciency in  nursing  is  now  minimized  in  its  teaching.  Today  the  nurse  is 
frequently  more  interested  in  the  psychic  and  social  aspect  of  her  patient 
than  in  his  more  important  manifestations,  and  is  unabashed  when  she  is 
unable  to  throw  the  slightest  light  on  the  patient’s  pulse,  temperature, 
blood  pressure,  urinary  output  or  general  condition. 

Mistakes  in  medication  and  failure  to  follow  the  physician’s  instruc- 
tions are  accepted  with  equanimity  as  long  as  they  are  not  lethal.  Nurs- 
ing training  school  administrations  have  apparently  adopted  the  dubious 
modernistic  theory  of  child-rearing  as  their  credo.  They  feel  that  firm 
correction  of  mistakes  is  tabu,  out  of  order,  and  even  degrading.  Not 
only  is  the  student  nurse  taught  nothing  about  ethical  procedure  and 
medical  mores,  but  she  may  well  be  totally  ignorant  about  aseptic  tech- 
nique in  the  dressing  of  wounds.  In  our  hospitals  they  frequently  ask 
if  one  will  need  sterile  instruments  to  dress  a laparotomy  wound!  And, 
usually  the  most  untrained  member  of  the  nursing  personnel  is  assigned 
to  accompany  the  physician  on  his  dressing  rounds  after  much  buck- 
passing and  delay.  One  wonders  at  what  point  the  common  sense  teach- 
ing in  these  matters  was  abandoned!  Today  when  the  avoidance  of 
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infection  is  of  paramount  importance  on  our  surgical  floors,  this  lack 
of  knowledge  is  inexcusable. 

Much  of  the  responsibility  for  this  sad  state  of  affairs  lies  with  the 
medical  profession  whose  members  have  often  demurely  accepted  in- 
ferior nursing  standards  in  an  effort  to  maintain  their  personal  popu- 
larity. Discipline,  so  essential  in  any  effective  effort,  and  especially  so 
during  a period  of  training,  must  be  restored  and  it  should  begin  with 
the  undergraduate  nurse.  In  medicine  there  is  no  place  for  compromise, 
and  when  we  seen  errors  in  technique  or  in  any  phase  of  the  teaching 
of  these  young  women  it  is  mandatory  that  we  worry  less  about  our 
individual  reputation  and  more  about  our  patients.  After  all,  health 
services  are  not  the  arena  for  the  average,  the  mediocre,  or  the  common- 
place. It  must  be  unequivocally  excellent.  Day  by  day  we  see  our  diag- 
noses questioned,  our  treatment  disparaged,  and  our  dignity  humbled 
oftentimes  by  nurses  younger  than  our  own  children.  It  is  high  time 
that  we  return  to  the  concept  that  nursing  primarily  has  to  do  with  the 
comfort  and  care  of  patients  and  not  particularly  with  their  diagnosis 
and  medical  treatment.  And  as  a corollary,  it  behooves  the  physician  to 
again  assume  his  rightful  responsibility  in  the  control  and  direction  of 
fundamental  nursing  principles. 

Charles  E.  Davis,  Jr.,  M.D. 


810  Medical  Tower 
Norfolk,  Virginia 
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News 


• • • • 


New  Members. 

Since  the  list  published  in  the  November 
issue  of  the  Monthly,  the  following  new 
members  have  been  received  into  The  Med- 
ical Society  of  Virginia: 

Guy  Joseph  Barrow,  M.D.,  Abingdon 
William  Lawson  Driskill,  M.D., 
Lynchburg 

Darrell  Kay  Gilliam,  M.D.,  Richmond 
George  W.  Kelly,  Jr.,  M.D.,  Pulaski 
John  A.  Kidwell,  M.D.,  Weyers  Cave 
Paul  Middleton,  M.D.,  Richmond 
Charles  Valentine  Miller,  M.D., 
Fredericksburg 

Vendel  Ignac  Peresleny,  M.D., 
Fredericksburg 

Meyer  Rosenbaum,  M.D.,  Arlington 
Charles  Steven  Sale,  M.D.,  Norfolk 
Ralph  Charles  Slusher,  M.D.,  Altavista 
William  Thomas  Stuart,  Jr.,  M.D., 
Richmond 

Gerald  Miles  Tierney,  M.D.,  Arlington 
Winfred  O’Neil  Ward,  M.D.,  Franklin 

Annual  Meeting. 

From  all  reports,  the  annual  meeting  held 
in  Richmond,  October  8-10,  was  one  of  the 
"best  yet”.  There  was  a registered  attend- 
ance of  700  physicians.  There  were  fifty- 
four  technical  and  thirty-one  scientific  ex- 
hibits. Two  doctors  who  visited  the  tech- 
nical exhibits  were  presented  with  Virginia 
hams — Dr.  John  Wyatt  Davis,  Jr.,  Lynch- 
burg, and  Dr.  Nat  Wooding,  Halifax — they 
just  happened  to  be  there  at  the  right  time! 

There  was  good  attendance  at  all  scien- 
tific sessions  and  at  the  meetings  of  the 
Council  and  House  of  Delegates.  Minutes 
of  the  business  meetings  appear  in  this  issue 
of  the  Monthly. 

Dr.  Russell  Buxton,  Newport  News,  suc- 
ceeded Dr.  Guy  Horsley,  Richmond,  to  the 
presidency.  Other  officers  were  elected  as  fol- 
lows: president-elect,  Dr.  Fletcher  Wright, 


Jr.,  Petersburg;  vice-presidents,  Dr.  M.  M. 
Pinckney,  Richmond;  Dr.  Bradley  D.  Ber- 
ry, Grundy,  and  Dr.  J.  A.  White,  Virginia 
Beach;  executive  secretary- treasurer,  Robert 
I.  Howard,  Richmond;  Speaker  of  the 
House,  Dr.  Wright;  and  vice-speaker,  Dr. 
Kinloch  Nelson,  Richmond.  Councilors  are 
Dr.  Paul  Hogg,  Newport  News;  Dr.  K.  K. 
Wallace,  Norfolk;  Dr.  Thomas  W.  Murrell, 
Jr.,  Richmond;  Dr.  A.  Tyree  Finch,  Jr., 
Farmville;  Dr.  William  N.  Thompson, 
Stuart;  Dr.  Alexander  McCausland,  Roa- 
noke; Dr.  Dennis  P.  McCarty,  Front  Royal; 
Dr.  James  G.  Willis,  Fredericksburg;  Dr. 
W.  Fredric  Delp,  Pulaski;  and  Dr.  Rich- 
ard E.  Palmer,  Alexandria.  Drs.  W.  Lin- 
wood  Ball,  Richmond,  and  Allen  Barker, 
Roanoke,  were  re-elected  as  delegates  to  the 
American  Medical  Association,  with  Dr. 
Vincent  W.  Archer,  Charlottesville,  holding 
over  for  another  year.  Alternates  are  Drs. 
John  T.  Hundley,  Lynchburg;  W.  Callier 
Salley,  Norfolk,  and  Russell  Buxton,  New- 
port News. 

The  1962  annual  meeting  of  the  Society 
will  be  a joint  one  with  the  Medical  Society 
of  the  District  of  Columbia.  It  will  be  held 
in  Washington  at  the  Sheraton-Park  Hotel, 
October  14-17.  It  is  not  too  soon  to  make 
your  plans  to  attend. 

Golf  Tournament 

Dr.  William  Tucker,  Richmond,  has  cap- 
tured the  Society  Challenge  Cup  sponsored 
by  the  physicians  of  Northern  Virginia.  Dr. 
Tucker,  firing  a fine  76,  found  the  Country 
Club  of  Virginia  course  to  his  liking  during 
the  annual  tournament  on  October  9.  Not 
too  far  off  the  pace  were  Dr.  Leon  Alexan- 
der, Richmond,  and  Dr.  Horace  Hicks, 
Highland  Springs. 

Low  net  honors  went  to  Dr.  William 
Frazier,  Purcellville;  Dr.  Henry  L.  Gardner, 
Jr.,  Franklin;  and  Dr.  C.  C.  Chewning, 
Richmond. 
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Blind  bogey  prizes  went  to  Dr.  C.  B. 
Cook,  Annandale;  Dr.  Hermann  Diamant, 
Arlington;  Dr.  Robert  Irby,  Richmond; 
and  Dr.  W.  V.  Rucker,  Bedford. 

Flying  Doctors  to  Organize. 

A nucleus  of  flying  doctors  has  agreed  to 
form  a Virginia  chapter  of  the  Flying  Phy- 
sicians Association.  Drs.  W.  Fredric  Delp, 
Pulaski,  and  Luther  C.  Brawner,  Richmond, 
are  co-chairmen  of  the  chapter.  The  group 
met  during  the  annual  meeting  of  The  Med- 
ical Society  of  Virginia  and  will  meet  again 
early  in  December  in  Pulaski.  Others  who 
attended  the  meeting  were  Drs.  J.  E.  Man- 
gus,  A.  A.  Houser  and  E.  S.  Robertson, 
Richmond;  Clyde  H.  Dougherty,  Hopewell; 
James  M.  Peery,  Cedar  Bluff;  and  C.  G. 
Finney,  Culpeper. 

There  are  at  least  forty  potential  members 
in  Virginia.  If  interested  in  joining  this 
chapter,  contact  Drs.  Delp  or  Brawner. 

Celebrate  60th  Anniversary. 

Dr.  and  Mrs.  Archibald  Osborne,  Berry- 
ville,  recently  celebrated  their  60th  wedding 
anniversary.  Dr.  Osborne  has  been  practic- 
ing medicine  for  sixty-two  years.  He  closed 
his  office  last  fall  but  continues  to  see  some 
of  his  old  patients  at  his  home.  Dr.  Osborne 
prides  himself  on  being  "the  nation’s  longest 
and  oldest  choir-singing  physician”.  He 
started  singing  with  the  Grace  Episcopal 
Church  choir  in  1902  and  has  been  active 
since  that  time. 

Virginia  Medical  Service  Association. 

Dr.  Fletcher  J.  Wright,  Jr.,  Petersburg, 
has  been  elected  president  of  the  Associa- 
tion; Dr.  Frank  Daniel,  Charlottesville,  sec- 
retary-general; and  Dr.  William  Grossmann, 
Petersburg,  chairman  of  the  board. 

Roanoke  Academy  of  Medicine. 

Dr.  J.  Lawson  Cabaniss  has  been  installed 
as  president  of  the  Academy,  succeeding 
Dr.  Hugh  Trout,  Jr.  Other  officers  are:  Dr. 


R.  Earle  Glendy,  president-elect;  Dr.  An- 
drew Shapiro,  vice-president;  and  Dr. 
George  W.  Hurt,  secretary-treasurer. 

Dr.  G.  B.  Arnold, 

Lynchburg,  has  discontinued  private 
practice  and  has  accepted  the  position  of 
chief  of  services  at  Southwestern  State  Hos- 
pital in  Marion.  Before  entering  private 
practice  in  1943,  he  was  a member  of  the 
staff  and  superintendent  of  the  Lynchburg 
Training  School  and  Hospital. 

Norfolk  Doctor  to  Serve  in  Peace  Corps. 

Dr.  John  N.  King  will  serve  with  the 
Peace  Corps  in  Tanganyika,  East  Africa,  for 
the  next  two  years.  He  has  been  interested 
in  the  Peace  Corps  since  its  inception  and 
found  that  if  he  joined  the  United  States 
Public  Health  Service  he  could  immediately 
transfer  to  the  Corps.  Dr.  King  will  be 
stationed  at  Dar  es  Salaam  and  will  work 
with  the  Tanganyika  Ministry  of  Health  as 
well  as  the  Peace  Corps. 

Dr.  King  is  the  son  of  Dr.  and  Mrs.  M. 
K.  King,  also  of  Norfolk,  and  graduated 
from  the  Medical  College  of  Virginia  in 
1959. 

“Eye  Cues  for  Eye  Care”. 

The  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  in  cooperation  with  the 
National  Medical  Foundation  for  Eye  Care, 
will  send  to  anyone  interested  free  sample 
copies  of  "Eye  Cues  for  Eye  Care”.  This 
is  a small  pamphlet  suitable  for  distribution 
from  the  doctor’s  office  to  the  public.  Please 
address  requests  to  the  Virginia  Society  of 
Ophthalmology  and  Otolaryngology,  P.  O. 
Box  209,  Roanoke,  Virginia. 

Study  of  Whipple’s  Disease. 

The  cooperation  of  physicians  is  requested 
in  a comprehensive  study  of  Whipple’s  Dis- 
ease currently  in  progress  at  the  Clinical 
Center,  National  Institutes  of  Health,  Be- 
thesda,  Maryland.  This  disease  tends  to  oc- 


Volume  88,  December,  1961 


741 


cur  in  middle-aged  males  and  in  its  fully 
expressed  form  is  characterized  by  a non- 
crippling arthritis,  diarrhea  with  malabsorp- 
tion, abdominal  distention,  cough,  weight 
loss,  and  asthenia.  The  diagnosis  can  be 
established  with  certainty  by  obtaining 
biopsies  of  peripheral  lymph  nodes  or  of 
intestinal  mucosa,  and  demonstrating  the 
presence  of  macrophages  containing  mate- 
rial that  stains  with  periodic  acid-Schiff 
(P.A.S.)  stain. 

Physicians  interested  in  the  possibility  of 
referring  individual  patients  should  write  or 
telephone:  Leonard  Laster,  M.D.,  Senior 
Investigator,  Gastroenterology  Unit,  Na- 
tional Institute  of  Arthritis  and  Metabolic 
Diseases,  Bethesda  14,  Maryland — Telephone 
496-4201. 

Annual  Sale  of  Lnristmas  Seals. 

In  March  1961,  1281  students  of  an  ele- 
mentary school  in  James  City  County  were 
tuberculin  tested  as  the  result  of  an  alarm 
caused  by  discovery  of  three  of  the  pupils 
with  active  tuberculosis.  Out  of  that  group, 
91  children  showed  positive  reactions  of 
5 mm  and  over. 

And  in  a Richmond  elementary  school, 
with  over  600  students,  better  than  33% 
reacted  positively  to  the  Mantoux  test  in  a 
cooperative  study  done  by  the  Richmond 
City  Health  Department,  the  Richmond 
Area  Tuberculosis  Association  and  the  medi- 
cal department  of  the  Richmond  City 
Schools. 

These  findings  add  new  meaning  and  ur- 
gency to  the  Virginia  Thoracic  Society’s 
plea  that  physicians  increase  their  "index  of 
suspicion”  and  make  tuberculin  testing  rou- 
tine in  examination  of  children  under  18 
years. 

The  1960  Virginia  Conference  on  TB  set 
up  a goal  to  be  achieved  by  1970:  the  con- 
trol of  TB  infection  to  the  point  that  not 
more  than  1%  of  14-year-old  children  in 
the  State  react  to  tuberculin.  Achievement 


of  this  goal  will  assuredly  need  the  active 
participation  of  all  physicians. 

Tuberculosis  associations,  supported  by 
contributions  for  Christmas  Seals,  initiated 
and  co-sponsored  the  1960  Conference  on 
Tuberculosis,  and  are  actively  working  with 
health  officials  in  tuberculin  testing  pro- 
grams in  selected  areas. 

Opportunity  for  Training  in  Physical 
Medicine  and  Rehabilitation. 

Two  vacancies  exist  for  residents  in  Phys- 
ical Medicine  and  Rehabilitation  at  Mc- 
Guire VA  Hospital,  Richmond,  Virginia. 
All  training  is  fully  integrated  with  Medical 
College  of  Virginia,  providing  formal  rota- 
tion through  MCV  Hospital  and  partici- 
pation in  specialty  clinics.  Salary  up  to 
$10,635  a year,  depending  on  qualifications. 
Excellent  fringe  benefits.  Write  or  call  Dr. 
A.  Ray  Dawson,  Chief,  Physical  Medicine 
and  Rehabilitation  Service,  VA  Hospital, 
Richmond,  Virginia.  ( Adv .) 

Office  Space  Available. 

For  rent  office  space  to  share  with  obste- 
trician-gynecologist in  beautiful  new,  air- 
conditioned  medical  building  in  Northern 
Virginia,  Annandale.  Excellent  opportunity 
for  general  practitioner,  ophthalmologist, 
ENT,  neurologist  or  psychiatrist.  These  spe- 
cialties are  not  represented  in  whole  area. 
New  Fairfax  Hospital  and  Arlington  Doc- 
tors Hospital  only  a few  minutes  away. 
Telephone  Clearbrook  6-0900,  Annandale, 
Virginia.  (Adv.) 

Wanted. 

Obstetrician-Gynecologist  associate,  group 
practice.  Two  man  obstetrical-gynecologi- 
cal service.  Southwest  Virginia.  Very  pro- 
gressive financial  scale.  Boards  not  required. 
Apply  to  #10,  care  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond  21, 
Virginia.  (Adv.) 
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Obituaries 


• • • • 


Dr.  Fred  Murchison  Hodges, 

Pioneer  in  the  field  of  radiology,  Rich- 
mond, died  October  24th.  He  was  a native 
of  North  Carolina  and  seventy-four  years 
of  age.  Dr.  Hodges  received  his  medical 
degree  from  the  University  of  Pennsylvania 
in  1910.  He  practiced  general  medicine  in 
Richmond  for  two  years,  following  which 
he  took  special  training  in  radiology  in 
Vienna.  During  World  War  I,  Dr.  Hodges 
served  as  chief  radiologist  of  a group  of  hos- 
pitals in  the  Toul,  France,  area,  holding  the 
rank  of  major.  He  was  recognized  for  his 
research  in  radiology  which  resulted  in  im- 
provement in  the  treatment  of  certain  ma- 
lignant and  inflammatory  conditions. 

Dr.  Hodges  was  a former  president  of 
the  Richmond  Academy  of  Medicine,  the 
Southern  Medical  Association,  the  Ameri- 
can College  of  Radiology,  and  the  American 
Roentgen  Ray  Society.  He  had  been  a mem- 
ber of  The  Medical  Society  of  Virginia  for 
fifty-one  years. 

Dr.  Hodges  and  the  late  Dr.  W.  T. 
Graham  founded  and  counseled  the  Gam- 
ble Hill  Community  Center  for  underpriv- 
ileged children. 

His  wife,  a daughter  and  a son  survive 
him. 

Dr.  James  Peery  Williams, 

Prominent  surgeon  of  Richlands,  died 
October  30th,  after  an  illness  of  several 
months.  He  was  fifty-nine  years  of  age  and 
a graduate  of  the  Medical  College  of  Vir- 
ginia in  1928.  Dr.  Williams  was  owner  and 
chief  surgeon  of  the  Mattie  Williams  Hos- 
pital in  Richlands  and  the  Grundy  Hospital 
in  Grundy.  He  was  president  of  the  First 
National  Bank  in  Richlands  and  a former 
member  of  the  town  council. 

Dr.  Williams  had  been  an  active  member 
of  The  Medical  Society  of  Virginia  since 
1933.  He  had  served  as  a member  of  Coun- 


cil, a vice-president  and  was  a member  of 
the  Medical  Service  Committee.  His  most 
active  work  was  as  chairman  of  the  Liaison 
Committee  to  Confer  with  the  United  Mine 
Workers  Welfare  Fund. 

Dr.  Harvey  Bernhardt  Haag, 

Former  dean  of  the  Medical  College  of 
Virginia,  died  October  14th,  at  the  age  of 
sixty-one.  He  was  widely  known  for  his 
research  on  alcohol  and  tobacco  and  was 
co-author  of  the  once-famous  "Haag-Wad- 
dell”  report  on  alcohol.  Dr.  Haag  gradu- 
ated from  the  School  of  Pharmacy  of  the 
Medical  College  of  Virginia  in  1923  and 
from  the  School  of  Medicine  in  1928.  He 
was  chairman  of  the  department  of  physi- 
ology and  pharmacology  from  1936  to  1955 
when  he  resigned  to  devote  his  time  to  re- 
search and  writing.  He  served  as  dean  of 
the  School  of  Medicine  from  1947  to  1950. 

Dr.  Haag  had  been  a member  of  The 
Medical  Society  of  Virginia  for  thirty-one 
years. 

His  wife  survives  him. 

The  following  resolution  was  adopted  by 
the  Richmond  Academy  of  Medicine: 

Dr.  Harvey  Bernhardt  Haag  occupied  a special 
niche  in  the  hearts  of  hundreds  of  former  students, 
in  the  Richmond  medical  community,  and  in  the 
educational,  research  and  administrative  life  of  the 
Medical  College  of  Virginia. 

For  thirty  years,  he  was  an  active  participant  in 
many  facets  of  professional  education  and  his  early 
bent  for  research,  which  became  a lifetime  interest, 
brought  many  significant  contributions  to  medical 
knowledge  and  scientific  literature. 

As  a teacher  and  preceptor,  an  innate  warmth  and 
affection  for  others  enhanced  his  unusual  ability  to 
communicate  effectively  and  to  inspire  those  under 
his  tutelage  to  realize  optimum  benefits  under  their 
opportunities. 

A native  of  Richmond,  Dr.  Haag  attended  the 
public  schools  and  was  graduated  from  the  MCV 
school  of  pharmacy  in  1923  with  the  Ph.G.  degree. 
Continuing  his  studies  and  broadening  his  scholarly 
interests,  he  received  the  degree  of  doctor  of  medi- 
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cine  in  1928  and  the  bachelor  of  science  in  1931. 

Pharmacology  emerged  as  the  area  in  which  Dr. 
Haag  was  to  perform  with  exceptional  distinction 
and  his  investigations  and  writings  established  for 
him  an  international  reputation.  His  alma  mater 
enjoyed  his  services  in  many  capacities — as  professor 
of  pharmacology  for  twenty-eight  years,  as  depart- 
mental chairman,  and  as  dean  of  medicine,  among 
others.  All  levels  of  government  called  on  his  tal- 
ents. In  peace  and  times  of  emergency,  he  accepted 
willingly  whatever  public  service  assignments  were 
thrust  upon  him,  regardless  of  the  reception  which 
might  await  his  findings. 

His  investigations  into  the  effects  of  alcohol  and 
tobacco  provided  the  subject  matter  for  many  of 
his  published  works.  He  served  on  the  general  com- 
mittee of  revision  of  the  United  States  Pharmocopeia. 
He  also  served  on  the  committee  on  national  formu- 
lary and  was  the  chairman  of  its  subcommittee  on 
pharmacology  and  posology. 

Dr.  Haag’s  qualifications  and  attainments  brought 
him  membership  and  office  in  many  organizations  and 
societies,  including  the  presidency  of  the  American 
Society  of  Pharmacology  and  Experimental  Thera- 
peutics. 

Now,  Therefore,  Be  It  Resolved: 

1.  The  Richmond  Academy  of  Medicine  hereby 
records  its  profound  regret  in  the  untimely 
death  on  October  14,  1961,  of  its  esteemed  and 
beloved  member,  Dr.  Harvey  Bernhardt  Haag. 

2.  By  this  resolution,  its  recognition  of  and  ap- 
preciation for  his  attainments  and  important 
contributions  to  medicine  and  the  health  pro- 
fessions generally  is  made  a matter  of  per- 
manent record  in  the  annals  of  the  Academy. 

3.  The  Secretary  is  directed  to  convey  to  Mrs. 
Haag  the  heartfelt  sympathy  of  the  Academy 
membership,  which  joins  unanimously  in  this 
expression. 

Harry  Walker 

W.  T.  Thompson,  Jr. 

R.  Blackwell  Smith,  Jr.,  Chairman 

Dr.  Elmer  Norman  Shockley, 

Bassett,  died  October  6th  at  the  age  of 
seventy-four.  He  had  been  under  treatment 
in  a Roanoke  Hospital  for  a head  injury 
suffered  at  his  home  the  last  of  September. 
Dr.  Shockley  was  a graduate  of  the  Medical 
College  of  Virginia  in  1921  and  established 
his  office  at  Bassett  in  1927.  He  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia since  1927. 


His  wife  and  a son  survive  him. 

The  following  resolutions  were  adopted 
by  the  Staff  of  the  Martinsville  General 
Hospital: 

Whereas,  Almighty  God  in  His  infinite  wisdom 
has  seen  fit  to  call  from  this  earth  to  the  realm  of 
immortality,  the  soul  of  Dr.  Elmer  N.  Shockley,  and 

Whereas,  his  wise  counsel,  influence  and  ability 
will  be  sorely  missed  in  the  conduct  of  all  medical 
affairs,  and 

Whereas,  in  the  performance  of  his  professional 
duties,  Dr.  Elmer  N.  Shockley  always  exhibited  a 
wealth  of  high  moral  character  and  integrity,  and 

Whereas,  it  is  with  a deep  feeling  of  regret, 
remorse  and  loss  that  we  realize  the  great  handicap 
under  which  his  untimely  death  has  placed  us,  re- 
sulting in  great  difficulty  to  replace  the  sterling  at- 
tributes of  a fine  physician  which  he  exemplified 
during  his  life, 

Now,  Therefore  Be  It  Resolved,  by  the  Staff 
of  the  Martinsville  General  Hospital,  in  regular  ses- 
sion assembled  on  October  10,  1961,  that  we  hereby 
record  our  deepest  sympathy  and  expression  of  be- 
reavement in  the  death  of  Dr.  Elmer  N.  Shockley. 
In  taking  leave  of  him,  we  express  the  hope  that 
every  act  of  goodness  that  he  performed  will  be 
treasured  up  and  become  an  incentive  by  which  we, 
the  living,  may  honor  him,  the  dead. 

Be  It  Further  Resolved,  that  a copy  of  this 
resolution  be  forwarded  to  the  family  of  the  dece- 
dent, to  the  Patrick-Henry  Medical  Society,  to  the 
Virginia  Medical  Monthly,  to  the  Dupont  Blender 
for  such  publication  that  may  be  deemed  fit  and 
proper  and  that  a copy  hereof  be  spread  upon  the 
minutes  of  this  hospital  Staff  meeting. 

Dr.  Edward  Howe  Miller, 

Danville,  died  November  3rd,  at  the  age 
of  eighty-one.  He  received  his  medical  de- 
gree from  the  University  of  Virginia  in  1904 
and  later  studied  medicine  in  Vienna  and 
Berlin.  During  World  War  I he  served  in 
France  with  the  University  of  Virginia  base 
hospital.  Dr.  Miller  had  practiced  in  Dan- 
ville since  his  return  from  the  War  and  until 
his  retirement  in  1951.  For  many  years  he 
was  chief  surgeon  of  the  Memorial  Hospital. 

Dr.  Miller  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1905. 

A son  survives  him. 
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Dr.  Frank  Longstaff  Apperly, 

Retired  chairman  of  the  department  of 
Pathology  of  the  Medical  College  of  Vir- 
ginia, died  at  his  home  in  Richmond  on 
October  24th.  He  had  held  this  position 
since  1931  when  he  came  here  from  his  na- 
tive Australia.  Dr.  Apperly  was  seventy- 
three  years  of  age.  He  was  a Rhodes  scholar 
at  Oxford  University  and  received  his  medi- 
cal degree  from  this  University  in  1920.  He 
was  awarded  a Doctor  of  Science  degree 
from  the  University  of  Melbourne  in  1924. 
During  World  War  I he  was  a captain  in 
the  Royal  Army  Medical  Corps.  In  1951 
Dr.  Apperly  published  a textbook  "Patterns 
of  Disease  on  the  Basis  of  Physiologic  Pa- 
thology” which  has  been  widely  used  in 
medical  schools  throughout  the  country. 

Dr.  Apperly  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1934.  He 
was  formerly  a member  of  the  Royal  Col- 
lege of  Surgeons  in  England. 

His  wife  and  two  daughters  survive  him. 

Dr.  Clift  Palsgrove  Berger, 

McLean,  died  September  30th  at  the  age 
of  fifty-nine.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1936.  Dr. 
Berger  came  to  the  Washington  area  in  1942 
and  had  resided  in  McLean  for  the  past 
three  years.  He  was  assistant  pathologist  at 
the  Sibley  Hospital.  Dr.  Berger  had  been 
a member  of  The  Medical  Society  of  Vir- 
ginia for  fourteen  years. 

His  wife  and  three  sisters  survive  him. 

Dr.  Harris. 

The  Norfolk  County  Medical  Society  records  with 
deep  sorrow  the  passing  of  Dr.  William  Lett  Harris 
who  died  at  his  residence  in  Norfolk  on  September 
9,  1961.  He  is  survived  by  his  wife,  Gertrude  Pugh 
Mclllroy  and  several  nieces  and  nephews.  His  first 
wife  was  Josephine  Macrum  who  died  in  1927. 

Dr.  Harris  was  born  in  Brunswick  County,  Vir- 
ginia, January  2 5,  1871.  He  attended  private  school 
in  Warrenton,  North  Carolina;  Randolph-Macon  Col- 
lege, Ashland,  Virginia;  University  of  Virginia  and 
was  graduated  at  the  Medical  College  of  Virginia  in 
1893.  He  interned  at  St.  Vincents  Hospital,  Nor- 
folk, Virginia,  and  did  postgraduate  work  in  New 


York  at  the  Baby  Clinic  and  Children’s  Hospital- 
He  practiced  at  Virginia  Beach  from  1895  to  1901 
when  he  located  in  Norfolk. 

Dr.  Harris  was  a member  of  this  Society  for  more 
than  sixty  years  and  was  elected  its  president  in 
1907.  During  his  active  years,  he  was  a leader  in 
the  scientific,  social  and  political  affairs  of  the  So- 
ciety. 

Dr.  Harris  was  one  of  the  pioneer  pediatricians  in 
this  State  and  his  success  in  this  field  reflected  his 
intuitive  wisdom  in  the  management  of  children 
and  their  illnesses.  In  his  early  career,  the  infant 
mortality  was  very  high  and  a notable  step  in  com- 
bating this  was  the  establishment  by  him  of  an  in- 
fant sanitarium,  with  its  controlled  hygienic  fac- 
tors, at  Virginia  Beach.  This  institution  proved  its 
life  saving  value  to  many  infants  in  this  community 
and  of  eastern  North  Carolina  for  many  years. 

In  the  natural  course  of  time,  Dr.  Harris’  prom- 
inence and  activities  spread  beyond  the  boundaries 
of  his  local  community.  He  was  a member  of  the 
Board  of  Visitors  of  the  Medical  College  of  Virginia 
continuously  since  1906.  In  1914,  he  was  elected 
president  of  the  Seaboard  Medical  Society  of  Virginia 
and  North  Carolina,  and  in  1925,  he  was  elected 
president  of  The  Medical  Society  of  Virginia. 

His  Christian  life  was  characterized  by  member- 
ship at  Christ  and  St.  Lukes  Episcopal  Church  where 
he  served  many  years  as  a member  of  the  vestry. 

The  Norfolk  County  Medical  Society  recites  the 
above  accomplishments  of  our  beloved  friend  and 
colleague  with  pride  and  the  knowledge  that  they 
constitute  a tribute  to  his  unselfish  labors,  outstand- 
ing ability  and  worthy  character. 

Therefore,  Be  It  Resolved  that  the  Norfolk 
County  Medical  Society  record  these  expressions  as 
a permanent  memorial  to  the  life  of  Dr.  William 
Lett  Harris,  and  that  a copy  of  these  resolutions  be 
sent  to  his  family  and  the  Virginia  Medical  Monthly 
for  publication. 

C.  Lydon  Harrell,  M.D.,  Chairman 

C.  C.  Smith,  M.D. 

M.  S.  Fitchett,  M.D. 

Dr.  William  Floyd  Olinger, 

Coeburn,  was  fatally  injured  when  his  car 
went  out  of  control  on  September  28th.  He 
died  a short  time  later.  Dr.  Olinger  was 
thirty-two  years  of  age  and  received  his 
medical  degree  from  the  University  of  Vir- 
ginia in  19  54.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  for  three 
years. 

His  wife  and  two  daughters  survive  him. 
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Dr.  Bishop. 

Whereas,  Dr.  John  Mason  Bishop,  honorable 
member  of  the  Roanoke  Academy  of  Medicine  de- 
parted this  life  on  the  eleventh  day  of  September 
1961;  and,  whereas,  the  wish  to  express  our  great 
loss  in  his  passing  and  desire  to  pay  tribute  to  his 
memory,  we  unanimously  adopt  this  resolution. 

Dr.  Bishop,  was  born  in  Bland  County,  Virginia, 
May  19,  1898.  He  obtained  his  premedical  education 
from  Washington  and  Lee  University  and  graduated 
from  The  Medical  College  of  Virginia.  After  intern- 
ing at  the  Jefferson  Hospital,  Roanoke,  he  continued 
his  training  in  pediatrics  at  The  Children’s  Hospital, 
Philadelphia,  Pennsylvania,  and  the  Children’s  Hos- 
pital, Washington,  D.  C.  He  began  the  practice  of 
pediatrics  in  Roanoke  in  1930,  in  a manner  which 
has  always  been  a credit  to  the  medical  profession. 

Dr.  Bishop  was  a past  president  of  the  Virginia 
Pediatric  Society.  He  was  a diplomat  of  the  Ameri- 
can Board  of  Pediatrics  and  a Fellow  of  the  Ameri- 
can Academy  of  Pediatrics.  He  was  a member  of 
The  Medical  Society  of  Virginia  and  the  American 
Medical  Association.  He  was  physician  for  the  Child 
Care  Bureau,  for  the  State  of  Virginia  and  the  Chil- 
dren’s Home  Society.  He  was  affiliated  with  the 
Raleigh  Court  Presbyterian  Church. 

Whereas,  we,  his  fellow  members  of  the  Roanoke 
Academy  of  Medicine,  this  day  of  October  2,  1961, 
express  to  his  family  our  sincere  sympathy  and  to 
the  entire  community  the  sense  of  loss  which  we 
share  with  them. 

Be  It  Further  Resolved  that  a copy  of  this 
resolution  be  sent  to  Mrs.  Bishop,  the  local  press, 
and  The  Medical  Society  of  Virginia. 

Andrew  D.  Shapiro,  M.D. 

John  E.  Gardner,  M.D. 

George  B.  Lawson,  M.D.,  Chairman 

Dr.  Stone. 

Be  It  Resolved  that  Whereas,  Dr.  George  Ed- 
mund Stone  passed  away  on  Wednesday,  September 
27,  1961,  and 


Whereas,  he  was  for  a great  many  years  a valued 
member  of  the  Neuropsychiatric  Society  of  Virginia, 

Be  It  Resolved  that  the  members  of  the  Neuro- 
psychiatric Society  of  Virginia  herewith  express  their 
sorrow  at  the  untimely  death  of  Dr.  Stone. 

Born  5 8 years  ago  in  Franklin  County,  Virginia, 
he  received  his  B.S.  degree  from  Randolph-Macon 
College  and  in  1930  his  M.D.  degree  from  the  Medi- 
cal College  of  Virginia.  He  served  his  internship  at 
the  Lewis-Gale  Hospital  in  Roanoke,  spent  a year 
as  Medical  Examiner  for  the  Norfolk  and  Western 
Railroad  and  then  joined  the  staff  of  Western  State 
Hospital  in  Staunton.  He  was  transferred  to  the 
staff  of  Dejarnette  Sanatorium  when  it  was  opened 
in  May  1932,  and  was  appointed  Superintendent 
January  1,  1951. 

He  was  a member  and  fellow  of  the  American 
Psychiatric  Association,  including  the  Virginia  Dis- 
trict Branch  of  that  Association  of  which  he  was 
a representative  in  the  National  Association.  He 
was  a member  of  the  Neuropsychiatric  Society  of 
Virginia,  member  of  The  Medical  Society  of  Virginia, 
serving  on  its  Mental  Health  Committee,  member 
and  past  president  of  the  Augusta  County  Medical 
Society.  He  was  a member  of  the  First  Presbyterian 
Church  in  Staunton  and  of  the  Staunton  Rotary 
Club. 

Dr.  Stone  was  always  held  in  the  highest  esteem  by 
his  colleagues,  not  only  for  his  professional  ability 
but  also  for  his  personal  characteristics.  He  carried 
the  treatment  and  welfare  of  his  patients  foremost 
in  his  mind  and  was  eager  to  acquire  the  most  recent 
knowledge  in  treatment  techniques. 

Be  It  Further  Resolved,  that  the  Neuropsychia- 
tric Society  of  Virginia  send  to  the  bereaved  widow 
and  son  a copy  of  this  resolution  and  that  additional 
copies  be  mailed  to  The  Medical  Society  of  Virginia, 
and  that  a copy  of  these  proceedings  be  spread  on 
the  minutes  of  the  records. 

Joseph  R.  Blalock,  M.D. 

R.  Coleman  Longan,  Jr.,  M.D. 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a compe- 
tent licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.N.  Alford,  Atlanta,  Ga. 
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TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and  neuro- 
logical patients.  Hospital  and  out-patient  services. 

(Organic  diseases  of  the  nervous  system,  psychoneuroses,  psychosomatic 
disorders,  mood  disturbances,  social  adjustment  problems,  involutional 
reactions  and  selective  psychotic  and  alcoholic  problems.) 


Dr.  James  Asa  Shield  Dr.  Weir  M.  Tucker 

Dr.  George  S.  Fultz  Dr.  Amelia  G.  Wood 


Westbrook 

Sanatorium 

RICHMOND,  VIRGINIA 


REX  BIANKINSHIP,  M.D. 

President 

JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 
THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 
JAMES  K.  HALL,  JR.,  M.D. 
Associate 
R.  H.  CRYTZER 
Administrator 


A private  psychiatric  hospital  employing  modern 
diagnostic  and  treatment  procedures— electro  shock, 
insulin,  psychotherapy,  occupational  and  recrea- 
tional therapy— for  nervous  and  mental  disorders 
and  problems  of  addiction. 

Brochure  of  Literature  and  Views  Sent  On  Request 
P.  O.  Box  1514  Phone  EL  9-5701 
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Saint  Albans  Psychiatric  Hospital 

RADFORD,  VIRGINIA 

announces  the  opening  of  HILLSIDE,  a new  medical  psychiatric 
facility  for  the  resident  care  of  selected  male  and  female  patients. 
HILLSIDE  is  a modern  one-story  structure  with  private  and  semi- 
private accommodations  for  twenty-four  patients.  The  building 
is  located  on  the  grounds  adjacent  to  the  main  hospital  building 
with  ample  out-of-doors  space.  It  is  protected  by  an  automatic  fire 
sprinkler  system.  Medical,  psychiatric  and  nursing  services  are 
provided  by  the  hospital  staff.  A well-rounded  recreational  and 
occupational  therapy  program  helps  fill  the  "long  hours"  with 
individual  and  group  activities. 

For  rates  and  additional  information,  address: 

James  P.  King,  M.D.,  Director, 

Saint  Albans  Psychiatric  Hospital, 

Box  1172,  Radford,  Virginia 
Telephone — NEptune  9-248S 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947)  MARY  INGRAM  CLARK  (1884-1955) 

A private  nursing  home  dedicated  to  the  care  of  chronic,  convalescent  and  aged 


MRS.  GENE  CLARK  REGIRER,  Administrator 

1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  EL  9-3221 

Fire  Protection  by  Grinnell  Sprinkler  System 
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ST.  IUKE  S HOSPITAL 


McGuire  clinic 


1000  West  Grace  Street 
Richmond.  Virginia 


General  Medicine 
HUNTER  H.  McGUIRE,  m.d. 
MARGARET  NOLTING,  M.D. 
JOHN  P.  LYNCH,  M.D. 

WM.  H.  HARRIS,  JR..  M.D. 

JOHN  B.  CATLETT,  M.D. 
ROBERT  W.  BEDINGER,  M.D. 

Orthopedic  Surgery 
JAMES  T.  TUCKER,  M.D. 
BEVERLEY  B.  CLARY,  M.D. 
EARNEST  B.  CARPENTER.  M.D. 
JAMES  B.  DALTON,  JR.,  M.D. 

Neurology 

RAYMOND  A.  ADAMS,  M.D. 


General  Surgery 

WEBSTER  P.  BARNES.  M.D. 

JOHN  H.  REED,  JR.,  M.D. 

JOHN  ROBERT  MASSIE,  JP..,  M.D. 
JOSEPH  W.  COXE  III.  M.D 
H.  FAIRFAX  CONQUEST,  M.D. 

Dental  Surgery 

JOHN  BELL  WILLIAMS,  D.D.S. 


Urology 

CHAS.  M.  NELSON,  M.D. 
AUSTIN  I.  DODSON,  JR.,  M.D. 


Bronchoscopy 

GEORGE  AUSTIN  WELCHONS,  M.D 
Radiology 

HENRY  S.  SPENCER,  M.D. 
STUART  J.  EISENBERG,  M.D. 

Pathology 

J.  H.  SCHERER,  M.D. 

JOHN  L.  THORNTON.  M.D. 

Anesthesiology 
HETH  OWEN,  JR..  M.D. 

WILLIAM  B.  MONCURE,  M.D. 
BEVERLY  JONES.  M.D. 


Treasurer:  RICHARD  J.  JONES,  B.S.,  C.P.A. 

ALL  ROOMS  AIR  CONDITIONED 

Free  Parking  for  Patrons 


+ 


“ Understanding  Care” 


Intermediate 

Skilled  Care 

+ AGED  + 
TERMINAL  CASES 
CHRONICALLY 
ILL  PEOPLE 


Each  Patient  Under  Care 
of  their  Own  Doctor 


Nothing  But  Good  Professional  Care  For  Elderly  People. 


• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• Prof.  Supervision  • Res.  Extern 

• Trained  Dietitian  • Male  Orderlies 

State  and  City  Health  Depts.  Approved 


Member:  -f- 

Va.  Nursing  Home 
and 

American  Nursing 
Home  Assns. 


• 67  Simmons  Hospital  Bed  Capacity 

• Automatic  Litter-Size  Elevator 

• Rates  From  $60  Weekly.  Gen.  care 

• Private  and  Multiple  Rooms  with  toilets 

Your  Inspection  Invited 


Bernard  Maslan,  Administrator 

Terrace  Hill  Nursing  Home,  ■*. 

2112  MONTEIRO  AVENUE  RICHMOND  22,  VIRGINIA 

= • Ml.  3-2777  • ===== 
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Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  Inc. 


Roanoke,  Virginia 


STAFF 

Dr.  Elbyrne  G.  Gill 
Dr.  Houston  L.  Bell 
Dr.  Ronald  B.  Harris 

RESIDENT  STAFF 

Dr.  D.  H.  Williams 
Dr.  Scott  W.  Little 
Dr.  S.  A.  Milewski 

Lewis  M.  Simpson 
(Business  Manager) 

Bobbie  Boyd  Lubker,  M.A. 

(Speech  Therapist) 

A Modern  Fireproof  Hospital,  Specially  Designed 
and  Equipped  for  the  Medical  and  Surgical  Care  of 
Ophthalmology,  Otolaryngology,  F a c i o-Maxillary 
Surgery,  Rhinoplastic  Surgery,  Bronchoscopy  and 
Esophagoscopy. 

Complete  Laboratory  and  X-Ray  Equipment. 

Physicians  and  Graduate  Nurses  in  Constant 
Attendance. 


The  Hospital  offers  a three  year  residency  in  Ophthalmology  to  a graduate  of  an  approved  medical  school, 
who  has  an  internship  of  at  least  one  year  in  an  approved  school. 

For  further  information,  address: 


BUSINESS  MANAGER,  BOX  1789,  ROANOKE,  VIRGINIA 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 
RICHMOND,  VIRGINIA 


Medicine: 

Manfred  Call,  III,  M.D. 

M.  Morris  Pinckney,  M.D. 
Alexander  G.  Brown,  III,  M.D. 
John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

John  W.  Powell,  M.D. 

Obstetrics  and  Gynecology: 

Wm.  Durwood  Suggs,  M.D. 
Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 
Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 
Pediatrics: 

Charles  P.  Mangum,  M.D. 
Edward  G.  Davis,  Jr.,  M.D. 

Ophthalmology,  Otolaryngology: 

W.  L.  Mason,  M.D. 

J.  Warren  Montague,  M.D. 

Anesthesiology: 

William  B.  Moncure,  M.D. 

Heth  Owen,  Jr.,  M.D. 


Surgery: 

A.  Stephens  Graham,  M.D. 
Charles  R.  Robins,  Jr.,  M.D. 
Carrington  Williams,  M.D. 
Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

J.  Edward  Hill,  M.D. 

Oral  Surgery: 

Guy  R.  Harrison,  D.D.S. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.D. 

L.  O.  Snead,  M.D. 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

Irvin  W.  Cavedo,  Jr.,  M.D. 

Pathology: 

James  B.  Roberts,  M.D. 

Director: 

Charles  C.  Hough 
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ST.  ELIZABETH’S  HOSPITAL 

RICHMOND  20,  VIRGINIA 

ESTABLISHED  1912 


Guy  W.  Horsley,  M.D. 

General  Surgery  and  Gynecology 

James  T.  Gianoulis,  M.D. 

General  Surgery  and  Gynecology 

J.  Shelton  Horsley,  III,  M.D. 
General  Surgery  and  Gynecology 


Austin  I.  Dodson,  Jr.,  M.D. 

Urology 

J.  Edward  Hill,  M.D. 

Urology 


Douglas  G.  Chapman,  M.D. 

Internal  Medicine 

Elmer  S.  Robertson,  M.D. 

Internal  Medicine 

W.  Kyle  Smith,  Jr.,  M.D. 

Internal  Medicine 


For  the  care  of  surgical,  gynecological,  urological  and  medical  cases. 


Edward  L.  Harris,  Administrator 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o&o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


RICHMOND 
EYE  HOSPITAL 
RICHMOND 
EAR,  NOSE  AND 
THROAT  HOSPITAL 

(COMBINED) 

RICHMOND,  VIRGINIA 

A new  non-profit  Community  Hospital  spe- 
cially constructed  for  the  treatment  of  Eye, 
Ear,  Nose  and  Throat  Diseases,  including 
Laryngeal  Surgery,  Bronchoscopy  and  Plastic 
Surgery  of  the  Nose. 

Professional  care  offered  a limited  number 
of  charity  patients. 

Address: 

JOHN  H.  TOBIN,  JR.,  Administrator 
408  North  1 2th  Street 
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Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

For  convalescent,  aged,  chronically  ill, 
and  retired  persons.  Provides  healthful 
rest,  excellent  nursing  care  in  cheerful, 
comfortable  surroundings.  Air-condition- 
ed, fire-safe  building.  Accommodations 
for  eighty-eight.  Medical  Supervision. 
Inspection  Invited.  Write,  or  telephone 
Essex  3-3434. 

Rates: 

$45.00  to  $75.00  per  week 


Every  Virginia  Doctor  Should 
Have  These  Books! 

The  history  of  medicine  in  the  Old  Common- 
wealth from  Jamestown  to  the  beginning  of  the 
present  century  is  a work  every  doctor  should  be 
proud  to  own.  Complete  and  intensely  interesting. 

Medicine  In  Virginia 

By  Wyndham  B.  Blanton,  M.D. 
Published  under  the  Auspices  of 
The  Medical  Society  of  Virginia 

Reduced  price  to  members  of  The 
Medical  Society  of  Virginia 
18th  Century — $2.00 
19th  Century — $2.00 


Order  through 

The  Medical  Society  of  Virginia 

4205  Dover  Road 
Richmond  21,  Virginia 


1 f f Established  1916 

Appalachian  Hall  • Asheville,  North  Carolina 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence, 
drug  and  alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete 
laboratory  facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around 
climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 


For  rates  and  further  information  write  APPALACHIAN  HALL,  Asheville,  N.  C. 
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For  the 
Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exclusively  Optical 


' r 3 

■ 

in  very  special  cases 
a very  superior  brandy... 
specify 

IIZMlfisST 

COGNAC  BRANDY 

84  Proof  I Schieffelin  & Co.,  New  York 


REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

Trim  Size:  8x11  inches 


No.  of  copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page  _ 

$8.30 

$8.90 

$9.20 

$10.70 

$12.20 

$13.70 

$16.70 

$19.70 

2 Pages  _ 

9.45 

10.20 

10.60 

12.45 

14.35 

16.20 

19.95 

23.70 

4 Pages 

19.85 

21.70 

22.65 

27.25 

31.88 

36.50 

45.75 

55.00 

8 Pages  _ 

47.87 

50.15 

51.30 

57.00 

62.70 

68.40 

79.80 

91.20 

1 2 Pages  _ 

77.90 

82.65 

85.05 

96.90 

108.80 

120.65 

144.40 

168.15 

1 6 Pages 

95.74 

100.30 

102.60 

1 14.00 

125.40 

136.80 

159.60 

182.40 

Cover 

15.20 

18.65 

20.40 

29.00 

37.45 

46.25 

73.50 

80.75 

Envelope — blank  __ 

2.80 

5.60 

7.00 

14.00 

21.00 

28.00 

42.00 

56.00 

Envelope — printed  _ 

7.98 

1 1.16 

12.70 

20.70 

28.60 

36.60 

52.50 

68.40 

PRICES  F.O.B.  RICHMOND,  VA. 

Orders  must  be  placed  before  type  is  distributed. 


WILLIAMS  PRINTING  CO. 

11-13-15  North  14th  Street  Richmond  19,  Virginia 
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Will  they  grow  up  in  a 
free  world?  Would  you 
want  them  to  grow  up  in 
any  other  kind?  The  answer 
to  that  question  is  why  mil- 
lions of  Americans  regu- 
larly visit  the  Savings 
Bond  window  at  their 
bank. 


What  63*  a day  can  mean 

to  their  future  . . . and  Uncle  Sam’s 


Investing  63d  a day  at  3%%  interest 
can  bring  some  pretty  nice  things  into 
your  future.  Insixyears — $1,500  down 
on  a new  home.  In  twelve  years  — 
nearly  $3,500  for  college  costs. 

But  things  being  the  way  they  are, 
it’s  pretty  hard  to  consider  your  own 
future  without  giving  some  thought 
to  your  country’s  future,  too.  Millions 
of  Americans  have  done  this  and  are 
putting  their  savings  into  United 
States  Savings  Bonds. 

The  money  you  invest  in  Savings 
Bonds  is  one  of  the  best  ways  you  can 


help  Uncle  Sam  today.  It  helps  keep 
our  economy  strong  and  provides  one 
of  the  most  dependable  means  the 
Government  has  to  manage  the  costs 
of  national  defense. 

Buy  a Bond  today.  You  can  lend 
your  country  a real  hand  now  by 
saving  this  way  for  the  future. 

Five  ways  U.  S.  Savings  Bonds 
benefit  you  personally 

1 . You  get  3 14  % interest  to  maturity. 

2.  Your  Bonds  are  replaced  free  if  lost. 

3.  You  get  your  money  whenever  you 
need  it.  4.  You  can  save  automatically 
where  you  work.  5.  Your  investment  is 
guaranteed  by  the  U.S.  Government. 


Savings  Bonds 
are  fireproof. 
Theft-proof,  too. 
Every  Savings 
Bond  you  buy  is 
registered  in  Wash- 
ington and  will  be 
replaced  free. 


Keep  freedom  in  your  future  with 


U.S.  SAVINGS  BONDS 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


5 1-2x8  in.— 100  Screen  SBD-GM-62-3 
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According  to  a recent  report*  on  the  effectiveness 
of  Terramycin  in  106  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxy tetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 


The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
—increasingly— the  trend  is  to  Terramycin. 


In  brief  l 


CAPSULES 


250  mg.  and  125  mg.  per  capsule 


convenient  initial  or  maintenance  therapy 
in  adults  and  older  children 


Science  for  the  world’s  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

•Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 
another  reason  why  the  trend  is  to 
Terramycin  —versatility  of  dosage  form : 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
( 100  mg./cc.),  respectively — deliciously 
fruit -flavored  aqueous  forms  . . . 
preconstituted  for  ready  oral  administration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — the  broad- 
spectrum  antibiotic  for  immediate  intra- 
muscular  injection  . . . conveniently 
preconstituted  . . . notably  well  tolerated  at 
injection  site  with  low  tissue  reaction 
compared  to  other  broad-spectrum  antibiotics 


^oocl^Buy  in 
‘^ublic^Qelationa 

+ Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


G/Ve  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III. 


mitalis 
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P I LLS 


Digitalis 

( Davies.  Rose I 

0.1  Gram 

U(#fsx.  grains) 

CAUTION:  Federal 
law  prohibits  dispens- 
uiK  without  pr**erip> 


r 

i: 

n 

* i 

si 

«• 

u 


MVitS.  80S  t Cl.  lit 
j Mstw.  Hist.  8 S-l 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  &.  Co.,  Ltd. 
Boston,  18,  Mass. 
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In  oral  penicillin  therapy 
COMPOCILLIN-VK 
offers  the  speed,  the  certainty, 
the  effectiveness 
of  this . . . 


with  the  safety 
and  the  convenience 
of  this . . . 


IN  ORAL  PENICILLIN  THERAPY 

COMPOCILLIN'-VK 

POTASSIUM  PENICILLIN  V 


Because  potassium  penicillin  V (Compo- 
cillin-VK)  offers  excellent  absorp- 
tion12'3-4—fast,  predictable  levels  of 
antibacterial  activity  enter  the  blood  stream 
and  quickly  reach  the  site  of  infection.  Ab- 
sorption takes  place  high  in  the  digestive  tract 
and  is  virtually  unaffected  by  gastric  media. 

Antibacterial  levels  are  so  predictable  that, 
in  many  cases,  Compocillin-VK  may  be  pre- 
scribed in  place  of  injectable  penicillin.  This  is 
especially  appreciated  by  younger  patients 
and  — as  you  know — oral  administration  is 
considered  far  safer  than  injectable. 

Compocillin-VK  is  well  tolerated  and  may 
be  used  in  treating  mild,  severe,  and  in  high  do- 
sage ranges,  even  critical  cases  involving  peni- 
cillin-sensitive organisms.  It  comes  in  stable, 
palatable  forms  for  every  patient — every  age. 


There  are  tiny,  easy-to-swallow  Filmtab® 
tablets— 125  mg.  and  250  mg.  (200,000  units 
and  400,000  units),  a tasty,  cherry-flavored 
suspension  (each  5-ml.  teaspoonful  contains 
125  mg.)  and  two  combinations  (Filmtab  and 
suspension)  with  the  triple  sulfas.  Depending 
on  severity  of  infection,  dosage  for  Compo- 
cillin-VK is  usually  125  mg.  or  250  mg.  three 
times  a day. Won’t  you  try  Compocillin-VK? 

1.  R.  Lamb  and  E.  S.  Maclean,  Penicillin  V— A Clinical 
Assessment  After  One  Year,  Brit.  M.  J.,  July  27,  1957, 
p.  191-193.  2.  J.  I.  Burn,  M.  P.  Curwen,  R.  G.  Huntsman 
and  R.  A.  Shooter,  A Trial  of  Penicillin  V,  Brit.  M.  J., 
July  27, 1957,  p.  193.  3.  J.  Macleod,  Current  Therapeutics, 
The  Practitioner,  178:486,  April,  1957.  4.  W.  J.  Martin, 
D.  R.  Nichols  and  F.  R.  Heilman,  Observations  on  Clinical 
Use  of  Phenoxymethyl  Penicillin  (Penicillin  V),  J.A.M.A., 
p.  928,  March  17,  1956. 


©FILMTAB  — FILM-SEALED  TABLETS,  ABBOTT. 
1 10261 


HIGHER  PEAK  ^ANALGESIA 


Butadol 

4 FOR  ALL  DEGREES  OF  PAIN* 


INDICATIONS: 

Tension  Headache  Dysmenorrhea 

Premenstrual  Tension  Bursitis 

Neuralgia  Neuritis 

After  minor  surgery  and  dental  extractions. 

DOSAGE: 

BUTADOL  — Adults,  One  or  two  capsules  every 
4 hours  as  indicated.  Children  6 to  12  years 
of  age,  one-half  the  adult  dose. 

BUTADOL  No.  2 — Usual  dose,  1 or  2 capsules 
as  needed. 

BUTADOL  No.  3 — Usual  dose,  1 capsule  as 

needed. 

BUTADOL  No.  4 — Usual  dose,  1 capsule  as 

needed. 

CAUTION: 

Federal  law  prohibits  dispensing  without  pre- 
scription. Butadol  with  Codeine  13  mg.,  30  mg., 
and  60  mg.  are  Class  B Narcotic  Preparations 
(Oral  prescriptions  permitted). 

PRECAUTION: 

Butadol  and  Butadol  with  Codeine  may  he 
habit  forming. 

CONTRAINDICATIONS: 

There  are  no  known  contraindications  to  Buta- 
dol when  taken  as  directed.  Excessive  doses 
should  be  avoided  due  to  barbiturate  and  atro- 
pine content.  Infrequently,  individuals  sensitive 
to  barbiturates  may  experience  lassitude,  head- 
aches, nausea  or  emotional  disturbance. 

SIDE  EFFECTS 

Some  patients  may  display  allergylike  skin  re- 
actions as  the  result  of  an  acquired  sensitivity  to 
barbiturates. 

SUPPLIED: 

Butadol  - Bottles  of  100,  1000  and  5000 

capsules. 

Butadol  with  Codeine  Phosphate  (all  3 strengths) 
— Bottles  of  100  and  500  capsules. 

Samples  and  Literature  Gladly  Sent 
Upon  Request 


The  BUTADOL  Capsule  Non  Narcotic  Formula: 

Each  opaque  gray  and  white  capsule  contains: 


Butabarbital  Sodium  15  mg. 

Warning  — May  Be  Habit  Forming 

Acetaminophen  250  mg. 

Salicylamide  200  mg. 

Atropine  Sulfate  .0012  mg. 

Scopolamine  Hvdrobromide  .0048  mg. 

Hyoscyamine  Sulfate  .024  mg. 


BUTADOL  No.  2 (For  Moderate  to  Severe  Pain) 

Each  opaque  light  green  and  gray  capsule  contains  Butadol  with  15  mg. 
Codeine  Phosphate. 


BUTADOL  No.  3 (For  More  Severe  Pain) 

Each  opaque  medium  green  and  gray  capsule  contains  Butadol  with 
30  mg.  Codeine  Phosphate. 

BUTADOL  No.  4 (For  Very  Severe  Pain  ^ ) 

Each  opaque  bright  green  and  gray  capsule  contains  Butadol  with 
60  mg.  Codeine  Phosphate. 


•^Except  for  those  patients  with  intractable  pain  where  recourse 
to  morphine  or  addicting  synthetic  narcotics  may  be  unavoidable. 


iS  [PHVSICIANS 

PFTFBSHURG. 


PRODUCTS  CO.,  INC. 


VIRGINIA 


for  your  obstetric  patients  in  pain,  the  narcotic  of  choice  is 


ocmlorioe 


For  dependable  pain  relief  in 
labor,  Demerol  is  unsurpassed 
in  effectiveness  and  safety 
for  both  mother  and  child. 

Usual  dosage  is  from  50  to 
100  mg.  subcutaneously  or 
intramuscularly  when  pains 
become  regular,  repeated  three 
or  four  times  at  intervals  of  from 
one  to  four  hours  as  needed. 


Stl&iECT  TO  REGULATIONS  OP  THE  FEDERAL  BUREAU  OF  NARCOTICS. 
DEMEROL  (BRAND  OF  MEPERIDINE),  TRADEMARK  REG.  0.$.  PAT.  OPF, 


LABORATORIES 
NEW  YORK  18,  N.  Y. 


Before  prescribing  be  sure  to  consult  Winthrop's  literature  for  additional  information  about  dosage,  possible  side  effects  and  contraindications. 
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is  pharmaceutical 
advertising 
really 

“advertising”? 

of  course  it  IS,  though  some  have  called  it 

“education”  . . . not  really  “advertising.” 

Of  course  it’s  “advertising”. . . a frankly  competitive  activity  of  the  Ameri- 
can private  enterprise  system  to  which  this  industry  belongs.  Of  course  it’s 
“advertising”. . .created  in  the  hope  of  getting  the  physician  to  note  and  read; 
of  persuading  him,  by  setting  forth  proven  indications  and  advantages,  to 
learn  about  a drug;  and  of  thereby  helping  him  alleviate  suffering  or  cure  dis- 
ease by  prescribing  it. 

“Advertising”?  Surely!  BUT  indisputably  different  from  any  other  adver- 
tising in  the  world  (which  is  just  what  has  led  people  to  devise  various  dif- 
ferent names  for  it).  For  in  its  proper  role  it  communicates  the  vital  information 
. . . good,  bad,  and  indifferent  . . . and  it  keeps  the  physician  abreast  of  each 
useful  new  clinical  application  and  each  new  danger  revealed  during  increas- 
ing use  of  the  drug. 

There's  been  a lot  of  talk  about  "over-advertising",  and  there  may  have  been 
occasional  excesses.  But  consider  the  potential  dangers,  in  this  era  of  astonishing 
new  drugs,  of  "under-advertising".  . . in  view  of  the  complexity  of  modern  drug 
therapy;  the  lag  of  6 to  more  than  18  months  before  the  appearance  of  defini- 
tive medical  articles  on  new  drugs;  and  the  fact  that  there  is  no  other  source  of 
such  comprehensive  information  about  a new  agent  as  the  company  that  ran  it 
through  the  crucial  gauntlet  of  animal  pharmacology  and  clinical  investigation. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  drugs. 
For  additional  information,  please  write  Pharmaceutical  Manufacturers  Associa* 
tion,  1411  K Street,  N.W.,  Washington  5,  D.C. 


48 


Virginia  Medical  Monthly 


In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.1'3  Repeated  applica- 
tions do  not  lessen  effectiveness. 


LABORATORIES 
New  York  18,  N.Y. 


Available  in  plastic  nasal  sprays  for  adults  [Vz%)  and  children 
VA%),  in  dropper  bottles  of  Vs,  Vo,  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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t h e f i rst  and  only 

TIMED-DISINTEGRATION 

dosage  form  of  an 
oral  hypoglycemic 


CAPSULES  50  mg. 


blood  sugar  lowering  effects 
persist  for  12  to  14  hours  in 

stable  adult  diabetes 

sulfonylurea  failures  • unstable  diabetes 

• convenient— one  dose  a day,  or  two  at  most,  for  a great 
majority  of  patients 

• lowers  blood  sugar  gradually,  smoothly 

• well  tolerated... minimal  g.i.  side  effects 

• virtually  no  secondary  failures  in  stable  adult  diabetes 

• no  liver  or  other  clinical  toxicity  after  up  to  2lA  years  of 
daily  use  of  D B I -T D (nearly  5 years  with  the  D B I tablet) 


DBI-TD  approaches  the  ideal  in  oral  control  of  the  great  majority 
of  patients  with  diabetes  mellitus.  This  new  Timed-Disintegration 
capsule  form  of  widely  used  DBI  is  pharmaceutically  “engineered” 
for  gradual  release  and  absorption  throughout  the  gastrointestinal 
tract ...  so  that  each  dose  lowers  blood  sugar  levels  for  about  12  to 
14  hours. 

DBI-TD  (brand  of  Phenformin  HCI— N^/l-phenethylbiguanide  HCI)  available 
as  50  mg.  timed-disintegration  capsules,  bottles  of  100  and  1000.  Also  avail- 
able as  DBI  Tablets  25  mg.,  bottles  of  100  and  1000. 


u.  s.  vitamin  & pharmaceutical  corp. 

Arlington-Funk  Laboratories,  division  • 800  Second  Avenue,  New  York  17,  N.Y. 


administration  and  dosage:  One 
50  mg.  DBI-TD  capsule  with 
breakfast  regulates  many  stable 
adult  diabetics.  If  higher  dos- 
ages are  needed,  after  one  week 
a second  DBI-TD  capsule  is 
added  to  the  evening  meal,  and 
further  increments  (at  weekly 
intervals)  to  either  the  A.  M.  or 
P.M.  dose.  In  patients  requiring 
insulin,  reduction  of  insulin 
dosage  is  made  as  DBI-TD  dos- 
age is  increased,  until  effective 
regulation  is  attained.  (The  aci- 
dosis-prone, insulin-dependent, 
unstable  diabetic  must  be 
closely  observed  for  "starva- 
tion” ketosis.)  Sulfonylurea 
secondary  failures  usually  re- 
spond to  relatively  low  dosages 
of  DBI-TD  alone,  or  com- 
bined with  reduced  dose  of 
sulfonylurea. 

side  effects:  DBI-TD  is  usually 
well  tolerated.  Gastrointestinal 
reactions  occur  infrequently 
and  are  associated  with  higher 
dosage  levels.  They  may  in- 
clude an  unpleasant,  metallic 
taste  in  the  mouth,  continuing 
to  anorexia,  nausea,  and,  less 
frequently,  vomiting  and  diar- 
rhea. They  abate  promptly  upon 
reduction  of  dosage  or  tempo- 
rary withdrawal.  In  case  of  vom- 
iting, DBI-TD  should  be  with- 
drawn immediately, 
precautions:  Particularly  during 
the  initial  period  of  dosage 
adjustment,  every  precaution 
should  be  observed  to  avoid 
acidosis  and  coma  or  hypogly- 
cemic reactions.  Hypoglycemic 
reaction  has  been  observed  on 
rare  occasions  in  the  patient 
treated  with  insulin  or  a sul- 
fonylurea in  combination  with 
DBI-TD.  "Starvation”  ketosis 
must  be  aistinguished  from 
"insulin-lack”  ketosis  which  is 
accompanied  by  hyperglycemia 
and  acidosis.  A reduction  in  the 
dose  of  DBI-TD  of  50  mg.  per 
day  (with  a slight  increase  in 
insulin  as  required),  and/or  a 
liberalization  in  carbohydrate 
intake  rapidly  restores  meta- 
bolic balance  and  eliminates 
the  "starvation”  ketosis.  Do  not 
give  insulin  without  first  check- 
ing blood  and  urine  sugars, 
caution  and  Contraindication: 
As  with  any  oral  hypoglycemic 
agent,  reasonable  caution 
should  be  observed  in  severe 
preexisting  liver  disease.  The 
use  of  DBI-TD  alone  is  not  rec- 
ommended in  the  acute  com- 
plications of  diabetes:  acidosis, 
coma,  infections,  gangrene  or 
surgery. 

Complete  detailed  literature  is 
available  to  physicians. 


Component  and  Other  Medical  Societies  in  Virginia 

(Officers  and  Others  are  Requested  to  Notify  the  Monthly  of  Changes) 


SOCIETY 


PRESIDENT 


SECRETARY 


TIME  OF  MEETING 


Accomack  County  D.  F.  Fletcher,  Jr.,  Horsey J.  C.  Doughty,  Onancock Quarterly 

Albemarle  County E.  M.  Alrich,  Charlottesville W.  C.  McLean,  Charlottesville Monthly 

Alexandria F.  P.  Titus,  Alexandria Mrs.  R.  G.  Loomis,  Alexandria Monthly 

Alleghany-Bath  Counties  A.  Williams,  Clifton  Forge George  N.  Chucker,  Clifton  Forge_.Bi-Monthly 

Amherst-Nelson  Counties Lyddane  Miller,  Amherst Inactive 

Arlington  County M.  A.  Puzak,  Arlington H.  G.  Barnes,  Arlington Monthly 

Augusta  County W.  G.  Painter,  Jr., 

Fort  Defiance  James  A.  Higgs,  Jr.,  Staunton 5 times  a year 

Bedford  County  E.  T.  Jennings,  Bedford O.  B.  Darden,  Jr.,  Bedford Quarterly 

Botetourt  County M.  S.  Stinnett,  Buchanan E.  L.  Coffey,  Buchanan 

Buchanan-Dickenson  Counties Robert  Baxter,  Grundy J.  S.  Richardson,  Grundy 

Charlotte  County  Stuart  Wilson  Tuggle,  Keysville_ Thomas  Watkins,  Drakes  Branch  — 

Culpeper  County  J.  B.  Jones,  Culpeper G.  F.  Henson,  Culpeper Monthly 

Danville-Pittsylvania  J.  D.  Beale,  Jr.,  Danville R.  T.  McCauley,  Danville Monthly 

Fairfax  County  .Peter  Soyster,  Falls  Church Mrs.  J.  T.  Peirano,  Falls  Church — Monthly 

Fauquier  County __E.  H.  Ashby,  Jr.,  Remington James  L.  Dellinger.  Warrenton Monthly 

Floyd  County J.  C.  Rutrough,  Willis F.  C.  Bedsaul,  Floyd 

Fourth  District ^.Clyde  Vick,  Jr.,  Petersburg J.  D-  Mason,  Jr.,  Petersburg Quarterly 

Fredericksburg L.  F.  Moss,  Fredericksburg J.  E.  Grimes,  Fredericksburg Quarterly 

Halifax  County  J.  H.  Frierson,  Halifax F.  J.  Dillard,  South  Boston 

Hampton  .Phillip  Murray,  Hampton F.  D.  Robinson,  Phoebus 5 times  a year 

Hanover  County  ...J.  D.  Hamner,  Jr.,  Ashland Claude  K.  Kelly,  Mechanicsville 

Hopewell  _C.  H.  Dougherty,  Hopewell W.  P.  Youngblood,  Hopewell Monthly 

James  River Margaret  Pennington,  . 

Buckingham  J.  H.  Yeatman,  Fork  Union Quarterly 

Lee  County .B.  H.  Owens,  Rose  Hill H.  A.  Kinser,  Pennington  Gap Quarterly 

Loudoun  County  S.  S.  Morrison,  Leesburg J.  W.  Gibson,  Middleburg 

Louisa  County  ..Griffith  Daniel,  Louisa Only  call  meetings 

Lynchburg _.L.  F.  Somers,  Lynchburg G.  E.  Calvert,  Lynchburg Monthly 

Medical  Society  of  Virginia Russell  Buxton,  Newport  News_R.  I*  Howard,  Richmond .Oct.  1962,  Washington,  D.C. 

Mid-Tidewater  S.  N.  Ransone,  Mathews M.  H.  Harris,  West  Point Quarterly 

Newport  News J.  W.  Massey,  Jr.,  , , . ... 

Newport  News William  H.  Hoffstetler,  Jr.,  Monthly  except  June  & July 

Newport  News  

Norfolk  County Mason  Andrews,  Norfolk Meyer  Krischer,  Norfolk Monthly 

Northampton  County _W.  S.  Burton,  Nassawadox Cecil  Sinclair,  Nassawadox Monthly 

Northern  Neck C.  L.  Booker,  Lottsburg L.  T.  Griffith,  Mt.  Holy 

Northern  Virginia  Dennis  McCarty,  Front  Royal Don  McNeill,  Front  Royal 

Orange  County H.  C.  McCoy,  Gordonsville R.  S.  LeGarde,  Orange Monthly 

Patrick-Henry  Counties  C.  P.  Sherman,  Martinsville C.  B.  Marshall,  Martinsville Quarterly 

Portsmouth  F.  P.  Barrow.  Portsmouth L.  L.  Davis,  Jr.,  Portsmouth Monthly  except  July  & August 

Princess  Anne  County .C.  W.  DeWalt,  Jr.,  Va.  Beach__A.  B.  Frazier,  Virginia  Beach Monthly 

Prince  William  County Alvin  Connor,  Manassas M.  L.  Nafsinger,  Woodbridge Indefinite 

Richmond E.  L.  Kendig,  Jr.,  Richmond Miss  F.  M.  Campbell,  Richmond Semi-Monthly 

Roanoke  J.  L.  Cabaniss,  Roanoke G.  W.  Hurt,  Roanoke Monthly 

Rockbridge  County John  Yaeger,  Lexington K.  J.  Fox,  Fairfield 

Rockingham  County  M.  E.  Myers,  Harrisonburg C.  E.  Craun,  Harrisonburg Quarterly 

Russell  County R.  F.  Gillespie,  Lebanon W.  A.  Davis,  Dante 

Scott  County W.  L.  Griggs,  Jr.,  Gate  City G.  C-  Honeycutt,  Jr.,  Gate  City 

Smyth  County  C.  O.  Finne,  Saltville C.  G.  Thompson,  Marion Quarterly 

Southwestern  Virginia ..M.  Johnson,  III,  Roanoke Tom  Green,  Bristol Semi-annually 

Tazewell  County  R.  E.  Bower,  Richlands James  Peery,  Richlands Bi-monthly 

Tri-County J.  E.  Rawls,  Jr.,  Suffolk W.  H.  Rogers,  Suffolk Quarterly 

Va.  Acad.  Gen.  Practice W.  J.  Hagood,  Clover S.  F.  Driver,  Roanoke Spring  1962 

Am.  Col.  Chest  Phys G.  C.  Pearson,  Blue  Ridge C.  C.  Smith,  Catawba October 

Va.  Sec.  Amer.  Col.  Phys J.  M.  Moss,  Alexandria William  H.  Harris,  Jr.,  Richmond — Twice  a year 

Va.  Diabetes  Assoc R.  K.  Maddock,  Norfolk L.  B.  Sheppard,  Richmond Twice  a year 

Va.  Ob-Gyn.  Soc ...P.  H.  Picot,  Alexandria Brock  D.  Jones,  Jr.,  Norfolk Twice  a year 

Va.  Orthopedic  Soc Philip  Trout,  Roanoke E.  B.  Carpenter,  Richmond Twice  a year 

Va.  Pediatric  Soc J.  T.  Walke,  Roanoke C.  C.  Powel,  Jr.,  Harrisonburg Twice  a year 

Va.  Peninsula  Acad.  Medicine G.  S.  Grier,  III,  Newport  News T.  W.  Sale,  Hampton Monthly 

Va.  Neuropsychiatric  Soc „R.  H.  Thrasher,  Norfolk E.  W.  Gamble,  II,  Radford Semi-annually 

Va.  Radiological  Soc John  A.  Cocke,  Norfolk P.  G.  Dillard,  Jr.,  Lynchburg Twice  a year 

Va.  Soc.  Anesthesiology W.  N.  Holland,  Lynchburg Campbell  Harris,  Jr.,  Richmond Semi-annually 

Va.  Soc.  Internal  Med. R.  B.  Grinnan,  Jr.,  Norfolk W.  A.  Read,  Newport  News Twice  a year 

Va.  Soc.  of  O.  L.  & 0. Edgar  Childrey,  Jr.,  Richmond-M.  K.  Humphries,  Jr., 

Charlottesville  Twice  a year 

Va.  Soc.  of  Pathology G.  T.  Mann,  Richmond George  J.  Carroll,  Suffolk Quarterly 

Va.  Soc.  Plastic  & Reconstr. 

Surg.  C.  C.  Coleman,  Jr., 

Charlottesville  Leroy  Smith,  Richmond 

Va.  Surgical  Soc R.  L.  Payne,  Jr.,  Norfolk Carrington  Williams,  Jr.,  Richmond. Yearly  in  Spring 

Va.  Urological  Soc Ralph  Landes,  Danville G.  W.  Link,  Petersburg October 

Washington  County  Harry  Hayter,  Abingdon J.  C.  Placak,  Abingdon Monthly 

Williamsburg-James  City R.  E.  DeBord,  Williamsburg G.  J.  Oliver,  Williamsburg 

Wise  County  __ D.  Nelson,  Norton C.  E.  Swecker,  Wise 

Wythe-Bland  Counties W.  R.  Chitwood,  Wytheville C.  B.  Hughes,  Wytheville Quarterly 
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Soma  relieves  stiffness 
—stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


( carisoprodol,  Wallace) 
1®^' Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


Charles  c. 


Richmond,  Virginia 


Whatever  the  cause . . . 

bcTbarb  soothes 

the  agitated  mind  and 
calms  G-l  spasms 
through  the 
central  effect 
of  phenobar- 
bital  and  the 
synergistic  action 
of  fixed  proportions 
of  natural  belladonna 
alkaloids  on  the 
G-l  tract. 


COMPOSITION:  Each  Belbarb 
tablet  or  fluidram  Elixir  con- 
tains phenobarbital  'A  gr.,  bel- 
ladonna alkaloids  equiv.  Iresh 
tr.  belladonna  8 mm.  Belbarb 
No.  2 same  as  Belbarb  except 
gr.  phenobarbital  tor  more 
sedative  action. 

HOW  SUPPLIED:  Tablets: 
Bottle  of  100,  500  and  1000.  Elix- 
lr:  Pint  and  gallon  bottles. 


Sedative— Antispasmodic 
20  years  of  clinical  satisfaction 

belbarb 
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in  bacterial 


tracheobronchitis 

Panalba* 

promptly 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 


to  gain  precious 
therapeutic  hours 


Panalba 


/ A 


Os 


your  broad-spectrum 
antibiotic  of  first  resort 


treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopaputar  dermatitis,  a few  cases  of  leuko- 
penia  and  thrombocytopenia  have  been  reported  in  patients 
treated  with  Albamycin.  These  side  effects  usually  disappear 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 

•Trademark,  Reg.  U.S.  Pat.  Off. 

The  Upjohn  Company 
Kalamazoo.  Michigan 

COPYRIGHT  1961  THE  UPJOHN  COMPANY 


Upjohn 
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HOME 
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ST.  PAUL 

MULTICOVER 

PLAN 

SINGLE  PACKAGE  OFFERS  THE  PROFESSIONAL  MAN 
THE  MOST  COMPLETE,  MOST  CONVENIENT 
COVERAGES  EVER! 

Choose  from  over  40  kinds  of  protection,  pack 
those  you  need  into  a single  St.  Paul  Multi- 
cover  Plan.  Deal  with  just  one  agent  . . . pay 
just  one  premium.  It’s  simple  and  safer,  too. 
Avoids  overlapping  coverages  or  loopholes 
between  individual  policies.  Write  for  ex- 
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Virginia  Medical  Monthly 


...WITH  METHEDRINESHE  CAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy— In  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  s.:  WestJ.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

jS  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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often  accompanies  hyperacidity . . . 
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DEFROTHICANT  . ANTACID 


should  be  part  of  antacid  regimens 


When  peptic  ulcer,  hyperacidity  and  heartburn 
are  complicated  by  gas,  they  require  more  than 
antacids  . . . they  require  Silain-Gel! 

Silain-Gel  includes  a defrothicant,  methylpoly- 
siloxane*,  that  breaks  up  frothy  bubbles  thus 
liberating  gas  for  elimination.  And  Silain-Gel  in- 
cludes the  properly  balanced  antacid  formulation 
for  maximum  neutralization. 

Patient  acceptance  is  assured  by  the  non-fatiguing 
fruit  mint  taste  of  Silain-Gel.  Silain-Gel  is  safe 
for  long-term  administration. 


Dosage:  Silain-Gel  Liquid— 2 teaspoonfuls  4 times  daily 
after  or  between  meals  and  at  bedtime.  Silain-Gel  Tab- 
lets—2 tablets  (chewed  or  swallowed)  after  meals  and 
at  bedtime. 

Formula:  Each  tablet  contains  25  mg.  activated  methyl- 
polysiloxane,  282  mg.  aluminum  hydroxide  (equivalent 
to  Dried  Gel,  U.S.P.)  and  85  mg.  magnesium  hydrox- 
ide. Each  teaspoonful  of  Liquid  is  equivalent  to  1 tablet. 

Available:  Silain-Gel  Liquid— Plastic  Flask,  12  fl.  oz.; 
Silain-Gel  Tablets— Bottles  of  100. 

Write  for  Clinical  Trial  Supply  and  Detailed  Literature. 


*U.S.  Patent  No.  2,951,011 

PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 
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Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  ('A  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Vfe  gr.) 


DECHOLIN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic  ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Vfc  gr.) 


DECHOLIN 

Hydrocholeretic .. .to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  1 1 ■ e i 
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Now... two  new  products  to  supply 
the  Iron  infants"  and  children  need 
at  the  ages  they  need  it 


TRI-VI-SOL 


VITAMIN  DROPS  WITH  IRON 


DECA-T1-S0E 


GHEWABLG  VITAMINS  WITH  IRON 


These  two  new  formulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
thereby  providing  the  choice  of  Ti  i-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  of  children. 

Tri-Vi-Sol  vitamin  drops  with  iron.  Eacli  0.6  cc.  daily  dose  supplies  10  mg. 
elemental  iron  plus  safe,  rational  amounts  of  vitamins  C,  D and  A.  Supplied 
in  bottles  of  30  cc. 

Deca-Vi-Sol  chewable  vitamins  with  iron.  Each  chewable  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C,  D and  A plus  seven  significant 
11  vitamins.  Supplied  in  bottles  of  50  chewable  tablets. 

Bibliography:  (1)  Jacobs,  I.:  CP  21: 93  (Jan.)  I960.  (2)  Shulman,  1.:  J.A.M.A.  175: 1 18-123 
(Jan  14)  1961.  (3)  Moore,  C.  V.,  in  Wolil,  M.  G.,  and  Goodhart,  R.  S.:  Modern  Nutrition 
in  Health  and  Disease,  ed.  2,  Philadelphia,  Lea  & Febiger,  1960,  p.  243. 


10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 


most 

pediatric  vitamin  products 
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